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Housekeeping
• If you are experiencing technical difficulties, please dial:

800-422-3623.

• QandA session will be held at the end of the presentation.
– Your questions can be submitted via the Questions Function at 

any time during the presentation.

• The PowerPoint presentation, as well as the webinar recording, 
will be sent to you within the next 10 business days.

• For future webinar invitations, subscribe at 
CLAconnect.com/subscribe.

• Please complete our online survey.
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About CliftonLarsonAllen

• A professional services firm with three distinct 
business lines
– Wealth Advisory
– Outsourcing
– Audit, Tax, and Consulting

• More than 5,000 employees
• Offices coast to coast
• Serve more than 7,500 

health care clients
Investment advisory services are offered through CliftonLarsonAllen Wealth Advisors, LLC.
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Speaker Introductions

• Penny Osmon Bahr
Penny is a health care principal at CLA with more than 20 years of industry 
experience and has worked across the continuum with independent 
physicians practices, accountable care organizations, health systems and 
health plans. She is an executive level health care operations specialist 
that works to develop business strategy, navigate regulatory impact and 
execute improvement across the healthcare ecosystem

• Tony Werner
Tony is a health care manager at CLA with over 20 years of experience in 
hospital, imaging, and physician group leadership, operations, revenue 
cycle and technology management. He serves as an advisor on a wide 
array of issues, including strategic planning, leadership and governance, 
mergers and acquisitions, compensation models, operations and contract 
negotiations.
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Learning Objectives

• At the end of this session, you will be able to:
– Summarize key changes in the quality payment program 

(QPP) for 2018
– Identify alternative payment models (APMs) for 2018
– Execute a 2018 merit-based incentive program (MIPS) 

strategy
– Evaluate opportunities across MIPS categories to enhance 

2018 performance

5
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The Burning Platform was Created for

Volume to Value

Quantity vs. Quality

6
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MACRA – The Basics

Medicare Access and CHIP Reauthorization Act of 2105 
(MACRA) – Signed April 16, 2015

• Main components
– Repealed Sustainable Growth Rate (SGR) formula
– Revised physician “pay for performance” 
– Extended CHIP and GME funding
– Declared goals for interoperable EHRs by 2018

• As a result, CMS created
– The Quality Payment Program (QPP) 

7
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2015 2016 2017 2018 2019 2020 2021 2022 2023 2024 2025 2026

Permanent Repeal of SGR

0.5% Physician Fee Schedule Update 0% Physician Fee Schedule Update
0.25% Update (MIPS)

0.75% Update (APMs)

PQRS, EHR MU, VM Programs
Path 1 - MIPS

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

Exceptional Performance Bonus = + 10%

Path 2 APMs

5% bonus for Qualifying APMs

MACRA Changes Physician Payment
*

*Measurement year is followed by a year of analysis prior to the payment year. 
Measure, analyze, apply.
* QPP Year 2.

** *

8



©
20

17
 C

lif
to

nL
ar

so
nA

lle
n 

LL
P

WEALTH ADVISORY | OUTSOURCING | AUDIT, TAX, AND CONSULTING

MACRA QPP Paths 

MIPS APM

9

The Quadruple Aim

Better Quality

Control of Costs

Patient Engagement

AND
Physician 

Satisfaction
Merit-based Incentive 

Payment System
Alternative Payment 

Model

Complex, yet flexible reporting 
requirements

Requires technical 
infrastructure and appetite 

for risk

Medicare Participating Physicians

Presenter
Presentation Notes
Currently MD, DO and mid level providers.

The rule currently states that after 2018, other provider types will be added.
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MACRA Influences the Care Continuum

• Hospitals
• Physician groups (all specialties)
• Health systems
• Skilled nursing facilities
• Home health agencies
• Patients

10

Presenter
Presentation Notes
Fee for Service – provide one service – get paid for service. FFS remains as the CMS baseline for most MIPS groups, but there will be adjustments to the payment rate based on value or quality divided by cost.
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Key changes in the QPP program 
for 2018
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CMS Comments

"There are more outcomes measures in the MIPS 
portfolio than I think people realize, but it is still too 
heavily weighted on process measures… we will be 
asking for feedback on how to incorporate more 
outcome measures.” 

Dr. Kate Goodrich, CMO Division of Quality and Standards, 
CMS – October, 2017

12
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CMS Comments

“We’ve heard the concerns that too many quality 
programs, technology requirements, and measures get 
between the doctor and the patient,” said CMS 
Administrator Seema Verma. “That’s why we’re taking a 
hard look at reducing burdens. By proposing this rule, we 
aim to improve Medicare by helping doctors and clinicians 
concentrate on caring for their patients rather than filling 
out paperwork. CMS will continue to listen and take 
actionable steps towards alleviating burdens and improving 
health outcomes for all Americans that we serve.” 

QPP Final Rule, November 2, 2017

13

Presenter
Presentation Notes
Patients over Paperwork - a cross-cutting, collaborative process that evaluates and streamlines regulations with a goal to reduce unnecessary burden, increase efficiencies, and improve the beneficiary experience. This effort emphasizes a commitment to removing regulatory obstacles that get in the way of providers spending time with patients. 
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QPP Year 2 - Highlights

• More options for small practices
• Low volume threshold increased; estimating 518,000 

exempt clinicians
• Changes to MIPS scoring in cost and quality
• Exemptions for extreme and uncontrollable 

circumstances
• Continued gradual transition to year three
• New opportunity for reporting as virtual groups
• Increased ease to participate in advanced APMs

14
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No Changes

• Submission methodologies
– Claims, registry, web interface, EHR, QCDR

• Length of measurement period
– Improvement activities and ACI = 90 days
– Cost = full year

• Reweighting of ACI, when appropriate, to quality
• >26 ECs or more can report using the web interface
• All cause readmission (ACR) measure collected via 

claims data for groups >16 eligible clinicians
• Types of eligible clinicians

15
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New Terms

• Ambulatory surgical center (ASC)-based MIPS eligible 
clinician

• CMS multi-payer model
• Facility-based MIPS eligible clinician
• Full TIN APM
• Improvement scoring
• Other MIPS APM
• Solo practitioner
• Virtual group

16
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The Merit-Based Incentive 
Payment System (MIPS)
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MIPS Potential Components 
PQRS MU VM

VM

PQRS
MU

Quality
Advancing 

Care 
Information

CostPractice 
Improvement

Composite 
Performance 

Score

50% 25%

15% 10% 

18

Presenter
Presentation Notes
Potential…because of your unique situation, ACI may be reweighted AND….
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Am I Exempt from MIPS?

• Do any of the following apply to your organization:
– Anticipate billing less than $90,000 in allowed charges to 

Medicare Part B in 2018?
Or
– Will see less than 200 unique Medicare beneficiaries in 2018?
Or
– Are within the first year of Medicare participation?

• If you answer yes to either of these, and you are not 
participating in an APM, you are exempt from MIPS in 
2018.

19
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Small Practice Information

• Small practice = <16 Eligible (for MIPS) clinicians
– Pre-determined during the “small practice size 

determination period” by assessing claims data across a 
12 month period

– September 1, 2016 to August 31, 2017
– HPSA threshold set at 75%

• Small practice bonus of 5 points added to any eligible 
clinician or group that submits data in at least one 
performance category

20

Presenter
Presentation Notes
We note that group size determinations are based on the
number of NPIs associated with a TIN, which would include eligible clinicians (NPIs) who may
be excluded from MIPS participation and do not meet the definition of a MIPS eligible clinician

“small practice size determination period” to mean a 12-month assessment
period, which consists of an analysis of claims data that spans from the last 4 months of a
calendar year 2 years prior to the performance period followed by the first 8 months of the next calendar year and includes a 30-day claims run out. September 1, 2016 to August 31, 2017.
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Non-Patient Facing Eligible Clinicians

• An eligible clinician which 100 or fewer patient facing 
encounters (E & M, surgical and procedural data 
analyzed) during the non-patient facing 
determination period (September 1, 2016 to August 
31, 2017)
– Includes groups and virtual groups

21

Presenter
Presentation Notes
Telehealth is included as patient facing.
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FQHC, RHC, CAH, and more

• FQHC and RHCs
– Can voluntarily report data, but are not required

• CAHs
– Method 1 – will not apply to the facility payment
– Method 2 – will only apply to payments by eligible 

clinicians which have reassigned billing rights to the facility

• ASCs
– No implication to ASC facility payment, but Part B 

reimbursed services to eligible clinicians performed in an 
ASC are subject to MIPS

22

Presenter
Presentation Notes
Page 70 of 1653
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Virtual Groups – new for 2018

CMS allows for small groups to participate via virtual 
groups.
• Virtual groups are required to make an election to 

participate in MIPS as a virtual group prior to the start of 
an applicable performance period
– The election deadline is December 31

• Two-stage virtual group election process. 
– The first stage is optional (virtual group pre-determination of 

eligibility)
– The second stage is the virtual group formation stage
– Virtual groups must have a formal written agreement among 

each party of a virtual group

23

Presenter
Presentation Notes
Year 2 allows for continued use of 2014 or 2015 Certified Electronic Health Record Technology.
Stage 1 based on 5 months of claims data.
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Virtual Groups – new for 2018

• Combination of one or more solo practitioner 
(eligible clinician) and groups of <11 eligible clinicians 
form a virtual group and report aggregated data.
– Must exceed the performance threshold

• May only participate in one virtual group in a 
performance period
– Most group reporting policies also apply to virtual groups

24
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MIPS Anticipated Participation 

MIPS

APMs

621,000

25

Presenter
Presentation Notes
Reduction of 123,000 with new exceptions
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60%
15%

25%

MIPS Scoring Weights 2017

50%

15%

25%

10%

MIPS Scoring Weights 2018

MIPS Scoring

26

- 5%

100

70

15

0

Maximum 
MIPS Bonus

Exceptional 
Performance
Threshold

Maximum 
MIPS Penalty

MIPS 
Performance
Threshold

50%20%30%Quality Improvement Activities Advancing Care Information Cost

100

3

0

70

2017 2018
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2017
• 60% of total composite 

score
• Six measures
• 50% data completeness
• Threshold of three
• Scoring methodology – no 

changes
• Bonuses – no change

2018
• 50% of total composite 

score
• Six measures
• 60% data completeness 

except for web interface 
and CAHPS

• Threshold of 15
• Topped out measures for 

two consecutive reporting 
periods will earn four points 

MIPS Quality Category Changes

28

Presenter
Presentation Notes
Measures that fail data completeness testing will only be allowed 1 point (toward a threshold of 15) unless you are considered a small provider, then it will be 3 points.

Measures with benchmarks begin at 3 points and will be scored by decile. Measures without benchmarks will be awarded 3 points.

Bonuses for high priority measures (greater than 10% of the denominator) and end to end electronic measure reporting (10% each) is not changed.

Topped out measures will be phased out in 4 years timelines.
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2018 Topped Out Measures

1. Perioperative Care: Selection of Prophylactic 
Antibiotic-First or Second Generation 
Cephalosporin. (Quality Measure ID: 21)

2. Melanoma: Overutilization of Imaging Studies in 
Melanoma.(Quality Measure ID: 224) 

3. Perioperative Care: Venous Thromboembolism 
(VTE) Prophylaxis (When Indicated in ALL Patients). 
(Quality Measure ID: 23)

29
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2018 Topped Out Measures – Cont.

4. Image Confirmation of Successful Excision of Image 
Localized Breast Lesion. (Quality Measure ID: 262)

5. Optimizing Patient Exposure to Ionizing Radiation: 
Utilization of a Standardized Nomenclature for 
Computerized Tomography (CT) Imaging 
Description (Quality Measure ID: 359)

6. Chronic Obstructive Pulmonary Disease (COPD): 
Inhaled Bronchodilator Therapy (Quality Measure 
ID: 52) 

30
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Biggest Quality Changes

A minimum of 12 months of reported measures

Strategy for success: 
• Consider applicability of 2017 selected measures
• Focus on outcome measures aligned to initiatives, 

disease state or wellness

*Complex patient bonus of 5 points
– Based on ratio of dual-eligible or HCC average
– Applies to practices of <16 eligible clinicians

31

*

Presenter
Presentation Notes
Risk Adjustment and Hierarchical Condition Category (HCC) coding is a payment model mandated by the Centers for Medicare and Medicaid Services (CMS) in 1997. Implemented in 2003, this model identifies individuals with serious or chronic illness and assigns a risk factor score to the person based upon a combination of the individual’s health conditions and demographic details. The individual’s health conditions are identified via International Classification of Diseases – 10 (ICD –10) diagnoses that are submitted by providers on incoming claims. There are more than 9000 ICD-10 codes that map to 79 HCC codes in the Risk Adjustment model. 
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Quality Measures with Substantial Change

• Influenza immunization
• Tobacco use screening and intervention
• Use of high risk medications in the elderly
• Closing the referral loop
• Body mass index: screening and plan
• Statin therapy
• Colorectal cancer screening
• CAHPS: MIPS for clinicians

32
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MIPS Cost Performance

• CHANGE: Weighting the MIPS cost performance category to 10% of 
your total MIPS final score.

• CMS will include the Medicare Spending per Beneficiary (MSPB) 
and Total per Capita Cost measures to calculate your cost 
performance category score for the 2018 MIPS performance 
period.

– These two measures carried over from the value modifier program and 
are being used in 2017

– Chronic care management codes included in attribution for 2018
– The 10 episode-based measures utilized for the 2017 MIPS performance 

period have been eliminated in 2018. Episode based cost measures are 
being tested for 2019

– No reporting is required from clinicians, claims data is utilized
– More regular feedback with goal of July, 2018

34

Presenter
Presentation Notes
Increases to 30% in 2019
Total per capita – global measure of cost for All A and B during the performance period.

MSBP – triggered by an epside , all spending across episodes.

Chronic care management and complex chronic care management are being added for purposes of attribution
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Quality and Resource Use Reports (QRUR)

35

QRUR Data

1. Attribution

2. Cost of Chronic Conditions

3. Cost of Acute Conditions

4. Cost of Specialist Care

5. Cost of Post Acute Care

6. Patient Leakage

7. Patient Risk Profile
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Improvement Scoring

• Quality
– Measured at performance category level from previous to 

current
◊ Up to 10 percentage points available
◊ Can’t be a negative number

• Cost
– Statistically significant changes at the measure level
– If no attributed cost measures, no improvement score

• Applies to both quality and cost
– Will be measured only when sufficient data.
– CMS will calculate when EC uses same measures in two 

consecutive years

36
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Activities
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2017
92 Activities

2018
112 Activities

Improvement Activity Changes

38

• Total of 21 activities added, 27 changes, and 1 deletion.

• Only 1 eligible clinician in a group must complete an IA in 
order to attest for the group.

• No change in scoring 
• <16 eligible clinicians need 20 points, all others 

require 40 points
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Information
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Advancing Care Information

• No changes to base scoring for 2018
– If using entirely 2015 CEHRT, 10% bonus available

• Performance score:
– 10% bonus for reporting to a public health agency or 

clinical data registry
– 5% bonus for reporting to an additional clinical data 

registry (not reporting under the quality improvement 
score)

• Hardship exemptions are no longer limited to 5 
years, multiple applications

40
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Advancing Care Information

• Syndromic surveillance reporting
– Objective updated to specify from an urgent care setting

41
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CMS Physician Compare

42

Clinical Quality of Care
Preventive Care:

More stars is better.
Data from CMS Physician Compare Website: https://www.cms.gov › Medicare › Physician Compare Initiative.

Patient Experience (CAHPS):

The CMS Physician Compare provides a significant amount of performance data publically 
and creates a reputational risk for poor performers as well as the financial risk. 

Presenter
Presentation Notes
The CMS Physician Compare, Hospital Compare, Nursing Home Compare, Home Health Compare and other compare databases have been downloaded and are available on the Y drive in the CMS Data Set folder. In this case the depression screening score was low because the documentation tools were not set up correctly and captured no reportable data, even though the group screened the majority of patients. Attention to medication costs was extremely low for all clinicians we have reviewed and 100% were unaware that this was a CAHPS survey question.
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And along comes MEDPAC…

• Act of Congress required to repeal MIPS
• June 2017 MEDPAC report…“Sunset MIPS”
• October 2017 annual meeting

– Replace with voluntary value program
◊ Eliminate ACI and IA
◊ Replace quality measures with six population-based “outcome” 

measures captured through claims data 
◊ Withhold 2% of all Medicare payments to be earned back 

voluntarily by
1. Joining an APM
2. Being measured together against population-based measures
3. Doing nothing and surrendering the 2%

43

Presenter
Presentation Notes
 WE would be remiss if we didn’t mention…..-Established by the BBA of 1997 17 member Medicare payment advisory commission - independent federal body. Non partisan legislative branch agency that provides US congress with analysis and policy advice on the medicare program.
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2018
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Alternative Payment Models (APMs)

- American College of Cardiology

Tie clinician 
payments to 

certain quality 
measures 

comparable to 
those under 

MIPS

Uses certified 
EHR 

technology

Bears more 
than nominal 

financial risk for 
monetary losses

OR
Is a medical 
home model 

expanded under 
CMMI authority

AND AND

All elements above must be met to meet the requirement for Advance APM’s

Quality CEHRT RISK

45
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• AMI Model Track 1*
• CJR Track 1
• ESRD Care Model (LDO)
• ESRD Care Model (Non-

LDO, two-sided risk)
• CPC +
• CABG Model Track 1*
• Medicare ACO Track 1*
• Medicare DPP*

• Medicare/Medicaid 
Shared Savings Model 
Track 2and 3

• MSSP Track 2 and 3
• Next Gen ACO
• Oncology Care Model 

(two-sided risk)
• SHFFT Model Track 1*
• Vermont All-Payer 

ACO*

Current Advanced APMs

46

* 2018 implementation

Presenter
Presentation Notes
Medicare aco track 1 – more limited downside risk than MSSP track 2 or 3 - -it also allows small practices and small hospitals to participate.…approved at the end of 2016. 

Prospective beneficiary enrollment – you know ahead of time.. Has a fixed 30% loss sharing ratio…and savings on quality is up to 50%. Two risk options (revenue or benchmark based)
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QPP Year 2 – APM Highlights

• CMS is taking action to increase APM participation
– Increases the “low volume threshold”
– Extending the 8% of revenue as nominal risk for two additional 

years
– Exempting round 1 CPC+ participants from the >50 clinicians 

limit
• Reducing complexity

– Providing greater detail for MIPS APMs scoring.
– Establishes other payer APMs starting in 2019.

◊ Maintains 8% revenue as nominal risk across all payer models
◊ Other payers are in addition to, not in place of Medicare

– “Recognized” = “Certified” for Patient Centered Medical Homes

47

Presenter
Presentation Notes
CMS estimated that for the CY 2017 Performance Period/2019 Payment Period, 70,000 to 120,000 eligible clinicians would be qualifying APM participants (QPs). With new Advanced APMs available for participation in 2018, including the Medicare ACO Track 1 Plus (1+) Model, and the reopening of the application process to new participants for some current Advanced APMs, such as the Next Generation ACO Model and Comprehensive Primary Care Plus (CPC+) Model, CMS anticipates higher numbers of QPs in subsequent years of the program. The agency currently estimates that approximately 185,000 to 250,000 eligible clinicians may become QPs for the 2018 Performance Period/2020 Payment Period. The agency estimates that the total lump sum APM incentive payments will be between approximately $675 million and $900 million for the 2020 QPP payment year. QPs qualify for a lump sum APM incentive payment equal to 5% of their estimated aggregate payment amounts for covered professional services in the preceding year. The Final Rule also noted that CMS is maintaining the generally applicable revenue-based nominal amount standard at 8% of the average estimated total Medicare Parts A and B revenue of providers and suppliers in participating APM Entities for the 2019 and 2020 QP Performance Periods.
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QPP Year 2 – APM Highlights

• QP performance period stays the same, with some 
exceptions for advanced APMs that begin or end 
during the performance period
– 60 day minimum of participation
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What about the Physician 
Payment Model Technical 
Advisory Committee?
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Presentation Notes
Created under MACRA as an vehicle to fast track additional physician payment models has recently recommended several to the HHSecretary. 
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Sample APMs Under Current Consideration by 
PTAC (Physician Model Technical Advisory 
Committee)

• Hospital at Home Plus (HAH+)
• Annual Wellness Visits at Rural Health Clinics
• Intensive Care Management in SNFs
• Advanced Primary Care: A Foundational APM
• Project Sonar (GI)
• The ACS-Brandeis 
• The COPD and Asthma Monitoring Project
• Oncology Bundled Payment using CNA guided care
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Presenter
Presentation Notes
Have put forth 5 recommendations to HHS for approval in 2018. 
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CMS “New Direction” RFI

• Purpose of RFI… “new direction to promote patient-
centered care and test market-driven reforms that 
empower beneficiaries as consumers, provide price 
transparency, increase choices and competition to 
drive quality, reduce costs, and improve outcomes.” 

September 20, 2017
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RFI ends November 15th.
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Special Attention to

1. Increased participation in Advanced APMs;
2. Models focused on consumer-directed care and 

market-based innovation; 
3. Physician specialty care (PTAC); 
4. Prescription drugs;
5. Medicare Advantage innovation; 
6. State-based and local innovation, including 

Medicaid-focused models; 
7. Mental and behavioral health;
8. Improving program integrity
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VBID expansion
To better inform consumers about the cost and quality implications of different choices, CMS may develop models to facilitate and encourage price and quality transparency, including the compilation, analysis, and release of cost data and quality metrics that inform beneficiaries about their choices. CMS will consider new options for beneficiaries to promote consumerism and transparency. For example, beneficiaries could choose to participate in arrangements that would allow them to keep some of the savings when they choose a lower-cost option, or that incentivize them to achieve better health. Models that we are considering testing include allowing Medicare beneficiaries to contract directly with healthcare providers, having providers propose prices to inform beneficiary choices and transparency, offering bundled payments for full episodes of care with groups of providers bidding on the payment amount, and launching preferred provider networks. CMS solicits feedback from patient and consumer advocacy groups, the healthcare provider community, as well as experts in the technology industry, and other stakeholders that can provide creative ideas on how to operationalize these principles in models that best serve patients in terms of cost, quality, and access to care
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Guiding Principles of New Models

• Choice and marketplace competition
• Provider choice and incentives
• Patient-centered care
• Benefit design and price transparency
• Transparent model design and evaluation
• Small scale testing (1332 waivers)
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Choice and competition in the market – Promote competition based on quality, outcomes, and costs. 
2) Provider Choice and Incentives – Focus on voluntary models, with defined and reasonable control groups or comparison populations, to the extent possible, and reduce burdensome requirements and unnecessary regulations to allow physicians and other providers to focus on providing high-quality healthcare to their patients. Give beneficiaries and healthcare providers the tools and information they need to make decisions that work best for them. 

Patient-centered care – Empower beneficiaries, their families, and caregivers to take ownership of their health and ensure that they have the flexibility and information to make choices as they seek care across the care continuum. 
4) Benefit design and price transparency – Use data-driven insights to ensure cost-effective care that also leads to improvements in beneficiary outcomes. 
5) Transparent model design and evaluation – Draw on partnerships and collaborations with public stakeholders and harness ideas from a broad range of organizations and individuals across the country. 
6) Small Scale Testing – Test smaller scale models that may be scaled if they meet the requirements for expansion under 1115 A(c) of the Affordable Care Act (the Act). Focus on key payment interventions rather than on specific devices or equipment. 
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Upcoming Webinars (1st of a Series of 4)

• MIPS Quality: So Much More Than eCQMs
• MIPS Cost: The Most Important MIPS Category?
• Beyond MIPS Reporting – Planning for Long-Term 

Value-based Success Under MACRA
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Questions?
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twitter.com/CLAconnectfacebook.com/
cliftonlarsonallen

linkedin.com/company/
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Thank you!

Penny Osmon Bahr
Penny.osmonbahr@claconnect.com
262.893.5938

Tony Werner
Anthony.werner@claconnect.com
612.397-3061

To receive future webinar invitations, subscribe at 
CLAconnect.com/subscribe.
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