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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. 

.

Disclaimer



• Provide an overview of the Million Hearts Initiative
– Goals of the Initiative
– Current status
– Review resources to achieve the goals of Million Hearts
– Discuss measurement, and new models to incentivize 

population health management

• Next steps for Million Hearts Campaign

• A (brief) review of the Medicare Access and CHIP 
Reauthorization Act (MACRA)

Objectives



CMS OFFICES

10 REGIONS AND 4 TERRITORIES



Key CMS Priorities in health system transformation

Affordable Care Act    MACRA



Key characteristics
 Producer-centered
 Incentives for volume
 Unsustainable
 Fragmented Care

Systems and Policies
 Fee-For-Service Payment 

Systems

Key characteristics
 Patient-centered
 Incentives for outcomes
 Sustainable
 Coordinated care

Systems and Policies
 Value-based purchasing
 Accountable Care Organizati
 Episode-based payments
 Medical Homes
 Quality/cost transparency

ons

Public and Private sectors

Evolving future stateHistorical state



• Partnership for Patients

• New Models of Care & Payment to Support Medicare-Medicaid 
Enrollees
– Accountable Care Organizations (ACOs)

– Bundled Payments for Care Improvement

– Comprehensive Primary Care Initiative & Federally Qualified Healt
Center (FQHC) Advanced Primary Care Practice Demonstration

• Health Care Innovation Challenge & Innovation Center Grants

h 

• The Million Hearts Initiative

• Value Based Purchasing

How do we get there?
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Million Hearts®

• National initiative co-led by CDC and CMS

• In partnership with federal, state, and private 
organizations innovating and implementing

• To address the causes of 1.5M events and 800K 
deaths a year, $312.6 B in annual health care costs 
and lost productivity and major disparities in outcomes
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Goal: Prevent 1 million heart attacks 

and strokes by 2017



Key Components of Million Hearts®

Keeping Us Healthy
Changing the context

Excelling in the ABCS
Optimizing care 

Prioritizing 
the ABCS

Health tools 
and technology

Innovations in 
care delivery

TRANS

FAT

Health Disparities







Million Hearts® Participation

66,780 45,787

40M+ 96

1M+







What Will It Take to Prevent a Million?

6.3 million smokers need to quit
10 million need to achieve consistent blood pressure control
Reduce the intake of salt by 20% each day

•

•

•

• Knowledge Translation and Diffusion
• Create Incentives and  Alignment 
• Stakeholders in Action
• Measuring and Reporting Systematically
• Innovating and Implementing for Population Health
• Research: Understanding What Works and Why



Whelton, PK, et al. JAMA. 2002;288:1882; Stamler R, et al, Hypertension. 1991:17:I–16.

It Doesn’t Take Much to Have a BIG Impact
Small Reductions in Systolic BP Can Save Many Lives







Clinical 

ASCVD 

Age < 75 
High-intensity statin

(Daily dose lowers LDL–C by 

approx. ≥50% )

Moderate-intensity statin
(Daily dose lowers LDL–C by 

approx. 30% to <50% )

Age > 75 OR

not a candidate 

for high-

intensity statin 

LDL-C  

> 190 

mg/dL 

High-intensity statin
(moderate-intensity statin if 

not a candidate for high-

intensity statin)

Recommendations for Statin Therapy in 
ASCVD Prevention

Adapted from the 2013 ACC/AHA Guideline on the Treatment of Blood Cholesterol to Reduce Atherosclerotic Cardiovascular Risk in Adults. E-Published on November 

12, 2013, available at [http://content.onlinejacc.org/article.aspx?doi=10.1016/j.jacc.2013.11.002]



Recommendations for Statin Therapy in 
ASCVD Prevention

Diabetes   

Type 1 or 2  

Age 40-75 y 

Moderate-intensity statin

(Daily dose lowers LDL–C by 

approx. 30% to <50% )

Estimated 10-y ASCD risk   

> 7.5%

High-intensity statin

(Daily dose lowers LDL–C by 

approx. ≥50% )

≥7.5% 

estimated 

10 y 

ASCVD 

risk and 

age 40-75 y 

Moderate-to-high 

intensity statin

Adapted from the 2013 ACC/AHA Guideline on the Treatment of Blood Cholesterol to Reduce Atherosclerotic Cardiovascular Risk in Adults. E-Published on November 

12, 2013, available at [http://content.onlinejacc.org/article.aspx?doi=10.1016/j.jacc.2013.11.002]



Comparison of Treatment Goals

• Current national performance measures use  <140/90
• Some guidelines and reports include a treatment goal of <150/90 mmHg for 

those ≥80 years of age





Protocol as the Team Playbook





CMS Health Equity Plan for Medicare

Priority 4: Increase the Ability 
of the Health Care Workforce 
to Meet the Needs of 
Vulnerable Populations

Priority 5: Improve 
Communication & Language 
Access for Individuals with LEP 
& Persons with Disabilities

Priority 6: Increase Physical 
Accessibility of Health Care 
Facilities

Priority 1: Expand the 

Collection, Reporting, and 

Analysis of Standardized Data 

Priority 2: Evaluate 
Disparities Impacts and 
Integrate Equity Solutions 
Across CMS Programs

Priority 3: Develop and 
Disseminate Promising 
Approaches to Reduce Health 
Disparities



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 responsibilities
 Systematic beneficiary risk calculation* and stratification

 Shared decision making and evidence-based risk modificatio

 Population health management strategies

 Reporting of risk score through certified data registry

 Eligible applicants
 General/family practice, internal medicine, geriatric medicine,

multi-specialty care, nephrology, cardiology

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

n

 

Payment Model

• Pay-for-outcomes 
approach

• Disease risk assessment 
payment
- One time payment to 

risk stratify eligible 
beneficiary

- $10 per 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



ACC/AHA Pooled Cohort 
ASCVD Risk Estimator – Examples

How Risk Calculators Enhance High Value Care:

Joe Smith is a 65 year old African American man who 

smokes, has elevated cholesterol, and a borderline 

elevated blood pressure. His 10-year risk is 31.1% percent 

(high).

Alan Jones is a 66 year old white man with mildly elevated 

blood pressure (e.g. SBP 135 mm Hg), but no other risk 

factors, so his 10-year-risk is 11% (low). 

Treating Joe Smith’s blood pressure (traditionally valued 

the same by current one-size-fits-all measure) has a much 

larger impact on risk of ASCVD than treating Alan Jones’s 

blood pressure

5



Model Design Framework

– 5 year Model Test

– Randomized Evaluation Design
• Planned 360 control and 360 intervention practices, with built in 20 

percent attrition anticipated

• Roughly 150,000 Medicare FFS beneficiaries in each arm

– Programmatic Elements
• Risk Stratified Care 

• Population Health Management

• Shared Decision Making 

• Individual Risk Modification Planning

• Team-Based Care

• Quality and Clinical Data Reporting
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Important Dates

Date Activity

May 2015 Announcement

May – August 2015 LOI Period

July - August 2015 Application Period

August – November 
2015

Application Review & Selection

November 2015 Awards

January 2016 Model Go Live

http://innovation.cms.gov/initiatives/Million-Hearts-CVDRRM/

Call for applications renewed!

Registration is now open until April 15, 2016 at 6:00 pm EDT. 
Interested applicants must submit a non-binding letter of intent 
(LOI) between April 4, 2016 and April 15, 2016 6:00 pm EDT. 

Letters of intent will be used for CMS planning purposes only. 
The letter is not binding but must be submitted in order to 
access the application.

http://innovation.cms.gov/initiatives/Million-Hearts-CVDRRM/




What does it mean for you?

THE

MEDICARE ACCESS & 
CHIP REAUTHORIZATION ACT 

OF 2015



What is “MACRA”?

MACRA stands for the Medicare Access and CHIP Reauthorization Act of 

2015, bipartisan legislation signed into law on April 16, 2015.

What does it do?

• Repeals the Sustainable Growth Rate (SGR) Formula

• Changes the way that Medicare pays clinicians and 

establishes a new framework to reward clinicians for value over 

volume

• Streamlines multiple quality reporting programs into 1 new 

system (MIPS)

• Provides bonus payments for participation in eligible 

alternative payment models (APMs)
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Medicare Reporting Prior to MACRA
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MACRA streamlines these programs into MIPS. 

Physician Quality 

Reporting Program 

(PQRS)

Value-Based 

Payment Modifier

Medicare 

Electronic Health 

Records (EHR) 

Incentive Program

Merit-Based Incentive Payment System 

(MIPS)



Medicare 

Fee 

ScheduleServices 

provided

Adjustments

Final 

payment 

to clinician

Merit-Based Incentive Payment System 

(MIPS)
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*Or special lump sum bonuses through participation 

in eligible Alternative Payment Models

MACRA changes how Medicare pays 
clinicians who participate in Medicare Part B

The system after MACRA:



The MIPS composite performance score will factor in performance in 4 

weighted categories:

Quality
Resource 

use

:2a
Clinical 

practice 

improvement 

activities

Use of 

certified EHR 

technology

*Quality measures will be 

published in an annual list

*clinicians will be able to choose
the measures on which they’ll 

be evaluated

MIPS 

Composite 

Performance 

Score

What will determine my MIPS score?
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The MIPS composite performance score will factor in performance in 4 

weighted categories:

MIPS 

Composite 

Performance 

Score

Quality
Resource 

use

:2a
Clinical 

practice 

improvement 

activities

Use of 

certified EHR 

technology

50% 10% 15%                   25%

45% 15% 15%                   25%

30% 30% 15%                   25%

% weights for quality 

and resource use are 

scheduled to adjust 

each year until 2021  

2019

2020

2021

What will determine my MIPS score?
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How much can MIPS adjust payments?

Based on a composite performance score, clinicians will receive +/- or 

neutral adjustments up to the percentages below.  

+/-
Maximum

Adjustments

Adjusted 

Medicare Part 

B payment to 

clinician

Merit-Based Incentive Payment System 

(MIPS)

+4%+5%
+7%+9%

2019  2020  2021  2022 onward

37

-4%
The potential 

maximum adjustment 

% will increase each 

year from 2019 to 

2022

-5%-7%
-9%



1

FIRST year of Medicare 

Part B participation

Certain participants in 

ELIGIBLE Alternative 

Payment Models

Below low patient 

volume threshold

Are there any exceptions to participation in MIPS?

There are 3 groups of clinicians who will NOT be subject to MIPS:

Note: MIPS does not apply to hospitals or facilities
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What is a Medicare Alternative Payment Model (APM)?

 CMS Innovation Center model 
(under section 1115A, other than a Health 

Care Innovation Award)

 MSSP (Medicare Shared Savings Program)

 Demonstration under the Health Care 

Quality Demonstration Program

 Demonstration required by federal law

As defined by 

MACRA, 

APMs 

include:

3

APMs are new approaches to paying for medical care through Medicare that 

incentivize quality and value.

9



“Eligible” APMs are the most advanced APMs. 

40

 Base payment on quality 

measures comparable to those 

in MIPS

 Require use of certified EHR 

technology

 Either (1) bear more than 

nominal  financial risk for

monetary losses OR (2)be a 

medical home model 

expanded under CMMI 

authority 

As defined by MACRA, eligible 

APMs must meet the 

following criteria:



TAKE-AWAY POINTS

1) MACRA changes the way Medicare pays clinicians and 

offers financial incentives for providing high value care.

2) Medicare Part B clinicians will participate in the MIPS

program, unless they are in their 1st year of Part B participation, 

meet criteria for participation in certain APMs, or have a low 

volume of patients. 

3) Payment adjustments and bonuses will begin in 2019.

4) A proposed rule is targeted for spring 2016, with the final 

rule targeted for fall 2016. 
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What should I do to prepare for MACRA?

• Look for future educational activities

• Look for a proposed rule in spring 2016 and 

provide comments on the proposals.

• Final rule targeted for early fall 2016

• Consider collaborating with one of the TCPI 

Practice Transformation Networks or Support 

and Alignment Networks.

42



Transforming Clinical Practice Initiative

Support more than 140,000 clinicians in their practice transformation work 

Improve health outcomes for millions of Medicare, Medicaid and CHIP 
beneficiaries and other patients 

Reduce unnecessary hospitalizations for 5 million patients 

Generate $1 to $4 billion in savings to the federal government and 
commercial payers

Sustain efficient care delivery by reducing unnecessary testing and  
procedures

Build the evidence base on practice transformation so that effective 
solutions can be scaled



Practice Transformation Networks (PTNs)
In Region 9

• Arizona Health-e Connection 

• Children's Hospital of Orange County 

• Local Initiative Health Authority of Los Angeles County 

• National Rural Accountable Care Consortium 

• Pacific Business Group on Health 

• VHA/UHC Alliance Newco, Inc. 



6 Key Benefits to Participating Clinicians

1. Optimize health outcomes for your patients

2. Promote connectedness of care for your patients

3. Learn from high performers how to effectively engage patients 
and families in care planning

4. More time spent caring for your patients

5. Stronger alignment with new and emerging federal policies

6. Opportunity to be a part of the national leadership in practice 
transformation efforts

http://www.healthcarecommunities.org/CommunityNews/TCPI.aspx

http://www.healthcarecommunities.org/CommunityNews/TCPI.aspx


Measure Alignment Efforts

• CMS Draft Quality Measure Development Plan
– Highlight known measurement gaps and develop strategy to address these 
– Promote harmonization and alignment across programs, care settings, and payers
– Assist in prioritizing development and refinement of measures
– Public Comment period closed March 1st, final report to be published in May

• Core Measures Sets released February 16th

– ACOs, Patient Centered Medical Homes (PCMH), and Primary Care
– Cardiology

https://www.cms.gov/Medicare/Quality-Initiatives-– Gastroenterology
Patient-Assessment-Instruments/QualityMeasures/Core-– HIV and Hepatitis C
Measures.html– Medical Oncology

– Obstetrics and Gynecology
– Orthopedics

• CMS is already using measures from the each of the core sets
• Commercial health plans are rolling out the core measures as part of their 

contract cycle

https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/QualityMeasures/Core-Measures.html


Health Care Payment Learning and Action Network CMS Innovation Center
http://innovationgov.force.com/hcplan https://innovation.cms.gov/

CMS Draft Quality Measures Development Plan     
https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/Value-
Based-Programs/MACRA-MIPS-and-APMs/Draft-CMS-Quality-Measure-Development-Plan-
MDP.pdf

MACRA: Medicare Access and CHIP Reauthorization Act of 2015
https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-
Instruments/Value-Based-Programs/MACRA-MIPS-and-APMs/MACRA-MIPS-and-
APMs.html

CMS Health Equity Plan
https://www.cms.gov/About-CMS/Agency-Information/OMH/OMH_Dwnld-
CMS_EquityPlanforMedicare_090615.pdf

Contact information for the Transforming Clinical Practice Initiative
http://www.healthcarecommunities.org/CommunityNews/TCPI.aspx
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Ashby Wolfe, MD, MPP, MPH

Chief Medical Officer, Region IX

Centers for Medicare and Medicaid Service

90 Seventh Street, Suite 5-300

San Francisco, CA 94103

(Ph) 415.744.3631

ashby.wolfe1@cms.hhs.gov
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	upon population
	-
	level 
	risk reduction





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



	ACC/AHA Pooled Cohort ASCVD Risk Estimator –Examples
	ACC/AHA Pooled Cohort ASCVD Risk Estimator –Examples
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	How Risk Calculators Enhance High Value Care
	How Risk Calculators Enhance High Value Care
	How Risk Calculators Enhance High Value Care
	Span
	:

	Joe 
	Joe 
	Smith is a 65 year old 
	African 
	American man who 
	smokes, has elevated cholesterol, and a borderline 
	elevated blood pressure. His 10
	-
	year risk is 31.1% percent 
	(high
	).

	Alan 
	Alan 
	Jones is a 66 year old white man with mildly elevated 
	blood pressure (e.g. SBP 135 mm Hg), but no other risk 
	factors, so his 10
	-
	year
	-
	risk is 11% (low). 

	Treating 
	Treating 
	Joe Smith’s blood pressure 
	(traditionally 
	valued 
	the same by current one
	-
	size
	-
	fits
	-
	all 
	measure) 
	has a much 
	larger impact on risk of ASCVD than treating Alan Jones’s 
	blood 
	pressure
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	Model Design Framework
	–5 year Model Test–Randomized Evaluation Design•Planned 360 control and 360 intervention practices, with built in 20 percent attrition anticipated•Roughly 150,000 Medicare FFS beneficiaries in each arm–Programmatic Elements•Risk Stratified Care •Population Health Management•Shared Decision Making •Individual Risk Modification Planning•Team-Based Care•Quality and Clinical Data Reporting
	–5 year Model Test–Randomized Evaluation Design•Planned 360 control and 360 intervention practices, with built in 20 percent attrition anticipated•Roughly 150,000 Medicare FFS beneficiaries in each arm–Programmatic Elements•Risk Stratified Care •Population Health Management•Shared Decision Making •Individual Risk Modification Planning•Team-Based Care•Quality and Clinical Data Reporting
	http
	http
	http
	http
	Span
	://innovation.cms.gov/initiatives/Million
	-
	Hearts
	-
	CVDRRM
	/
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	Textbox
	P
	Call for applications renewed!
	Registration 
	Span
	is now open until April 15, 2016 at 6:00 pm EDT. 
	Span
	Interested applicants must submit a non
	-
	binding letter of intent 
	(LOI) between April 4, 2016 and April 15, 2016
	Span
	6:00 pm EDT. 

	Letters 
	Letters 
	of intent will be used for CMS planning purposes only. 
	The letter is 
	not binding but must be submitted in order to 
	access the application.
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	What does it mean for you?THEMEDICARE ACCESS & CHIP REAUTHORIZATION ACT OF2015
	What does it mean for you?THEMEDICARE ACCESS & CHIP REAUTHORIZATION ACT OF2015
	What is “MACRA”?
	What is “MACRA”?
	What is “MACRA”?
	MACRA stands for the 
	Medicare Access and CHIP Reauthorization Act of 
	2015
	, 
	bipartisan legislation signed into law on April 16, 2015.


	What does it do?
	What does it do?
	What does it do?
	What does it do?
	What does it do?
	What does it do?
	•
	Repeals
	the 
	Sustainable Growth Rate (SGR) 
	Formula


	•
	•
	•
	Changes the way that Medicare pays clinicians 
	and 
	establishes a new framework to 
	reward clinicians for
	value 
	over 
	volume


	•
	•
	•
	Streamlines
	multiple quality reporting programs into 1 new 
	system (MIPS)


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






	Slide
	Medicare Reporting Prior to MACRA
	Medicare Reporting Prior to MACRA
	Medicare Reporting Prior to MACRA
	MACRA streamlines 
	these programs into 
	MIPS. 


	Physician Quality Reporting Program (PQRS)Value-Based Payment ModifierMedicare Electronic Health Records (EHR) Incentive ProgramMerit-Based Incentive Payment System (MIPS)

	Slide
	Medicare Fee ScheduleServices providedAdjustmentsFinal payment to clinicianMerit-Based Incentive Payment System (MIPS)34*Or special lump sum bonuses through participation in eligible Alternative Payment Models
	Medicare Fee ScheduleServices providedAdjustmentsFinal payment to clinicianMerit-Based Incentive Payment System (MIPS)34*Or special lump sum bonuses through participation in eligible Alternative Payment Models
	Medicare Fee ScheduleServices providedAdjustmentsFinal payment to clinicianMerit-Based Incentive Payment System (MIPS)34*Or special lump sum bonuses through participation in eligible Alternative Payment Models
	MACRA changes how Medicare pays clinicians who participate in Medicare Part B
	The system after 
	MACRA
	:



	The MIPS composite performance scorewill factor in performance in 4 weighted categories:
	The MIPS composite performance scorewill factor in performance in 4 weighted categories:
	QualityResource use:2aClinical practice improvement activitiesUse of certified EHR technology*Quality measures will be published in an annual list*clinicians will be able to choosethe measures on which they’ll be evaluatedMIPS Composite Performance Score
	What will determine my MIPS score?

	The MIPS composite performance score will factor in performance in 4 weighted categories:MIPS Composite Performance ScoreQualityResource use:2aClinical practice improvement activitiesUse of certified EHR technology50%10%15%                   25%45%15%15%                   25%30%30%15%                   25%% weights for quality and resource use are scheduled to adjust each year until 2021  201920202021
	The MIPS composite performance score will factor in performance in 4 weighted categories:MIPS Composite Performance ScoreQualityResource use:2aClinical practice improvement activitiesUse of certified EHR technology50%10%15%                   25%45%15%15%                   25%30%30%15%                   25%% weights for quality and resource use are scheduled to adjust each year until 2021  201920202021
	The MIPS composite performance score will factor in performance in 4 weighted categories:MIPS Composite Performance ScoreQualityResource use:2aClinical practice improvement activitiesUse of certified EHR technology50%10%15%                   25%45%15%15%                   25%30%30%15%                   25%% weights for quality and resource use are scheduled to adjust each year until 2021  201920202021


	What will determine my MIPS score?
	What will determine my MIPS score?
	How much can MIPS adjust payments?
	How much can MIPS adjust payments?
	How much can MIPS adjust payments?
	Based on a composite performance score, clinicians will receive 
	+/
	-
	or 
	neutral 
	adjustments 
	up to 
	Span
	the percentages below.  


	+/-MaximumAdjustmentsAdjusted Medicare Part B payment to clinicianMerit-Based Incentive Payment System (MIPS)+4%+5%+7%+9%2019  2020  2021  2022 onward37-4%The potential maximum adjustment % will increase each year from 2019 to 2022-5%-7%-9%
	+/-MaximumAdjustmentsAdjusted Medicare Part B payment to clinicianMerit-Based Incentive Payment System (MIPS)+4%+5%+7%+9%2019  2020  2021  2022 onward37-4%The potential maximum adjustment % will increase each year from 2019 to 2022-5%-7%-9%
	+/-MaximumAdjustmentsAdjusted Medicare Part B payment to clinicianMerit-Based Incentive Payment System (MIPS)+4%+5%+7%+9%2019  2020  2021  2022 onward37-4%The potential maximum adjustment % will increase each year from 2019 to 2022-5%-7%-9%
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	1FIRST year of Medicare Part B participationCertain participants in ELIGIBLEAlternative Payment ModelsBelow low patient volume threshold
	1FIRST year of Medicare Part B participationCertain participants in ELIGIBLEAlternative Payment ModelsBelow low patient volume threshold
	1FIRST year of Medicare Part B participationCertain participants in ELIGIBLEAlternative Payment ModelsBelow low patient volume threshold
	Are there any exceptions to participation in MIPS?
	There are 
	3 groups 
	of clinicians who will NOT be subject to MIPS:


	Note: MIPS 
	Note: MIPS 
	Note: MIPS 
	does not 
	apply to hospitals or facilities



	Slide
	What is a Medicare Alternative Payment Model (APM)?
	What is a Medicare Alternative Payment Model (APM)?
	What is a Medicare Alternative Payment Model (APM)?
	CMS Innovation Center model (under section 1115A, other than a Health Care Innovation Award)MSSP(Medicare Shared Savings Program)Demonstrationunder the Health Care Quality Demonstration ProgramDemonstrationrequired by federal lawAs defined by MACRA, APMs include:
	APMs are 
	new approaches to paying 
	for medical care through Medicare that 
	incentivize quality and value.



	Slide
	Figure
	“Eligible” APMs are the most advanced APMs. 
	Base payment on quality measures comparable to those in MIPSRequire use of certified EHR technologyEither (1) bear more than nominal  financial risk formonetary losses OR (2)be a medical home model expanded under CMMI authority As defined by MACRA, eligible APMs must meet the following criteria:


	TAKE-AWAY POINTS1) MACRA changes the way Medicare pays clinicians and offers financial incentivesfor providing high valuecare.2) Medicare Part B clinicians will participate in the MIPSprogram, unless they are in their 1styear of Part B participation, meet criteria for participation in certain APMs,or have a low volume of patients. 3)Payment adjustments and bonuses will begin in 2019.4)A proposed rule is targeted for spring 2016, with the final rule targeted for fall 2016. 
	TAKE-AWAY POINTS1) MACRA changes the way Medicare pays clinicians and offers financial incentivesfor providing high valuecare.2) Medicare Part B clinicians will participate in the MIPSprogram, unless they are in their 1styear of Part B participation, meet criteria for participation in certain APMs,or have a low volume of patients. 3)Payment adjustments and bonuses will begin in 2019.4)A proposed rule is targeted for spring 2016, with the final rule targeted for fall 2016. 

	What should I do to prepare for MACRA?
	What should I do to prepare for MACRA?
	•Look for future educational activities•Look for a proposed rule in spring 2016 and provide comments on the proposals.•Final rule targeted for early fall 2016•Consider collaborating with one of the TCPI Practice Transformation Networks or Support and Alignment Networks.
	Diagram
	Figure
	Transforming Clinical Practice InitiativeSupport more than 140,000 clinicians in their practice transformation work Improve health outcomes for millions of Medicare, Medicaid and CHIP beneficiaries and other patients Reduce unnecessary hospitalizations for 5 million patients Generate $1 to $4 billion in savings to the federal government and commercial payersSustain efficient care delivery by reducing unnecessary testing and  proceduresBuild the evidence base on practice transformation so that effective solu



	Practice Transformation Networks (PTNs)In Region 9
	Practice Transformation Networks (PTNs)In Region 9
	•Arizona Health-e Connection •Children's Hospital of Orange County •Local Initiative Health Authority of Los Angeles County •National Rural Accountable Care Consortium •Pacific Business Group on Health •VHA/UHC Alliance Newco, Inc. 
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	6 Key Benefits to Participating Clinicians

	1.Optimize health outcomes for your patients2.Promote connectedness of care for your patients3.Learn from high performers how to effectively engage patients and families in care planning4.More time spent caring for your patients5.Stronger alignment with new and emerging federal policies6.Opportunity to be a part of the national leadership in practice transformation effortshttp://www.healthcarecommunities.org/CommunityNews/TCPI.aspx
	1.Optimize health outcomes for your patients2.Promote connectedness of care for your patients3.Learn from high performers how to effectively engage patients and families in care planning4.More time spent caring for your patients5.Stronger alignment with new and emerging federal policies6.Opportunity to be a part of the national leadership in practice transformation effortshttp://www.healthcarecommunities.org/CommunityNews/TCPI.aspx
	Measure Alignment Efforts
	Measure Alignment Efforts
	Measure Alignment Efforts
	Measure Alignment Efforts
	•CMS Draft Quality Measure Development Plan–Highlight known measurement gaps and develop strategy to address these –Promote harmonization and alignment across programs, care settings, and payers–Assist in prioritizing development and refinement of measures–Public Comment period closed March 1st, final report to be published in May•Core Measures Sets released February 16th–ACOs, Patient Centered Medical Homes (PCMH), and Primary Care–Cardiologyhttps://www.cms.gov/Medicare/Quality-Initiatives-–Gastroenterolog
	Span
	Span
	Span
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