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Overview

The Centers for Medicare & Medicaid Services (CMS) released a final rule with comment period
in the, Nov. 16, 2015, Federal Register that will revise payment polices under the Medicare
Physician Fee Schedule (PFS) and make other policy changes related to Medicare Part B
payment. These final changes will be applicable to services furnished in calendar year 2016
(CY16). The final rule also includes updates associated with PFS payments, including the
Physician Quality Reporting System (PQRS), the Physician Value-Based Payment Modifier
(VM) and Physician Feedback Reporting Program, updates to the Physician Compare website,
and the Electronic Health Record (EHR) Incentive Program. Also included in the rule is the
potential expansion of the Comprehensive Primary Care Initiative (CPC).

Changes in Relative Value Unit (RVU) Impacts
Federal Register, pages 71357-71360

Final Update Summary: CMS estimates the CY16 PFS conversion factor (CF) to be $35.83,
which reflects the budget neutrality adjustment, the 0.5 percent update adjustment factor
specified under The Medicare Access and CHIP Reauthorization Act (MACRA), and the 0.77
percent target recapture amount required under Section 1848(c)(2)(O)(iv) of the Social Security
Act (The Act). The table following table shows the calculation of the CY16 CF.

TABLE 60—CALCULATION OF THE CY 2016 PFS CONVERSION FACTOR

Conversion factor in effect in CY 2015 35.9335
Update Facor .......cccoiieiiiiiiiciecnccceeecncisvesescesseecvsseesiaennenenee | 0.5 percent (1.005).
CY 2016 RVU Budget Neutrality Adjustment ...................cc..cccc... | —0.02 percent (0.9998).
CY 2016 Target Recapture AMOUNT ........cccccceveeinreecriesssinsseeneen. | — 0.77 percent (0.9923).
CY 2016 Conversion Factor ... 35.8279
Anesthesia CF

CMS estimates the CY16 anesthesia CF to be $22.33, which reflects the same adjustments, with
the addition of anesthesia-specific practice expense (PE) and Malpractice (MP) adjustments. The
following table shows the calculation of the CY16 CF.

TABLE 61—CALCULATION OF THE CY 2016 ANESTHESIA CONVERSION FACTOR

CY 2015 National Average Anesthesia Conversion Factor 22.6093
CY 2016 RVU Budget Neutrality Adjustment ................cccceecoo.. | —0.02 percent (0.9998).
CY 2016 Anesthesia Fee Schedule Practice Expense and Mal- | —0.445 percent (0.99555).
practice Adjustment.
CY 2016 Target Recapture Amount ..........cccoceciieiceicnccvceneee. | —0.79 percent (0.9923).
CY 2016 Conversion FActor ... 22.3309

Resource-Based Practice Expense (PE) RVUs
Federal Register, pages 7090-70938

Final Update Summary: The final direct PE inputs for CY16 are displayed in the final CY16
direct PE input database, which is available on the CMS website under the downloads for the
CY16 final rule at www.cms.gov/physicianfeesched/. The inputs displayed there have also been
used in developing the CY16 PE RVUs as displayed in Addendum B of the final rule.



http://www.cms.gov/physicianfeesched/

Under the final rule, CMS will implement a Protecting Access to Medicare Act of 2014
requirement that, for services that are not new or revised codes, applicable adjustments in work
practice expense and malpractice RVUs must be phased in over a two-year period if the total
RVUs for a service for a year would otherwise be decreased by an estimated 20 percent or more
as compared to the total RVVUs for the previous year. Although the Protecting Access to
Medicare Act of 2014 required the phase-in of RVU reductions of 20 percent or more to begin
for 2017, the Achieving a Better Life Experience Act now requires the phase-in to begin in
CY16. CMS will identify significant reductions in RVUs based on a comparison of RVUs before
application of budget neutrality adjustment. CMS will phase in 19 percent of the reduction in
value in the first year and the remainder of the reduction in the second year, as proposed.

Applying the adjustments to the PE RV Us for all individual codes in order to effect the
appropriate phase-in amount is the most straightforward and fair approach to implementing the
two-year phase-in of significant reductions of total RVUs. Therefore, CMS finalized this aspect
of the phase-in methodology as proposed. The list of codes subject to the phase-in and the
associated RVUs that result from this methodology are available on the CMS website under
downloads for the CY16 PFS final rule with comment period at:
https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/PhysicianFeeSched/PFS-
Federal-Regulation-Notices.html

Telehealth Services
Federal Register, pages 71060-71064

Final Update Summary: CMS received several requests in CY14 to add various services as
Medicare telehealth services effective for CY16. CMS will add the following services to the
telehealth list on a category 1 basis for CY16:

e CPT code 99356 — prolonged service in the inpatient or observation setting, requiring
unit/floor time beyond the usual service; first hour (list separately in addition to code for
inpatient evaluation and management (E/M) service)

e CPT code 99357 — prolonged service in the inpatient or observation setting, requiring
unit/floor time beyond the usual service; each additional 30 minutes (list separately in
addition to code for prolonged service

e CPT codes 90963 — end-stage renal disease- (ESRD) related services for home dialysis
per full month, for patients younger than 2 years of age to include monitoring for the
adequacy of nutrition, assessment of growth and development, and counseling of parents

e CPT code 90964 — ESRD-related services for home dialysis per full month, for patients
2-11 years of age to include monitoring for the adequacy of nutrition, assessment of
growth and development, and counseling of parents

e CPT code 90965 — ESRD-related services for home dialysis per full month, for patients
12-19 years of age to include monitoring for the adequacy of nutrition, assessment of
growth and development, and counseling of parents

e CPT code 90966 — ESRD-related services for home dialysis per full month, for patients
20 years of age and older

CMS believes that these services are sufficiently similar to psychiatric diagnostic procedures or
office/outpatient visits currently on the telehealth list to qualify on a category 1 basis. The
prolonged service codes can only be billed in conjunction with hospital inpatient and skilled
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nursing facility (SNF) E/M codes, and, of these, only subsequent hospital and subsequent nursing
facility visit codes are on the list of Medicare telehealth services. Therefore, CPT codes 99356
and 99357 would only be reportable with codes for which limits of one subsequent hospital visit
every three days via telehealth, and one subsequent nursing facility visit every 30 days, would
continue to apply. Although CPT codes 90963, 90964, 90965, and 90966 pertain to services for
home-based dialysis, and a patient’s home is not an authorized originating site for telehealth,
CMS recognizes that many components of these services could be furnished from an authorized
originating site and, therefore, can be furnished via telehealth.

CMS will also add certified registered nurse anesthetists (CRNAS) as practitioners who may
provide telehealth services. CRNAs were originally omitted because CMS did not believe they
would furnish any of the approved telehealth services. However, CRNAS in some states are
licensed to furnish certain services on the telehealth list, including E/M services.

Section 1834(m)(2)(B) of the Act establishes the Medicare telehealth originating site facility fee
for telehealth services furnished from Oct. 1, 2001, through Dec. 31, 2002, at $20. For telehealth
services furnished on or after Jan. 1 of each subsequent calendar year, the telehealth originating
site facility fee is increased by the percentage increase in the Medicare economic index (MEI) as
defined in section 1842(i)(3) of the Act. The MEI increase for 2016 is 1.1 percent. Therefore, for
CY16, the payment amount for HCPCS code Q3014 (telehealth originating site facility fee) is 80
percent of the lesser of the actual charge or $25.10. The Medicare telehealth originating site
facility fee and the MEI increase by the applicable time period is shown in Table 22 of the final
rule.

Incident to Proposals: Billing Physician as the Supervising Physician and

Ancillary Personnel Requirements
Federal Register, pages 71065-71068

Final Update Summary: CMS will revise the requirements for which physicians or other
practitioners can bill for incident-to services. Specifically, CMS will amend the regulation to
state that the physician or other practitioner who bills for incident-to services must also be the
physician or other practitioner who directly supervises the auxiliary personnel who provide the
incident-to services. CMS is not finalizing its proposal to delete the final sentence from
8410.26(b)(5) specifying that the physician (or other practitioner) supervising the auxiliary
personnel need not be the same physician (or other practitioner) upon whose professional service
the incident-to service is based. Instead, it will revise this sentence to reflect its policy that the
physician (or other practitioner) supervising the auxiliary personnel need not be the same
physician (or other practitioner) treating the patient more broadly. In addition to this revised
sentence, it will add clarifying regulation text specifying that only the physician or other
practitioner under whose supervision the incident-to service(s) are being provided is permitted to
bill the Medicare program for the incident-to services. CMS is also finalizing the proposed
change to the regulation with a clarifying modification. Specifically, it is amending the definition
of the term, “*auxiliary personnel’” at 8410.26(a)(1) that are permitted to provide “‘incident-to’’
services to exclude individuals who have been excluded from the Medicare program or have had
their Medicare enrollment revoked. This revision is an additional safeguard to ensure that
excluded or revoked individuals are not providing incident-to services and supplies under the
direct supervision of a physician or other authorized supervising practitioner.



Chronic Care Management (CCM) Services for Rural Health Clinics (RHCs)

and Federally Qualified Health Centers (FQHCs)
Federal Register, pages 71080-71088

Final Update Summary

RHC and FQHC Payment Methodologies

A rural health clinic (RHC) or federally qualified health center (FQHC) visit must be a face-to-
face encounter between the patient and a RHC or FQHC practitioner, during which time one or
more services are furnished. RHCs are paid an all-inclusive rate (AIR) for medically-necessary
medical and mental health services, and qualified preventive health services furnished on the
same day (with some exceptions). On Oct. 1, 2014, FQHCs transitioned to a FQHC prospective
payment system (PPS) system in which they are paid based on the lesser of a national encounter-
based rate or their total adjusted charges. The FQHC PPS rate is adjusted for geographic
differences in the cost of services by the FQHC geographic adjustment factor. It is also increased
by 34 percent when a FQHC furnishes care to a patient that is new to the FQHC or to a
beneficiary receiving an initial preventive physical examination or an annual wellness visit. Both
the AIR and FQHC PPS payment rates were designed to reflect all the services that a RHC or
FQHC furnishes in a single day, regardless of the length or complexity of the visit or the number
or type of practitioners seen.

Payment for Chronic Care Management (CCM) Services

The final rule will provide an additional payment for the costs of CCM services that are not
already captured in the RHC AIR or the FQHC PPS payment, beginning on Jan. 1, 2016.
Services that are currently being furnished and paid under the RHC AIR or FQHC PPS payment
methodology will not be affected by the ability of the RHC or FQHC to receive payment for
additional services that are not included in the RHC AIR or FQHC PPS. RHCs and FQHCs
cannot bill under the PFS for these services and individual practitioners working at RHCs and
FQHCs cannot bill under the PFS for these services while working at the RHC or FQHC. While
many RHCs and FQHCs coordinate services within their own facilities, and may sometimes help
to coordinate services outside of their facilities, the type of structured care management services
that are now payable under the PFS for patients with multiple chronic conditions, particularly for
those who are transitioning from a hospital or SNF back into their communities, are generally not
included in the RHC or FQHC payment.

Payment Methodology and Billing Requirements

The requirements CMS proposed for RHCs and FQHCs to receive payment for CCM services
are consistent with those finalized in the CY 15 PFS final rule with comment period for
practitioners billing under the PFS and are summarized in Table 24 of the final rule (Appendix 1
of this document). Under the final rule, CMS will establish payment, beginning on Jan. 1, 2016,
for RHCs and FQHCs who furnish a minimum of 20 minutes of qualifying CCM services during
a calendar month to patients with multiple (two or more) chronic conditions that are expected to
last at least 12 months or until death of the patient, and that place the patient at significant risk of
death, acute exacerbation/decompensation, or functional decline. The CPT code descriptor sets
forth the eligibility guidelines for CCM services and will serve as the basis for potential medical
review. An RHC or FQHC will be able to bill for CCM services furnished by, or incident to, a
RHC or FQHC physician, nurse practitioner (NP), physician assistant (PA), or certified nurse
midwife (CNM) for an RHC or FQHC patient once per month, and only one CCM payment per
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beneficiary per month can be paid. If another practice furnishes CCM services to a beneficiary,
the RHC or FQHC cannot bill for CCM services for the same beneficiary for the same service
period. Transitional care management and any other program that provides additional payment
for care management services (outside of the RHC AIR or FQHC PPS payment) cannot be billed
during the same service period. Payment for CCM services will be based on the PFS national
average non-facility payment rate when CPT code 99490 is billed alone, or with other payable
services on an RHC or FQHC claim. CCM payment to RHCs and FQHCs will be based on the
PFS amount, but will be paid as part of the RHC and FQHC benefit, using the CPT code to
identify that the requirements for payment are met and a separate payment should be made. CMS
will waive the RHC and FQHC face-to-face requirements when CCM services are furnished to
an RHC or FQHC patient. Coinsurance will be applied as applicable to FQHC claims, and
coinsurance and deductibles will apply as applicable to RHC claims. RHCs and FQHCs will
continue to be required to meet the RHC and FQHC conditions of participation and any
additional RHC or FQHC payment requirements.

Requirements for CCM Payment in RHCs and FQHCs

RHCs and FQHCs are encouraged to focus on patients with high acuity and high risk when
furnishing CCM services to eligible patients, including those who are returning to a community
setting following discharge from a hospital or SNF. Consistent with beneficiary notification and
consent requirements under the PFS, CMS finalized the following requirements that must be met
before the RHC or FQHC can furnish or bill for CCM services:

e The eligible beneficiary must be informed about the availability of CCM services from
the RHC or FQHC and provide his or her written agreement to have the services
provided;

e The RHC or FQHC must document in the patient’s medical record that all of the CCM
services were explained and offered to the patient, and note the patient’s decision to
accept these services;

e At the time the agreement is obtained, the eligible beneficiary must be informed that the
agreement for CCM services could be revoked by him or her at any time either verbally
or in writing, and the practitioner must explain the effect of a revocation of the agreement
for CCM services; and

e The RHC or FQHC must provide a written or electronic copy of the care plan to the
beneficiary and record this in the beneficiary’s electronic medical record.

Scope of CCM Services in RHCs and FQHCs
All of the following scope-of-service requirements must be met to bill for CCM services:

e Initiation of CCM services during a comprehensive E/M, annual wellness visit, or initial
preventive physical examination visit;

e Continuity of care with a designated RHC or FQHC practitioner with whom the patient
is able to get successive routine appointments;

e Care management for chronic conditions;

e A patient-centered plan of care document created by the RHC or FQHC practitioner
furnishing CCM services in consultation with the patient, caregiver, and other key
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practitioners treating the patient to assure that care is provided in a way that is congruent
with patient choices and values;

e Creation of an electronic care plan that would be available 24 hours a day and seven days
a week to all practitioners and providers within the FQHC or RHC who are furnishing
CCM services whose time counts toward the time requirement for billing the CCM code;

e Management of care transitions within health care, including referrals to other clinicians,
visits following a patient visit to an emergency department, and visits following
discharges from hospitals and SNFs;

e Coordination with home- and community-based clinical service providers required to
support a patient’s psychosocial needs and functional deficits; and

e Secure messaging, Internet, or other asynchronous non-face-to-face consultation methods
for a patient and caregiver to communicate with the provider regarding the patient’s care,
in addition to the use of the telephone.

Electronic Health Records (EHR) Requirements

CMS believes that the use of EHR technology that allows data sharing is necessary to assure that
RHCs and FQHCs can effectively coordinate services with other practitioners for patients with
multiple chronic conditions. Therefore, under the final rule, certified health information
technology must be used for the recording of demographic information, clinical history,
medications, and other scope of service requirements that reference a health or medical record.
Also, RHCs and FQHCs must use technology certified to the edition(s) of certification criteria
that is, at a minimum, acceptable for the EHR Incentive Programs as of Dec.31 of the year
preceding each CCM payment year to meet certain core technology capabilities. Also, applicable
HIPAA standards would apply to electronic sharing of patient information. CMS finalizes the
provisions pertaining to CCM Services for RHCs and FQHCs, as proposed, except to change
*“30-day period’’ to ““calendar month’” wherever it was used in the proposed rule. CMS made
this change because under the Medicare PFS and the definition of CPT code 99490, CCM
services are based on a calendar month, not a 30-day period.

Physician Quality Reporting System (PQRS)
Federal Register, pages 71135-71260

Final Update Summary: This section contains the final requirements for the PQRS. These
requirements primarily focus on CMS’s proposals related to the 2018 PQRS payment
adjustment, which will be based on an eligible professionals (EP’s) or a group practice’s
reporting of quality measures data during the 12-month calendar year reporting period occurring
in 2016 (that is, Jan. 1 through Dec. 31, 2016). The proposals related to the 2018 PQRS payment
adjustment were similar to the requirements CMS previously established for the 2017 PQRS
payment adjustment. CMS notes that it received comments in previous years, as well as during
the comment period for the proposed rule, requesting that it not make any major changes to the
requirements for PQRS, and it believes that the final requirements address these commenters’
desire for stable requirements.

CMS focused on aligning its requirements, to the extent appropriate and feasible, with other
quality reporting programs, such as the Medicare EHR Incentive Program for Eligible
Professionals, the VM, and the Medicare Shared Savings Program (MSSP). Additionally, CMS
is beginning to emphasize the reporting of certain types of measures, such as outcome measures,
as well as measures within certain National Quality Strategy (NQS) domains. CMS will not

7



finalize its proposal to require the reporting of the Consumer Assessment of Healthcare
Providers and Systems (CAHPS) for the PQRS survey for groups of 25-99 EPs who register to
participate in the PQRS group practice reporting option (GPRO) and select the GPRO web
interface as the reporting mechanism. CMS is, however, finalizing this proposal with respect to
group practices of 100 or more EPs. Thus, it requires that, for the reporting periods occurring in
2016, all group practices of 100 or more EPs that register to participate in the GPRO select a
CMS-certified survey vendor to report CAHPS for PQRS, regardless of the reporting mechanism
the group practice uses. CMS notes that for reporting periods occurring in 2015, it currently
requires all group practices of 100 or more EPs that register to participate in the GPRO select a
CMS-certified survey vendor to report CAHPS for PQRS, regardless of the reporting mechanism
the group practice uses.

In addition, it will continue to require the reporting of at least one applicable cross-cutting
measure if an EP sees at least one Medicare patient in a face-to-face encounter and reports the
PQRS quality measures via claims. Also, if the EP reports via qualified registry for the 12-
month 2018 PQRS payment adjustment reporting period, an EP must report at least nine
measures, covering at least three of the NQS domains, and report each measure for at least 50
percent of the EP’s Medicare Part B FFS patients seen during the reporting period to which the
measure applies. Of the measures reported, if the EP sees at least one Medicare patient in a face-
to-face encounter, it must report on at least one measure contained in the proposed cross-cutting
measure set. For a group practice of two or more eligible professionals, for the 12-month 2018
PQRS payment adjustment reporting period, it must report at least 9 measures, covering at least
three of the NQS domains. Of these measures, if it sees at least one Medicare patient in a face-to-
face encounter, it would report on at least one measure in the cross-cutting measure set.
Furthermore, when reporting measures via a qualified clinical data registry (QCDR), CMS
emphasizes the reporting of outcome measures, as well as resource use, patient experience of
care, efficiency/appropriate use, or patient safety measures.

The PQRS includes the following reporting mechanisms: claims; qualified registry; EHR
(including direct EHR products and EHR data submission vendor products); the GPRO web
interface; certified survey vendors for CAHPS for PQRS survey measures; and the QCDR. The
rule finalizes changes to the QCDR and qualified registry reporting mechanisms. No changes
will be made to the other PQRS reporting mechanisms.

Changes to the Requirements for the QCDR

CMS clarifies issues related to QCDR self-nomination, as well as finalizes a change related to
the requirements for an entity to become a QCDR. CMS will open the QCDR self-nomination
period on Dec. 1 of the prior year. This will provide entities with an additional month to self-
nominate. CMS notes, however, that the deadline for an entity becoming a QCDR to submit a
self-nomination statement is still 5 p.m., Eastern Standard Time, on Jan. 31 of the year in which
the clinical data registry seeks to be qualified. In the CY14 PFS final rule, CMS established the
requirement that, for an entity to become qualified for a given year, it must be in existence as of
Jan. 1 the year prior to the year for which it seeks to become a QCDR (for example, Jan. 1, 2013,
to be eligible to participate for purposes of data collected in 2014). CMS received feedback from
entities that this requirement is overly burdensome. To address these concerns while still
ensuring that an entity seeking to become a QCDR is well established, beginning in 2016, for an
entity to become qualified for a given year, the entity must be in existence as of Jan. 1 the year




for which the entity seeks to become a QCDR (for example, Jan. 1, 2016, to be eligible to
participate for purposes of data collected in 2016).

Further, in lieu of submitting an attestation statement via email, beginning in 2016, CMS will
allow QCDRs to attest during the data submission period using a web-based check box
mechanism. CMS believes it is less burdensome for QCDRs to check a box acknowledging and
attesting to the accuracy of the data they provide, rather than having to email a statement to
CMS. As such, QCDRs will no longer be able to submit this attestation statement via email.

Also, instead of giving an entity wishing to become a QCDR until March 31 of the year in which
it seeks to become a QCDR to submit measure information that it intends to report for the year,
CMS will require that all other documents that are necessary to analyze the vendor for
qualification be provided at the time of self-nomination, that is, by no later than Jan. 31 of the
year in which it intends to participate in the PQRS as a QCDR (that is, Jan. 31, 2016, to
participate as a QCDR for the reporting periods occurring in 2016), as proposed. This will give
CMS time to vet and analyze these vendors to determine whether they are fully ready to be
qualified to participate. Beginning in 2016, A QCDR must also provide specific information to
CMS at the time of self-nomination in order to meet data validation requirements. CMS believes
that it is important to implement these requirements in order for it to ensure the accuracy of the
data collected by vendors. Therefore, a vendor will need to collect all necessary information by
June 30, 2016.

The MACRA authorizes CMS to create an option for EPs participating in the GPRO to report
quality measures via a QCDR. As such, in addition to being able to submit quality measures data
for individual EPs, CMS finalized that QCDRs will also have the ability to submit quality
measures data for group practices.

Criteria for Satisfactory Reporting for Individual EPs for the 2018 PQRS Payment Adjustment
The ACA provides that for covered professional services furnished by an EP during 2015 or any
subsequent year, if the EP does not satisfactorily report data on quality measures for covered
professional services for the quality reporting period for the year, the fee schedule amount for
services furnished by the EP during the year (including the fee schedule amount for purposes of
determining a payment based on such amount) shall be equal to the applicable percent of the fee
schedule amount that would otherwise apply to such services. For 2016 and subsequent years,
the applicable percent is 98 percent.

Tables 27 and 28 of the final rule (Appendix 2 of this document), reflects CMS’s final criteria for
satisfactory reporting or satisfactory participation in a QCDR for the 2018 PQRS payment
adjustment.

Cross-Cutting Measures for 2016 Reporting and Beyond

In the CY15 PFS final rule with comment period, CMS finalized a set of 19 cross-cutting
measures for reporting in the PQRS for 2015 and beyond. CMS proposed that four new measures
be added to the current PQRS crosscutting measure set. These measures, finalized as proposed,
include:

e Preventive Care and Screening: Unhealthy Alcohol Use
e Breast Cancer Screening
e Falls: Risk Assessment



e Falls: Plan of Care

A summary of the comments CMS received on these measures, its responses, as well as final
decisions can be found in Table 29 of the final rule (Appendix 3 of this document). As such, for
2016, there will be a total of 23 crosscutting measures in PQRS. CMS notes that Table 30
(Appendix 4 of this document) contains additional measures that it proposed to include in the
PQRS measure set for CY16 and beyond. CMS also indicates the PQRS reporting mechanism or
mechanisms through which each measure could be submitted, as well as the Measure
Applications Partnership (MAP) recommendations.

PQRS Measures Groups
CMS will add the following three new measures groups that will be available for reporting in the
PQRS beginning in 2016.

e Multiple Chronic Conditions Measures Group: The addition of this measures group will
specifically identify those providers that address the exponential complexity of treating
the combination of these conditions rather than a sum of the individual conditions.

e Cardiovascular Prevention Measures Group (Million Hearts): This measures group was
removed for 2015 PQRS reporting due to clinical guideline changes that affected many of
the measures. Given the efficacy of cardiovascular prevention on cardiovascular health,
this measures group is being reconsidered with an adjustment to align with current
clinical guidelines. This measures group is also fully supported by the Million Hearts
Initiative.

e Diabetic Retinopathy Measures Group: An increase in the frequency of Type 2 diabetes
in the pediatric age group is associated with increased childhood obesity. The
implications are significantly increased burdens of disability and complications
associated with diabetes, including diabetic retinopathy. The addition of this measures
group will help to address this significant public health problem by allowing for the
comprehensive evaluation of provider performance and patient outcomes related to this
disease.

In Tables 34, 35, and 36 of the final rule, CMS provides the PQRS measure numbers for these
measures.

Medicare Shared Savings Program
Federal Register, pages 71263-71273

Final Update Summary: CMS identified a few policies related to the quality measures and
quality performance standard that it finalized in the rule. Specifically, it will add a new quality
measure to be reported through the CMS web interface and adopt a policy for addressing quality
measures that no longer align with updated clinical guidelines or where the application of the
measure may result in patient harm. In the CY15 PFS final rule with comment period, CMS
finalized an updated measure set of 33 measures.
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Changes to the Quality Measures Used in Establishing Quality Performance Standards that
ACOs Must Meet to be Eligible for Shared Savings

Since the November 2011 Shared Savings Program final rule, CMS has continued to review the
quality measures used for the Shared Savings Program to ensure that they are up to date with
current clinical practice and are aligned with the GPRO web interface reporting for PQRS. Based
on these reviews, in the CY15 PFS final rule with comment period, CMS retired several
measures that no longer aligned with updated clinical guidelines regarding cholesterol targets. As
a result of retiring measures that did not align with updated clinical practice, it identified a gap in
the Shared Savings Program measure set for measures that address treatment for patients at high
risk of cardiovascular disease due to high cholesterol. CMS also identified a number of measure
additions, deletions, and other revisions that it believes would be appropriate for the Shared
Savings Program.

New Measures
CMS will add the following new measure to the Preventive Health domain of the Shared Savings
Program, which will increase its current total number of measures from 33 to 34.

e Statin Therapy for the Prevention and Treatment of Cardiovascular Disease

This measure was developed by CMS in collaboration with other federal agencies and the
Million Hearts Initiative and is intended to support the prevention and treatment of
cardiovascular disease by measuring the use of statin therapies, according to the updated clinical
guidelines for patients with high cholesterol. The measure reports the percentage of beneficiaries
who were prescribed or were already on statin medication therapy during the measurement year
and who fall into any of the following three categories:

e High-risk adult patients aged greater than or equal to 21 years who were previously
diagnosed with or currently have an active diagnosis of clinical atherosclerotic
cardiovascular disease;

e Adult patients aged greater than or equal to 21 years with any fasting or direct Low-
Density Lipoprotein Cholesterol (LDL-C) level that is greater than or equal to 190
mg/dL; or

e Patients aged 40 to 75 years with a diagnosis of diabetes with a fasting or direct LDL-C
level of 70 to 189 mg/dL who were prescribed or were already on statin medication
therapy during the measurement year.

The measure contains multiple denominators to align with the updated clinical guidelines for
cholesterol targets and would replace the low-density lipid control measures previously retired
from the measure set.

As is its standard practice, CMS intends to make specifications for this measure available prior to
the performance year in which it is applicable. CMS anticipates the final specifications for the
Statin Therapy measure will be made public prior to the 2016 performance year. CMS tested the
measure to assess the technical feasibility of the measure, as well as the extent to which measure
scores are valid and reliable. This measure also reflects CMS’s effort to adhere to current clinical
guidelines. The statin therapy measure will be a single three-part measure scored as two points
with an oversample of 750 beneficiaries. CMS is increasing the oversample from 616 to 750
beneficiaries for this measure, but the consecutive reporting requirement for measures reported
through the CMS web interface will remain at 248 beneficiaries. The oversample size for this
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measure is to account for reporting on the multiple denominators and to ensure a sufficient
number of beneficiaries meet the measure denominators for reporting.

Although CMS proposed transitioning the measure to pay for performance in the third year of
the agreement period, it is finalizing the measure as pay-for reporting for all reporting years,
because a majority of commenters supported finalizing the measure as pay-for reporting only and
because American College of Cardiology (ACC) and other experts are continuing to discuss non-
statin therapy and reducing atherosclerotic cardiovascular disease risk. By finalizing the measure
as pay-for reporting in all agreement years CMS hopes to provide ACOs, ACO participants, and
ACO providers/suppliers with an opportunity to gain experience and become familiar with the
ACC/AHA clinical guidance and multiple denominators of the measure. However, it agrees with
commenters that stated support for measures of statin therapy and the importance of moving to
pay for performance. CMS therefore intends to revisit this measure in future rulemaking to
propose a timeline for phasing in pay for performance. As a result of adding this measure, the
total points possible in the Preventive Health domain will increase from 16 points to 18 points,
and the total measures in the Shared Savings Program measure set reported by ACOs will
increase from 33 measures to 34 measures.

Data collection for the new measure will occur through the CMS web interface. Table 45
(Appendix 5 of this document) lists the measures for use in establishing quality performance
standards that ACOs must meet for shared savings.

As a result of this measure addition, each of the four domains will include the following number
of quality measures:

Patient/Caregiver Experience of Care - 8 measures

Care Coordination/Patient Safety - 10 measures

Preventive Health - 9 measures

At Risk Population - 7 measures (including 6 individual measures and a two-component
diabetes composite measure)

Table 44 of the final rule (Appendix 6 of this document) provides a summary of the number of
measures by domain and the total points and domain weights that will be used for scoring
purposes with the additional measure in the At-Risk Population domain. The total possible points
for the Preventive Health domain will increase from 16 points to 18 points.

Policy for Measures No Longer Aligning With Clinical Guidelines, High Quality Care or
QOutdated Measure May Cause Patient Harm

There have been circumstances where changes in clinical guidelines result in quality measures
within the Shared Savings Program quality measure set no longer aligning with best clinical
practice. In the CY15 PFS final rule with comment period, CMS retired measures that were no
longer consistent with updated clinical guidelines for cholesterol targets, but was unable to
finalize retirement of the measures for the 2014 reporting year due to the timing of the guideline
updates and rulemaking cycle. Given the frequency of changes that occur in scientific evidence
and clinical practice, CMS will adopt a general policy under which it will maintain measures as
pay-for reporting or revert pay-for-performance measures to pay-for-reporting measures, if the
measure owner determines the measure no longer meets best clinical practices due to clinical
guideline updates or when clinical evidence suggests that continued measure compliance and
collection of the data may result in harm to patients. CMS believes that maintaining or reverting
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a measure to pay-for reporting will ensure ACOs will not be scored on their performance on the
measure while CMS and the measure steward assess the measure specifications. CMS may
propose to retire such a measure in the next rulemaking cycle, which will offer the public an
opportunity to comment, and will put ACOs on sufficient notice about the retirement of the
measure. CMS appreciated the comments it received suggesting immediate suspension, will
explore this option further, and may consider proposing such an approach in the future. This
change will also give the agency the flexibility to respond more quickly to clinical guideline
updates that affect measures without waiting until a future rulemaking cycle to retire a measure
or revert to pay-for reporting.

Request for Comment Related to Use of Health Information Technology

In the November 2011 final rule, CMS included a measure related to the use of health IT under
the Care Coordination/Patient Safety domain: the percent of primary care physicians (PCPSs)
within an ACO who successfully qualify for an EHR Incentive Program incentive. In the CY15
PFS final rule with comment period, CMS finalized a proposal to change the name and
specification of this measure to “*Percent of PCPs who Successfully Meet Meaningful Use
Requirements’” in order to reflect the transition from incentive payments to downward payment
adjustments in 2015. CMS believes this name will more accurately depict successful use and
adoption of EHR technology. While CMS did not propose any changes to the current measure, it
requested comments on how this measure might evolve in the future to ensure it is incentivizing
and rewarding providers for continuing to adopt and use more advanced health IT functionality,
and broadening the set of providers across the care continuum that have adopted these tools.
CMS will use the feedback as it determines how the measure could be updated and expanded to
further incentivize and reward providers for using and adopting more advanced health IT. It will
make any modifications necessary to permit the evolution of the measure through future
rulemaking.

Assignment of Beneficiaries Based on Certain Evaluation and Management Services in SNFs
CMS finalized certain revisions to the assignment of beneficiaries to ACOs under the Shared
Savings Program. In the November 2014 proposed rule for the Shared Savings Program, CMS
welcomed comments from stakeholders on the implications of retaining certain evaluation and
management codes used for physician services furnished in SNFs and other nursing facility
settings (CPT codes 99304 through 99318) in the definition of primary care services. Some
commenters objected to inclusion of SNF visit codes, believing a SNF is more of an extension of
the inpatient setting rather than a component of the community-based primary care setting. As a
result, these commenters believe that ACOs are often inappropriately assigned patients who have
had long SNF stays but who would not otherwise be aligned to the ACO, and with whom the
ACO has no clinical contact after their SNF stay. Therefore, CMS will amend its definition of
primary care services for purposes of the Shared Savings Program to exclude services billed
under CPT codes 99304 through 99318 when the claim includes the point of service (POS) 31
modifier.

CMS believes that excluding these services furnished in SNFs from the definition of primary
care services will complement its goal of assigning beneficiaries to an ACO based on their
utilization of primary care services. CMS also finalizes its proposal to make a conforming
change to the definition of primary care services by indicating that the current definition will be
in use for the 2016 performance year, and to add a new definition of primary care services,
which excludes services furnished in SNFs from the definition of primary care services effective
starting with the 2017 performance year. To conform to the precedent set by the June 2015
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Shared Savings Program final rule, it will adjust all benchmarks at the start of the first
performance year in which the new assignment rules are applied so that the benchmark for an
ACO reflects the use of the same assignment rules as would apply in the performance year.

Assignment of Beneficiaries to ACOs that Include Electing Teaching Amendment Hospitals
CMS will add HCPCS code G0463 for services furnished in an electing teaching amendment
(ETA) hospital to the definition of primary care services to codify its current practice for
performance year 2016 and subsequent performance years. CMS is also revising 8425.402 by
adding a new paragraph (d) providing that when considering services furnished by physicians in
ETA hospitals in the assignment methodology, it will use an estimated amount based on the
amounts payable under the PFS for similar services in the geographic location in which the ETA
hospital is located as a proxy for the amount of the allowed charges for the service. CMS also
finalizes its proposal to amend §425.102(a) to add ETA hospitals to the list of ACO participants
that are eligible to form an ACO that may apply to participate in the Shared Savings Program.

CMS makes corrections to a technical and typographical error at §425.502(d)(2)(ii) appearing in
the 2015 PFS final rule with comment period that were not subsequently reflected in the
regulations text resulting in the Code of Federal Regulations (CFR) not being updated to reflect
its final policies. CMS includes the previously finalized revisions to 8425.502(d)(2)(ii) in the
final rule as they were finalized in the 2015 PFS final rule with comment period.

Value-Based Payment Modifier and Physician Feedback Program
Federal Register, pages 71273-71300

Overview of Existing Policies for the Physician Value-Based Payment Modifier (VM)

In the CY13 PFS final rule with comment period, CMS finalized policies to phase-in the VM by
applying it beginning Jan. 1, 2015, to Medicare PFS payments to physicians in groups of 100 or
more EPs. Subsequently, in the CY 14 PFS final rule with comment period, CMS finalized
policies to continue the phase-in of the VM by applying it starting Jan. 1, 2016, to payments
under the Medicare PFS for physicians in groups of 10 or more EPs. Then, in the CY15 PFS
final rule with comment period, the agency finalized policies to complete the phase-in of the VM
by applying it starting Jan. 1, 2017, to payments under the Medicare PFS for physicians in
groups of two or more EPs and physician solo practitioners. Beginning on Jan. 1, 2018, the VM
will only apply to select nonphysician EPs in groups with two or more EPs and to nonphysician
EPs who are solo practitioners.

Application of the VM to Nonphysician EPs Who Are PAs, NPs, CNSs, and CRNAs
CMS will apply the VM beginning in CY18 to the items and services billed under the PFS by all
of the physicians and nonphysician eligible professionals (EPs) who bill under a group’s tax
identification number (TIN) based on the TIN’s performance during the applicable performance
period. During the payment adjustment period, all of the nonphysician EPs who bill under a
group’s TIN will be subject to the same VM that will apply to the physicians who bill under that
TIN. In the CY15 PFS final rule with comment period, CMS finalized that beginning in CY18,
physicians and nonphysician EPs will be subject to the same VM policies established in earlier
rulemakings and under subpart N. For example, nonphysician EPs will be subject to the same
amount of payment at risk and quality-tiering policies as physicians. CMS finalized
modifications to the regulations under subpart N accordingly. In that rule, CMS also finalized
that it will apply the VM beginning in the CY 18 payment adjustment period to all nonphysician
EPs in groups with two or more EPs and to nonphysician EPs who are solo practitioners.
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However, after the enactment of MACRA in April 2015, CMS believed it would not be
appropriate to apply the VM in CY18 to any nonphysician EP who is not a physician assistant
(PA), nurse practitioner (NP), certified nurse specialist (CNS), or Certified registered nurse
anesthetist (CRNA) since payment adjustments under the merit-based incentive payment system
would not apply to them until 2021. Therefore, CMS will apply the VM in the CY18 payment
adjustment period to nonphysician EPs who are PAs, NPs, CNSs, and CRNAs in groups with
two or more EPs, and to PAs, NPs, CNSs, and CRNAs who are solo practitioners. As defined by
the statute, physicians include doctors of medicine or osteopathy, doctors of dental surgery or
dental medicine, doctors of podiatric medicine, doctors of optometry, and chiropractors.

Approach to Setting the VM Adjustment Based on PQRS Participation

In the CY15 PFS final rule with comment period CMS established that, beginning with the CY17
payment adjustment period, the VM will apply to physicians in groups with two or more EPs and
to physicians who are solo practitioners based on the applicable performance period. CMS also
adopted a two-category approach for the CY17 VM based on participation in the PQRS by
groups and solo practitioners.

In the CY16 MPFS final rule, CMS finalized the two-category approach for the CY18 VM based
on participation in the PQRS by groups and solo practitioners. Category 1 will include groups
that have at least 50 percent of the group’s EPs meet the criteria to avoid the PQRS payment
adjustment for CY17 as individuals. Category 1 will also include those groups that meet the
criteria to avoid the PQRS payment adjustment for CY18 as a group practice participating in the
PQRS GPRO, as finalized in Table 28 of the final rule (Appendix 7 of this document). Included
in this category are also groups that have at least 50 percent of the group’s EPs meet the criteria
to avoid the PQRS payment adjustment for CY 18 as individuals, as finalized in Table 27 of the
final rule (Appendix 8 of this document). The 50 percent threshold must be met regardless of
whether the group registers for a PQRS GPRO. If a group registers for a PQRS GPRO and meets
the criteria to avoid the PQRS payment adjustment as a group, then the group-level quality data
reported through the GPRO reporting mechanism would be taken into account for purposes of
applying the CY18 VM.

Category 2 will include those groups and solo practitioners that are subject to the CY18 VM and
do not fall within Category 1. For a group or solo practitioner subject to the CY18 VM to be
included in Category 1, the criteria for satisfactory reporting (or the criteria for satisfactory
participation in the case of solo practitioners, and the 50 percent option described above for
groups) must be met during the reporting periods occurring in CY16 for the CY18 PQRS
payment adjustment. CY16 will be the performance period for the VM adjustments that will
apply during CY18.

2018 Value-Based Payment Modifier (VBPM) Adjustment Based on 2016 PQRS Participation
CMS will continue its policy to designate all groups and solo practitioners under one of two
categories for the purposes of determining payment adjustments under the VM in 2018.
Specifically, CMS categorizes groups of physicians eligible for the VM into two categories:

Category 1 - Includes groups of physicians that do one of the following:
e Meet the criteria for satisfactory reporting of data on PQRS quality measures
through the GPRO for the CY16 PQRS payment adjustment; or
e Do not register to participate in the PQRS as a group practice in CY14 and
have at least 50 percent of the group’s EPs meet the criteria for satisfactory
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reporting of data on PQRS quality measures as individuals for the CY16
PQRS payment adjustment, or, in lieu of satisfactory reporting, satisfactorily
participate in a PQRS-qualified clinical data registry for the CY16 PQRS
payment adjustment.

For a group of physicians that is subject to the CY16 VM to be included in Category 1, the
criteria for satisfactory reporting (or the criteria for satisfactory participation, if the PQRS-
QCDR mechanism is selected) must be met during the CY14 reporting period for the PQRS
CY16 payment adjustment.

Category 2 - Includes those groups of physicians that:
e Are subject to the CY16 VM and do not fall within Category 1. For those
groups of physicians in Category 2, the VM for CY16 is -2.0 percent.

For the 2016 performance year, CMS will include EPs and groups participating in a Medicare
Shared Savings Program ACO that do not successfully report quality measures data in Category
2.

Quality-Tiering Model

The quality-tiering model compares the quality of care composite with the cost composite to
determine the VM. To determine a group practice’s VM score, the quality-tiering model
calculates two composite scores. One is based on the quality measures reported by the group, and
the other is based on cost measures calculated by CMS. The quality-tiering model compares the
quality of care composite score with the cost composite score and classifies both scores into
high, average, and low performance categories. CMS finalizes that it will apply the quality-
tiering methodology to all groups and solo practitioners in Category 1 for the CY18 VM. As
such, groups and solo practitioners will be subject to upward, neutral, or downward adjustments
derived under the quality-tiering methodology (with the exception discussed in section 111.M.4.b.
of the final rule, that PAs, NPs, CNSs, and CRNAs in groups that consist of nonphysician EPs
and PAs, NPs, CNSs, and CRNAs who are solo practitioners will be held harmless from
downward adjustments under the quality-tiering methodology in CY18), with the following
modifications:

e CMS is finalizing an increase to the minimum episode number requirement for the
Medicare Spending per Beneficiary (MSPB) measure in the CY17 and 2018 payment
adjustment periods to 125 episodes, for solo practitioners and for groups of all sizes, in
section I11.M.4.k of the final rule.

CMS will not include the all-cause hospital readmissions measure in the quality composite for
solo practitioners and groups of two to nine EPs for the CY17 and 2018 payment adjustment
periods. CMS believes that this final policy best addresses commenters’ concerns with small
sample sizes for solo practitioners and groups of two to nine EPs, while preserving the emphasis
on provision of high quality efficient and effective care.

Application of the VM to Solo Practitioners and Groups with EPs Who Participate in the
Pioneer ACO Model, the CPC Initiative, the Comprehensive ESRD Care Initiative, Oncology
Care Model, and the Next Generation ACO Model

CMS received many comments on its proposals made in the CY15 PFS proposed rule to exempt
the Pioneer ACO Model and CPC Initiative participants from the VM. As it noted in response to
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comments in the CY15 final rule, a few commenters also suggested that the application of the
VM to Innovation Center initiatives, including the Next Generation ACO Model, Oncology Care
Model, and Comprehensive ESRD Care Initiative, should be waived under section 1115A of the
Act. CMS agreed with the commenters that it would be appropriate to use the waiver authority
with regard to the Pioneer ACO Model, the CPC Initiative, and other similar Innovation Center
models, including the Next Generation ACO Model, the Oncology Care Model, and the
Comprehensive ESRD Care Initiative, all as proposed without modification. However, the VM
will apply to MSSP participants.

Payment Adjustments

Section 1848(p) of the Act does not specify the amount of payment that should be subject to the
adjustment for the VM; however, it does require that the VM be implemented in a budget-neutral
manner. The table below, (Table 47 of the final rule) shows the final quality-tiering payment
adjustment amounts for CY 18 for physicians, PAs, NPs, CNSs, and CRNAs in groups with 10 or
more EPs.

TABLE 47—FINAL CY 2018 VM AMOUNTS FOR THE QUALITY-TIERING APPROACH FOR PHYSICIANS, PAS, NPS, CNSs,
AND CRNAS IN GROUPS OF PHYSICIANS WITH TEN OR MORE EPS

- Average ) -
Cost/quality Low quality quality High quality
LLOMW COSE ..ottt e s aee st e me et mert e st e e mseea s £ es 2 eEe e e se 2 E et eas et e menn st emneneenessnaene s e e nnenentens +0.0% +2.0x" +4.0x"
Average cost .. —2.0% +0.0% +2.0x"
L L T o L= SO PSSRSOt —4.0% —2.0% +0.0%

* Groups eligible for an additional +1.0x if reporting PQRS quality measures and average beneficiary risk score is in the top 25 percent of all
beneficiary risk scores, where X’ represents the upward payment adjustment factor.

Table 48 (below) of the final rule shows the final quality-tiering payment adjustment amounts for
CY18 for physicians, PAs, NPs, CNSs, and CRNAs in groups with between two to nine EPs and
physician solo practitioners.

TABLE 48—FINAL CY 2018 VM AMOUNTS FOR THE QUALITY-TIERING APPROACH FOR PHYSICIANS, PAS, NPs, CNSs,
AND CRNAS IN GROUPS OF PHYSICIANS WITH 2 TO 9 EPS AND PHYSICIAN SOLO PRACTITIONERS

y " Average - ;
Cost/quality Low quality qualigf High quality
[ +0.0% +1.0x" +2.0x"
Average cost . —1.0% +0.0% +1.0x"
HIGIN COSE ettt ettt e et et e e s em et h £ h £ ettt e e s en et ettt e eme e —2.0% —1.0% +0.0%

* Groups and solo practitioners eligible for an additional +1.0x if reporting PQRS quality measures and average beneficiary risk score is in the
top 25 percent of all beneficiary risk scores, where %’ represents the upward payment adjustment factor.

The following table (Table 49 of the final rule) shows the final quality-tiering payment
adjustment amounts for CY 18 for PAs, NPs, CNSs, and CRNAs in groups that consist of
nonphysician EPs and PAs, NPs, CNSs, and CRNAs who are solo practitioners.

TABLE 49—FINAL CY 2018 VM AMOUNTS FOR THE QUALITY-TIERING APPROACH FOR PAS, NPS, CNSs, AND CRNAS
IN GROUPS CONSISTING OF NONPHYSICIAN EPS AND PAS, NPs, CNSS, AND CRNAS WHO ARE SOLO PRACTITIONERS

- : Average : -
Cost/quality Low quality quality High quality
LOW COSE <.ttt ettt s e s e s eE £ £ A oA e oA A nE £ £ 4E A e eA e eA b A bt ne £ nb e ensneennranrenren +0.0% +1.0x* +2.0x"
AVBTEGE COST 1uuiiiiiniietiaiaeiieeseeseieeeaeeaseasesamssaeaseasases e smeesaeas e st ansaassassaenseatssms s s s abesmseesesneeaeesbesmse st enesaeannasn +0.0% +0.0% +1.0x"
+0.0% +0.0% +0.0%

HIGRN COBT .ttt ee e st e s et s emseee e et e emaeese s em e e sae e mas e sme b aeese s asnens e baensensennns

* Groups and solo practitioners are eligible for an additional +1.0x if reporting PQRS quality measures and average beneficiary risk score is in
the top 25 percent of all beneficiary risk scores, where X’ represents the upward payment adjustment factor.
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CMS believes its final approach will reward groups and solo practitioners that provide high-
quality/low-cost care. CMS will use CY16 as the performance period for the VM payment
adjustments that will apply during CY18.

Application of the VM to Solo Practitioners and Groups with EPs Who Participate in the
Pioneer ACO Model and CPC Initiative

CMS will waive application of the VM for the Pioneer ACO Model; CPC Initiative; and other
similar Innovation Center models, including the Next Generation ACO Model, the Oncology
Care Model, and the Comprehensive ESRD Care Initiative, all as proposed without modification.
CMS received many comments on the proposals made in the CY15 PFS proposed rule indicating
that it should exempt Pioneer ACO Model and CPC Initiative participants from the VM. A few
commenters also suggested that the application of the VM to Innovation Center initiatives should
be waived under section 1115A of the Act. In considering potential policy options to include in
the proposed rule, CMS agreed with the commenters that it would be appropriate to use the
waiver authority with regard to the Pioneer ACO Model and CPC Initiative. CMS proposed that
in the event it finalizes its proposal to waive application of the VM for the Pioneer ACO Model
and CPC Initiative, it would also waive application of the VM for the Next Generation ACO
Model, the Oncology Care Model, and the Comprehensive ESRD Care Initiative, as similar
models if at least one EP who billed for PFS items and services under the TIN during the CY16
performance period for the VM participated in the model during the CY16 performance period

Quality Measures

In the CY15 PFS final rule with comment period, CMS aligned its policies for the VM for CY17
with the PQRS group reporting mechanisms and the PQRS reporting mechanisms available to
individual EPs in CY15. It also finalized its policy to continue to include the three outcome
measures in the quality measures used for the VM in CY17. These measures include:

e Composite of rates of potentially preventable hospital admissions for heart failure,
chronic obstructive pulmonary disease, and diabetes

e Composite rate of potentially preventable hospital admissions for dehydration, urinary
tract infections, and bacterial pneumonia

e Rates of an all-cause hospital readmissions measure

CMS will continue calculating these three additional quality outcome measures that are included
in the quality composite score. For the CY18 VM, CMS will also continue to include in the VM
all of the PQRS GPRO reporting mechanisms available to groups and individual EPs for the
PQRS reporting periods in CY16. These reporting mechanisms are described in Tables 27 and 28
of the final rule with comment period. Additionally, CMS is finalizing its proposal to use all of
the quality measures that are available to be reported under these various PQRS reporting
mechanisms to calculate a group’s or solo practitioner’s VM in CY 18 to the extent that a group
(or individual EPs in the group, in the case of the **50 percent option’’) or solo practitioner
submits data on these measures. These quality measures are described in Tables 29 through 42 of
the final rule with comment period.

Cost Composite

Beginning with the CY16 payment adjustment period, a group or solo practitioner subject to the
VM will receive a cost composite score that is classified as average under the quality-tiering
methodology if the group or solo practitioner does not have at least one cost measure with at
least 20 cases. CMS observed that groups that do not provide primary care services are not
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attributed beneficiaries or are attributed fewer than 20 beneficiaries, and, thus, it is unable to
calculate reliable cost measures for those groups of physicians. A group or solo practitioner
subject to the VM will receive a cost composite score that is classified as average under the
quality-tiering methodology if the group or solo practitioner does not have at least one cost
measure that meets the minimum number of cases required for the measure to be included in the
calculation of the cost composite. Consequently, to the extent a group’s or solo practitioner’s
cost composite is classified as high, average, or low, the group’s or solo practitioner’s VM will
reflect that classification. This policy is consistent with the policy CMS finalized in the CY15
PFS final rule with comment period that, beginning with the CY 16 payment adjustment period, a
group or solo practitioner subject to the VM will receive a cost composite score that is classified
as average under the quality-tiering methodology if the group or solo practitioner does not have
at least one cost measure with at least 20 cases and thus a reliable cost composite cannot be
calculated for the group or solo practitioner.

Beginning with the CY17 payment adjustment period, CMS is finalizing its proposal to increase
the minimum number of episodes for inclusion of the MSPB measure in the cost composite to
125 episodes. Therefore, it is also finalizing its proposed revisions to 8414.1265(b) to indicate
that a group or solo practitioner subject to the VM will receive a cost composite score that is
classified as average under the quality-tiering methodology if the group or solo practitioner does
not have at least one cost measure that meets the minimum number of cases required for the
measure to be included in the calculation of the cost composite. Consequently, to the extent a
group’s or solo practitioner’s quality composite is classified as high, average, or low, the group’s
or solo practitioner’s VM will reflect that classification.

Medicare Spending per Beneficiary Measure for VBPM Cost Composite

An episode minimum of 125 episodes will be required for the MSPB measure, beginning with
the CY17 payment adjustment period and CY 15 performance period, meaning a TIN will have to
have at least 125 MSPB episodes for the measure to be included in the cost composite. CMS
conducted a more granular reliability analysis, based on which it determined a minimum of

125 episodes are required in order for this measure to meet its average reliability threshold of 0.4
for solo practitioners and groups of two to nine EPs. Based on this new analysis, CMS believes
that a minimum of 125 episodes is preferable to the reliability associated with the other
minimum numbers of episodes suggested by some commenters.

A group or solo practitioner subject to the VM will receive a cost composite score that is
classified as “average quality” under the quality-tiering methodology if the group or solo
practitioner does not have at least one cost measure that meets the minimum number of cases
required for the measure to be included in the calculation of the cost composite. Consequently, to
the extent a group’s or solo practitioner’s quality composite is classified as high, average, or low,
the group’s or solo practitioner’s VM will reflect that classification.

Quality Composite Score
A quality measure must have 20 or more cases in order to be included in the calculation of the

quality composite; however, beginning with the CY17 payment adjustment period, the all-cause
hospital readmissions measure must have 200 or more cases in order to be included. CMS will
not include the all-cause hospital readmissions measure in the quality composite for solo
practitioners and groups of two to nine EPs for the CY17 and 2018 payment adjustment periods.
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The quality measurement component of the VM includes three outcome measures that CMS
calculates from FFS Medicare claims:

e Two composite measures of hospital admissions for ambulatory care-sensitive conditions
0 acute conditions
0 chronic conditions
e One measure of 30-day all-cause hospital readmissions
The VM website contains the measure information forms for the three outcome measures that are

included in the quality composite of the VM. https://www.cms.gov/medicare/medicare-fee-for-
service-payment/physicianfeedbackprogram/valuebasedpaymentmodifier.html.

Benchmarks for Electronically-reported Clinical Quality Measures

Because the electronic clinical quality measures (eCQM) version of a measure may differ from
the specifications of the all-mechanism benchmark, to which it is currently compared, CMS will
change its benchmark policy to indicate that eCQMs, as identified by their CMS eMeasure IDs,
which are distinct from the CMS/PQRS measure numbers for other reporting mechanisms, will
be recognized as distinct measures under the VM. As such, it will exclude eCQM measures from
the overall benchmark for a given measure and create separate eCQM benchmarks, based on the
CMS eMeasure ID, beginning with the CY 16 performance period for which the eCQM
benchmarks will be calculated based on CY15 performance data.

Additional Upward Payment Adjustment to High Quality Participant Shared Savings Program
ACOs

Beginning in the CY17 payment adjustment period, CMS will apply an additional upward
payment adjustment of +1.0x to Shared Savings Program ACO participant TINs that are
classified as “*high quality’” under the quality-tiering methodology, if the attributed patient
population of the ACO in which the TINs participated during the performance period has an
average beneficiary risk score that is in the top 25 percent of all beneficiary risk scores
nationwide as determined under the VM methodology.

Expansion of the Informal Inquiry Process to Allow VBPM Corrections

CMS will maintain the current informal review submission period occurring during the 60 days
following release of the Quality and Resource Use Reports (QRURS) for the 2016 VM and
subsequent years. It believes that this will allow sufficient time for it to process the majority of
the requests before finalizing the adjustment factor. CMS finalizes the continuation of the
process for accepting requests from groups and solo practitioners to correct certain errors made
by CMS or a third-party vendor (for example, PQRS-qualified registry).

Physician Feedback Program

In fall 2015, CMS expanded the Physician Feedback Program by making QRURS, containing
data on cost and quality performance during calendar year 2014, available to all solo practitioner
EPs and groups of EPs of all sizes, as identified by TIN, including nonphysician EP solo
practitioners and groups comprised of nonphysician EPs. It made the 2014 QRURs available to
Shared Savings Program ACO participant TINs and groups that include one or more EPs who
participated in a Pioneer ACO or the CPC Initiative. The reports contain valuable information
about a TIN’s actual performance during CY14 on the quality and cost measures that will be
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used to calculate the CY16 VM. For physicians in groups of 10 or more, the 2014 QRURS
provide information on how a group’s quality and cost performance will affect their Medicare
payments in 2016 through the application of the VM based on performance in 2014. CMS will
continue to refine the QRURS based on stakeholder feedback, and it invited comment on which
aspects of the QRUR reports have been most useful and how it can improve access to and
usability of performance reports. Commenters expressed concerns about timeliness of reports;
the accessibility of the reports; the complexity of the reports, and the outreach regarding the VM
program. In response to previous comments about the timeliness of reports, this year CMS
disseminated the Mid-Year QRURs, the Annual QRURS, and the Supplemental QRURSs. It has
also made strides to simplify the outreach around how to access the reports. Further, it has
continued to engage its stakeholders and seek input on how best to refine the reports. CMS will
continue to engage the stakeholder community to determine how best to educate about value-
based payment programs.

Electronic Health Record Incentive Program
Federal Register, pages 71261-71262

CMS revises the definition of ““certified electronic health record technology’’ to require
certification to the optional portion of the 2015 Edition CQM reporting criterion in the CY16
Medicare PFS proposed rule. Accordingly, to allow providers to upgrade to 2015 Edition
certified EHR technology (CEHRT) before 2018, CMS will revise the CEHRT definition for
2015 through 2017 to require that EHR technology is certified to report CQMs, in accordance
with the optional certification, in the format that it can electronically accept (CMS’s “*form and
manner’’ requirements) if certifying to the 2015 Edition “*CQMs—report’’ certification
criterion. Specifically, this will require technology to be certified to the Quality Reporting
Document Architecture (QRDA) Category | and 111 standard. CMS notes that the proposed
CEHRT definition for 2015 through 2017 included in the Stage 3 proposed rule published on
March 30, 2014, allows providers to use 2014 Edition or 2015 Edition certified EHR technology.

CMS will also revise the CEHRT definition for 2018 and subsequent years to require that EHR
technology is certified to report CQMs, in accordance with the optional certification, in the
format that CMS can electronically accept. Specifically, this will require technology to be
certified to the QRDA Category | and 111 standards also. These revisions will apply for EPs,
eligible hospitals, and critical access hospitals (CAHs). CMS finalizes these amendments to
ensure that providers participating in PQRS and the EHR Incentive Programs under the 2015
Edition possess EHRs that have been certified to report CQMs according to the format that it
requires for submission.

Physician Self-Referral Updates
Federal Register, pages 71300-71341

The final rule updates the physician self-referral regulations to accommodate delivery and
payment system reform, reduce burden, and facilitate compliance. CMS learned from
stakeholder inquiries, review of relevant literature, and self-disclosures submitted to the
Medicare self-referral disclosure protocol that additional clarification of certain provisions of the
physician self-referral law would be helpful. In addition to clarifying the regulations, CMS is
interested in expanding access to needed health care services. In keeping with those goals, the
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final rule expands the regulations to establish two new exceptions and clarifies certain regulatory
terminology and requirements.

Physician-owned Hospitals

The ACA amended the rural provider and hospital ownership or investment interest exceptions
to the physician self-referral law to impose additional restrictions on physician ownership and
investment in hospitals. Specifically, a physician-owned hospital is required to disclose the fact
that it is partially owned or invested in by physicians on its website and in any public advertising
for the hospital. CMS provides physician-owned hospitals more certainty regarding the forms of
communication that require a disclosure statement and the types of language that would
constitute a sufficient statement of physician ownership or investment. For the public website
disclosure requirement, CMS finalizes its proposal that a public website for the hospital does not
include, by way of example: social media websites; electronic patient payment portals; electronic
patient care portals; and electronic health information exchanges. CMS defines public
advertising for the hospital, for purposes of the physician self-referral law, as any public
communication paid for by the hospital that is primarily intended to persuade individuals to seek
care at the hospital. The agency also finalizes that any language that would put a reasonable
person on notice that the hospital may be physician-owned is deemed a sufficient statement of
physician ownership or investment, as well as its examples of language that would satisfy that
standard as specified in the proposed rule. CMS notes that its goal in proposing the examples of
sufficient disclosure statements was to articulate a common sense understanding of what types of
statements would satisfy the requirements.

Bona Fide Investment Level

After consideration of the comments, CMS is amending its existing regulations to specify that,
for the purposes of §411.362 (including for the purposes of determining the baseline bona fide
investment level and the bona fide investment level thereafter), the ownership or investment
interests held by both referring and non-referring physicians are included. CMS is establishing a
definition of ownership or investment interest solely for the purposes of 8411.362 that would
apply to all types of owners or investors, regardless of their status as referring or non-referring
physicians. Specifically, it defines *‘ownership or investment interest’” as a direct or indirect
ownership or investment interest in a hospital. Under the final rule, a direct ownership or
investment interest in a hospital exists if the ownership or investment interest in the hospital is
held without any intervening persons or entities between the hospital and the owner or investor.
An indirect ownership or investment interest in a hospital exists if:

1. Between the owner or investor and the hospital, there exists an unbroken chain of any
number (but no fewer than one) of persons or entities having ownership or investment
interests; and

2. The hospital has actual knowledge of, or acts in reckless disregard or deliberate ignorance of,
the fact that the owner or investor has some ownership or investment interest (through any
number of intermediary ownership or investment interests) in the hospital.

CMS will require that the baseline bona fide investment level and the bona fide investment level
include direct and indirect ownership and investment interests held by a physician if he or she
satisfies this definition of *“physician,’’ regardless of whether the physician refers patients to the
hospital (and therefore, irrespective of whether he or she is a *‘referring physician’’ for the
purposes of its regulatory definition of ownership or investment interest). The term “*physician’’
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would continue to have the meaning set forth in §411.351; that is, an individual who meets the
definition of “*physician’’ set forth in section 1861(r) of the Social Security Act. CMS is
delaying the effective date of this revision for one year from the effective date of the final rule to
Jan. 1, 2017, to allow physician-owned hospitals to have sufficient time to come into compliance
with the revised policy.

CMS refers to the percentage of ownership or investment interests held by physicians in a
hospital as the “*bona fide investment level,”” and such percentage that was set as of March 23,
2010, as the “*baseline bona fide investment level.” Currently, CMS calculates the bona fide
investment level based on the number of physician owners or investors who self-refer to the
hospital.

In the proposed rule, CMS proposed to revise several definitions in its regulations to improve
clarity and ensure proper application of its policies. CMS finalizes the following revised
definitions as proposed, without additional modification.

Remuneration

A compensation arrangement between a physician (or an immediate family member of such
physician) and a designated health services (DHS) entity implicates the referral and billing
prohibitions of the physician self-referral law. The term ““‘compensation arrangement’” is defined
as any arrangement involving any ‘‘remuneration’” between a physician (and an immediate
family member of such physician) and an entity. CMS revises the definition of “*remuneration’’
to make it clear that the item must be used solely for one or more of the six purposes listed in the
statute. CMS also clarifies that a physician’s use of a hospital’s resources (for example,
examination rooms, nursing personnel, and supplies) when treating hospital patients will not
constitute remuneration under the physician self-referral law, if the hospital bills the appropriate
payor for the resources and services it provides, and the physician bills the payer for his or her
professional fees only. CMS does not believe that such an arrangement involves remuneration
between the parties, because the physician and the DHS entity do not provide items, services, or
other benefits to one another.

Although it did not propose regulatory revisions, CMS noted its concern about potential
confusion regarding whether remuneration is conferred by a hospital to a physician when both
facility and professional services are provided to patients in a hospital-based department. CMS
received several written inquiries asking whether certain so-called “*split bill’” arrangements
between physicians and DHS entities involve remuneration between the parties that gives rise to
a compensation arrangement for the purposes of the physician self-referral law. CMS does not
believe that this arrangement involves remuneration between the parties, because the physician
and the DHS entity do not provide items, services, or other benefits to one another. CMS’s
clarification regarding split bill arrangements and remuneration applied only to the use of a
hospital’s space, items, and equipment. Following its review of the comments received, CMS is
confirming its existing policy that a physician’s use of a hospital’s resources (for example,
examination rooms, nursing personnel, and supplies) when treating hospital patients does not
constitute remuneration under the physician self- referral law, when the hospital bills the
appropriate payer for the resources and services it provides (including the examination room and
other facility services, nursing and other personnel, and supplies), and the physician bills the
payer for his or her professional fees only.
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Compensation Arrangements —*‘Stand in the Shoes”

CMS’s intent under this arrangement currently remains, that only physicians who stand in the
shoes of their physician organization are considered parties to an arrangement for purposes of the
signature requirements of the exceptions. CMS clarifies that, for all purposes other than the
signature requirements, all physicians in a physician organization are considered parties to the
compensation arrangement between the physician organization and the DHS entity. For such
purposes, CMS does not consider employees and independent contractors to be parties to a
physician organization’s arrangements unless they voluntarily stand in the shoes of the physician
organization. Guidance regarding physicians who stand in the shoes of their physician
organizations may be found on the CMS website at http://www.cms.gov/Medicare/Fraud-and-
Abuse/PhysicianSelfReferral/FAQs.html.

Signature Requirements

Several compensation arrangement exceptions to the physician self-referral law require that an
arrangement be signed by the parties. Under the current rule, if the failure to comply with the
signature requirement is inadvertent, the parties must obtain the required signature(s) within 90
days. If the failure to comply is not inadvertent, the parties must obtain the required signature(s)
within 30 days. In the FYQ9 inpatient prospective payment system (IPPS) final rule, CMS stated
that it would evaluate its experience with the related regulation and propose more or less
restrictive modifications at a later date. CMS will modify the current regulation to allow parties
90 days to obtain the required signatures, regardless of whether the failure to obtain the
signature(s) was inadvertent. Thus, CMS is finalizing its proposal to remove the distinction
between inadvertent and not inadvertent failure to obtain a signature at 8 411.353(g). The
regulation, as finalized, continues to limit the use of

8411.353(g) by an entity to once every three years for a particular physician.

In the rule, CMS also finalizes the following new exceptions:

1. Timeshare Arrangements:
CMS continues to believe that timeshare arrangements may serve to ensure adequate
access to needed health care services. CMS finalizes the exception for timeshare
arrangements at 8411.357(y) with the following modifications:

e Regardless of which party grants and which party receives permission to use
the premises, equipment, personnel, items, supplies, and services of the other
party, a timeshare arrangement must be between a physician (or the physician
organization) in whose shoes the physician stands and a:

0 Hospital; or
0 Physician organization of which the physician is not an owner,
employee, or contractor;

e Equipment included under the timeshare arrangement may be in the same
building (as defined at § 411.351) as the office suite where E/M services are
furnished; and

e All locations under the timeshare arrangement, including the premises where
E/M services are furnished and the premises where DHS are furnished, must
be used on identical schedules.

In addition, the exception as finalized protects only those arrangements that grant a right
or permission to use the premises, equipment, personnel, items, supplies, or services of
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another person or entity without establishing a possessory leasehold interest (akin to a
lease) in the medical office space that constitutes the premises. CMS believes that the
other safeguards in the exception finalized here are necessary at this time to protect
against program or patient abuse.

2. Assistance to Compensate Non-physician Practitioners

After consideration of the comments it received regarding the exception for assistance
from a hospital, FQHC, or RHC to a physician to compensate a non-physician
practitioner (NPP), CMS finalizes its proposed exception at 8411.357(x) with the
following modifications:

It is including in the definition of “*non-physician practitioner,”” clinical social
workers, and clinical psychologists;

It is expanding the type of services that may be furnished by the NPP to
patients of the physician’s practice to include mental health care services;

It is including a requirement that the NPP furnish substantially all primary
care services or mental health services (rather than ““only’” such services) to
patients of the physician’s practice;

It is not limiting the type of compensation arrangement between the physician
(or physician organization in whose shoes the physician stands) and the NPP,
but will require that the contractual relationship for which assistance is
provided by a hospital, FQHC, or RHC is directly between the physician (or a
physician organization in whose shoes the physician stands under §
411.354(c)) and the NPP;

It is establishing a bright-line approach to the amount of permissible
remuneration from the hospital, FQHC, or RHC to the physician, limiting it to
50 percent of the actual aggregate compensation, signing bonus, and benefits
paid to the NPP;

It is finalizing a limit on the frequency with which a hospital, FQHC, or RHC
may provide assistance to the same physician and setting the limitation at no
more than once every three years, with an exception if the NPP does not
remain with the physician’s practice for at least one year; and

It is shortening the period of time that the NPP must not have practiced in the
geographic area served by the hospital, FQHC, or RHC providing the
assistance from three years to one year.

Potential Expansion of the Comprehensive Primary Care (CPC) Initiative
Federal Register, pages 71262-71263

In the CPC initiative, CMS is collaborating with commercial payers and state Medicaid agencies
to test a payment and service delivery model that includes the payment of monthly non-visit
based per beneficiary per month care management fees and shared savings opportunities. The
HHS Secretary has the authority to expand (including implementation on a nationwide basis)
through rulemaking the duration and scope of a model that is being tested under section1115A

25



(b) of the Act. Given that further evaluation is needed to determine its impact on both Medicare
cost and quality of care, CMS did not propose an expansion of the CPC initiative in the CY16
PFS proposed rule, but requested comments on the following considerations for any potential
expansion of the initiative:

e Practice readiness: The proportion of primary care practices ready for the expansion
transformation expectations, and whether readiness varies systematically for differently
structured practices

e Practice standards and reporting: The value and operational burden of the current CPC
Milestones approach, including the current system of quarterly reporting via a web portal

e Practice groupings: Whether any potential expansion should be limited to existing CPC
regions, or include new geographic regions

e Interaction with state primary care transformation initiatives: Whether a potential
expansion of the CPC initiative could and should exist in parallel in a state with a
separate state-led primary care transformation effort, especially if Medicare is
participating in that effort

e Learning activities: The willingness and ability of existing state and regional primary
care or patient-centered medical home learning collaboratives to support practices in a
potential expansion of the CPC initiative

e Payer and self-insured employer readiness: Whether currently participating payers in the
CPC initiative are ready to expand their current investment in CPC

e Medicaid: Whether state Medicaid agencies would be willing to participate in a potential
expanded CPC initiative for their fee-for-service enrollees, and whether Medicaid
managed care plans would be willing to participate in a potential expanded CPC initiative

e Quality reporting: Whether practices are ready to report eCQMs, and payer interest in
using practice site level data rather than their own enrollees’ information for
performance-based payments, including shared savings, in a potential expansion of the
CPC initiative

e Interaction with the CCM fee: How payment for CCM services might interact with a
potential expansion of the CPC initiative and affect practice interest in participation

e Provision of data feedback to practices: How CMS can best provide actionable data to
support quality improvement and promote attention to total cost of care under a potential
expansion.

In response to its request, CMS received over 90 timely and informative public comments
suggesting matters to consider in a potential future expansion of the CPC initiative, including
engagement of EHR vendors, coaching on leadership and change management, documentation,
and beneficiary cost-sharing. These comments, submitted by a variety of stakeholders, broadly
supported CPC expansion. CMS appreciates the commenters’ views and recommendations, and
will consider the comments if the CPC initiative is expanded in the future through rulemaking.

More Information
The final rule was published in the Nov. 16, 2015, Federal Register. Additional information
regarding the Medicare Physician Fee Schedule is available on the CMS website.
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Appendix 1: Final Requirements for RHCs and FQHCs to Receive Payment for CCM Services

TaBLe 24—SumMmary oF CCM Score oF SERVICE ELEMENTS aND BiLLinG REQUIREMENTS

CCM scope of s2nvicevbilling requirements

Health IT requiraments

Initigtion of CCM services at an AWV, IPPE, or a comprehensive EM

wisit.

Structured recording of demographics, problems, medications, medica-
tion allergies, and the creafion of a structured clinical summary
record. A full list of problems, medications and medication allergies
in the EHR must inform the care plan, care coordination, and ongo-
ing clinical cara.

Access to CCM services 24/7 (providing the bensficiary with a means
to maks timely contact with the RHC or FOHC to address his or her
urgent chronic care nesds regardless of the time of day or day of the
waek).

Continuity of care with a designated RHC or FOHC practiioner with
whom the benaficiary is able to get successive routine appointments.

CCM services for chronic condifions including systematic assessment
of the bensficiary’s medical, functional, and psychosocial needs; sys-
tem-based approaches to ensure timely receipt of all recommendsd
preventive care senvices; medication reconciliation with review of ad-
herence and potential interactions; and oversight of bansficiary sel-
manag=ment of medications.

Creation of a patient-centered care plan based on a physical, mental,
cognitive, peychosocial, funciional and emvironmental (rejassessment
and an inventory of resources and supports; a comprehensive cans
plan for all heslth issues. Share the care plan as appropriate with
other practitioners and providers.

Provide the beneficiary with a written or electronic copy of the cars
plan and document its provision in the electronic medical recond.

Management of care transitions between and among health care pro-
viders and settings, including referrale fo other clinicians; follow-up
afier an emergency department wisit; and follow-up after discharges
from hospitals, skilled nursing faciliies or other health care facilities.

Coordination with home and community based clinical service providers

Enhanced opportunifies for the beneficiary and any caregiver to com-
municate with the RHC or FQHC regarding the bensficianys care
through not only telephone access, but also through the use of se-
cure messaging, intemet or other asynchronous non face-to-face
consultation methods.

Beneficiary consent—Inform the bensficiary of the availability of CCM
sarvices and obtain his or her written agreement to have the services
provided, including authorization for the electronic communication of
his or her medical information with other treating providers.

Document in the beneficiary's medical record that all of the CCM semv-
ices wera explained and offerad, and note the beneficiany’s decision
to accept or decline these senvices.

Document the beneficiary’s written consent and authorization in the
EHR using CCM cerified technaology.

Beneficiary consent—Inform the beneficiary of the right to stop the
CCM services at any time (effective at the end of the calendar
month) and the effect of a revocation of the agreement on CCM
sarvices.

Beneficiary consent—Inform the beneficiary that only one practitioner
can fumish and be paid for these senvices during & calendar month.

Mona.

Structured recording of demographica, problems, medications, medica-
tion allergies, and creation of structured clinical summary records
using CCM cartified tachnology.

Mona.

None.

None.

Must at least elactronically capture care plan information; make this in-
formation available on a 247 basis to all practiioners within the
RHC or FOHC whosa time counts fowards the time requirement for
the practice to bill for CCM services; and share care plan information
electronically (other than by fax) a= approprate with other practi-
fioners, providers, and caregivers.

Document provision of the care plan as required to the beneficiary in
the EHR using CCM cerified tachnology.

Format clinical summearies according to CCM certified technology. Mot
required fo use & specific tool or ssnvice to exchangatransmit clinical
summaries, as long as they are ransmitted electronically {other than
by fax).

Communication to and from home and community based providers re-
garding the patient's paychosocial needs and functional deficits must
be documented in the patient's medical record using CCM certified
technology.

Mona.

Document the bensficiany’s written consent and authorization in the
EHR using CCM cerifisd technology.
Mone.

Mona.
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Appendix 2 — PQRS Reporting Requirements

TABLE 27—SuMMARY OF REQUIREMENTS FOR THE 2018 PQRS PAYMENT ADJUSTMENT: INDIVIDUAL REPORTING CRITERIA
FOR THE SATISFACTORY BEPORTING OF QuaLTy Measures Data wia CLams, QualiFeD ReaisTRY, anD EHAs
AND SaTmisFacTory PaRmiciPamion CRITERION 1IN QCDRS

Reporing period | Measure type Hepo;n:lgmmad'.- Satistactory reporting/satistactory participation criteria
12-month (Jan 1- | Individusl Claims ................ | Report &t least 8 measures, covering at least 3 of the NOS domains AND report sach
Dac 31, 2046) Meazurss measure for at least 50 percant of the EF's Medicare Part B FFS patients seen dur-
ing the reporting peried to which the measure applies. Of the measures reported, if
the EP s=es at least 1 Medicare patient in a face-to-face encounter, the EP will re-
port on at least 1 measure contained in the PORS cross-cutting measure set. If less
than @ measurss apply o the EP, the EP would report on each measurs that is ap-
plicablz), AND report each measurs for &t least 50 percant of $he Medicars Part B
FFS patients s==n during the reporting pericd to which the measure applies. Meas-
ures with a 0 percent performance rafe would not be counted.
12-month {(Jan 1- | Individusl Qualified Reg- Report at lzast & measures, covering at least 3 of the NQS domains AND report 2ach
Dec 31, 2016) Measures istry. measure for at keast 50 percent of te EF's Medicare Part B FFS patients seen dur-
ing the reporting peniod to which the measure applies. Of the measures reported, if
the EP ssea at least 1 Medicare patient in a face-to-face encounter, the EP will re-
paort on at least 1 measure contained in the PORS cross-cutting measure sat. If less
than @ measurss apply to te EF, the EP would report on each measure that is ap-
plicable, AND report each measure for at least 50 percent of the Medicare Part B
FF5 patients s=en during the reporiing pericd to which the measure applies. Maas-
ures with & 0 percent performance rate would not be counted.
12-month (Jan 1- | Individual Direct EHR Prod- | Report @ measures covering at least 3 of the NOS domains. If an EP's direct EHR
Dec 31, 2016) Measures uct or EHR product or EHR data submission vendor product does not contain patient data for at
Data Submis- l=ast & measures covering at least 3 domains, then the EP would be required to re-
sion Vendor port all of the measures for which there iz Medicare patient data. An EF would be
Product. raquired to report on at least 1 measure for which there is Medicare patient data.
12-month (Jan 1- | Measures Qualified Reg- Report at least 1 measures group AND report each measures group for at least 20 pa-
Dec 31, 2016) Groups: istry. tisnts, the majority (11 patients) of which are required to be Medicare Part B FFS
patients. Measures groups containing a measurs with 8 0 percent perfomance rate
will not be counted.
12-month (Jan 1- | Individual Qualified Clinical | Report at least 9 measures available for reporting under a QCDR covering at least 3
Dec 31, 2016) PORS Data Registry of the MQS domains, AND report each measure for at least 50 percent of the EF's
MEasuras (QCDR). patients. Of these measures, te EF would report on at least 2 outcome measures,
and/or non- OR, if 2 outcomes measures are not available, report on at least 1 outcome meas-
PORS ures and at least 1 of the following types of measures—resource use, patient experi-
MEasUrss enca of care, efficiency/appropriate use, or patient safety.
reporiable
wia 8 QCDR

TABLE 2B—SUmMMARY OF REQUIREMENTS FOR THE 2018 PQRS PAYMENT ADJUSTMENT: GROUP PRACTICE REPORTING
CRITERIA FOR SaTisFACcTORY REPORTING OF QuaLTY Measures Data via THE GPRO

Reporting Pericd | Group Practice Size | Measure Type H-apcrnl:lgmMadﬁa Safisfactory Reporting Criteria
12-month {Jan 2500 EPs; 100+ Inedlivichuz] Web Interface ... | Report on all measures included in the web interface; AND
1-Dec 34 EPs (if "“CAHPS GPRO Meas- populate data fields for the first 248 consscutively ranked
20186). for PORS doss ures in the and assigned beneficiaries in the order in which they ap-
ot apply). Web Interfacs. pear in the group’s sample for each module or preventive

care measure. If te pool of eligible assigned beneficianes
ig less than 248, then the group practice must report on
100 percent of assigned beneficiarias. In other words, wa
understand that, in some instances, e sampling method-
ology we provide will not be able to assign at least 248
patients on which a group practice may report, particularly
those group practices on the smaller end of the range of
25-99 EPe. If the group practice is assignad less than 248
Medicare bensficiaries, then the group pracfice must re-
port on 100 percant of its assignad bensficiaries. A group
practice must report on at keast 1 measure for which thare
i Medicare patient data.

28



Appendix 2 — PQRS Reporting Requirements - Continued

TABLE 2B—SUmMMARY OF REQUIREMENTS FOR THE 2018 PORS PAYMENT ADJUSTMENT: GROUP PRACTICE REPORTING
CRITERIA FOR SATISFACTORY REPORTING OF QuaLTy MeasuReS Data via THE GPRO—Continued

Reporting Pericd

Group Practice Size

Measure Type

Reporting Mecha-
nism

Safisfactory Reporting Critaria

12-month (Jan
1-Dec 31,
2016).

12-month (Jan
1-Dec 31,
2016).

12-month (Jan
1-Dec 31,
2016).

2500 EPs that
elect CAHPS for
PORS; 100+ EPs
(if CAHPS for
PQRS applies).

200 EPs; 100+
EPs (if CAHPS
for PORAS does
reot apply).

2-99 EPs that elect
CAMPS for
PQRS; 100+ EPs
(if CAHPS for
PQRS applies).

2-09 EPs; 100+
EPs (if CAHPS
for PORS does
reot apply).

299 EFs that elect
CAHPS for
PORS; 100+ EPs
(if CAHPS for
PORS applies).

Individusal
GPRD Meas-
ures in the
Web Interface
+ CAHPS for
PORS.

Individual Meas-
ures.

Individual Meas-
ures +
CAHPE for
PORS.

Individual Meas-
uras.

Individual Meas-
uras +
CAHPS for
PORS.

‘Web Intarface +
CME-Certified
Survey Vendor.

Qualified Registry

Qualified Registry +
CMS-Certified
Survey Vendor.

Direct EHA Product
of EHR Data
Submission Ven-
dor Product.

Direct EHA Product
of EHR Data
Submission Ven-
dor Product +
CMS-Certified
Survey Vendor.

The group practice must have all CAHPS for PORS sunvey
measures reported on its behalf via a CMS-certified survey
vendor. In addition, the group practice must report on all
measures included in the Web Interface; AND populate
data figlds for the first 248 consecutively ranked and as-
signed bensficiaries in the order in which they appear in
the group’s sample for each moduls or preventive cars
meazure, If the pool of eligible assigned bensficiaries is
less tham 248, then the group practice must report on 100
percent of assigned beneficiaries. A group practice will be
required to report on at least 1 measure for which there is
Medicare patient data.

Pleass note that, if the CAHPS for PQRS survey is applica-
ble to a group practice who reports quality measures via
the Web Interface, the group practice must administer the
CAHPS for PORS survey in addiion to reporting the Web
Interface measures.

Report at least & measures, covering at least 3 of the NOS
domains. Of these measures, if a group practice sees at
least 1 Medicare patient in a facs-to-face encounter, the
group practice would report on at least 1 measure in the
PORS croass-cuting measure set. If less than 3 measures
covering at least 3 NOS domains apply fo the group prac-
tice, the group practice would report on each measure that
is applicable to the group practice, AND report each meas-
ure for at least 50 parcent of the group’s Medicare Part B
FF5 patients s=en during the reporting period to which the
measure applies. Maasures with a 0 percent performance
rate would not be countad.

The group practice must have all CAHPS for PORS survey
measures reported on its behalf via a CMS-certified survey
vendor, and report at least & additional measures, outside
of the CAHPE for PORS survey, covering at least 2 of the
NQS domains using the gualified registry. If less than 6
measures apply to the group practice, the group practice
must report on each measure that is applicable to the
group practice. Of the addifional measures that must be
reported in conjunction with reporting the CAHPS for
PORS survey measures, if any EP in the group practics
sees gt least 1 Medicare patient in a face-to-face encoun-
ter, the group practice must report on at keast 1 measure
in the PORS cross-cutfing measure set.

Report @ measures covering at least 3 domains. i the group
practice’s direct EHR product or EHR data submission
vendor product does not contain patient data for at least O
measures covering at least 3 domains, then the group
practice must repart all of the measures for which hers is
Medicars patient data. A group practice must report on at
least 1 measure for which there is Medicare patient data.

The group practice must have all CAHPS for PORS sunvey
MEIEUTES on its behalf via a CMS-cartified survey
vendor, and report at least & additional measures, outside
of CAHPS for PORS, covering at least 2 of the NOS do-
mains using the direct EHR product or EHR data submis-
sion wendaor product. i less than & measures apply to the
group practice, the group practice must report all of the
measures for which $ere is Medicare patient data. Of the
additional 8 measures that must be reported in conjunction
with reporting the CAHPS for PORS survey measures, a
group practice would be reguired to report on at least 1
measure for which thers is Medicare patient data.
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Appendix 2 — PQRS Reporting Requirements - Continued

TaABLE 2B—SuMMARY OF REQUIREMENTS FOR THE 2018 PQRS PAYMENT ADJUSTMENT: GROUP PRACTICE REPORTING
CRITERA FOR SaTISFACTORY REPORTING OF QuaLTy MeasuRes Data via THE GPRO—Continued

Reporting Period | Group Practice Size | Measure Type HamngMama- Safisfactory Reporting Criteria
12-month {Jan 24+ EPE .o | Inddiviciual Qualified Clinical Report at least 9 measures availzble for reporting undsr a
i1-Dec 31, PORS maas- Data Registry QCDR covering at least 3 of the NOS domains, AND re-
20186). ures andor {QCDRA). port each measure for at least 50 percent of the group
non-PQRS practice’s pafients. Of these measures, the group practice
MEAsUras re- would report on at least 2 outcome measures, OR, if 2
portable via a oufcomes measurss are not available, report on at least 1
QCDA. outcome measures and at least 1 of the following types of
meaEurss—esoUnce use, patient experience of care, effi-

ciency/appropriate use, of patient safety.
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Appendix 3: Individual Quality Cross-Cutting Measures for the PQRS Beginning in 2016

TABLE 29: Individual Quality Cross-Cutting Measures for the POQRS to be Available for
Satisfactory Reporting via Claims, Registry, and EHR beginning in 2016

[11]

NS Dinmain Measure Title and Deseription’

Measure
Sreward

MNOF!

PORS

WS
E-Measure

Reparting
Programs

e
=
=
=4
=
s
=
=

Preventive Care and Sereeni althy Aleohnl Use:
Sereening & Briel Counseling: Percentage of patsents aged 18
wenrs and alder wha were screened nt least once within the last
24 wwmths for unbealthy alechol use usn C
sereening method AN wha received brief counselin
slemtified a5 an unhealthy aloobol wser.

This measure wis propased as a cross= American
PORS for CY 2006 as it represents a Medical
. unbiealthy alcohol nse that most EPs [l Associntion
pALFi . Community! docament 1 ensune naintenancs for this risk, and is applicable Physician
MiA Populatson . PR N
] ] P o most Medicare nduli patienis Cansortiem
Health N
[0
While several commenters agreed this measure was Performance
appropriately classified as cross-culling, one commseniar lmprovemsent
suggested this measure be delayved for implemensation as cross-
cultmg B allow providers Lime 1o standandess docamentation
processes. CMS continues to believe this is a broadly
npplicable measure reportable by seveml provider types omd
alould b relatively easy for providers o document. For this
reascn, CMS is fimalizing iis proposal to make this measure
reporiahble 35 8 cross-colling measure for 2016 FORS.
Breast Cancer Screening: Percenlage of women 50 through
74 years of age who hod a mammagram fe sereen for breast
cancer within 27 months,
This mensure has been reportable throwgh PORS for 8 years
and was finalized for reporting thro WS, Fegisiry,
GPRO and mezsares group in the PORS inthe CY 2003 PIS
final mule (77 FR69237).
This measure was progesed as a cross-cullng measune for
PORS far CY 20006 05 it represems o screening assessment for
breast cancer that most EPs may perform, assess, and docament ational
. B o ensure maimtenance For this risk, and is applicable te most o o
L yaseg | BMREe O icare female adult patien ot far | ez
12 Clinienl Core Cuality
Severnl commeniers ngreed this measure was appropristely Faguran o
classified as cross-cutting. One commenter suggested tlat
i I witimg “mny be viewed as an
he frequency of screening and
may eompromise patient eare”. CMS believes thar desipnating
A measure a5 cross-culting would ool impact patienl aoces Ky
appropriate care. CMS believes that providers should adhere o
clinical guidelines and not treat patients hased an guality
peasures. CMS continues to believe this is a broadly applicable
mensure repariable by a number af providers. For these
reasoms, CME 15 Tinalizing s proposal o melude this measure
a5 eross-cutting beginning in 2016 for PORS.
Falls: Risk Assessment: Percentage of paticids aged 435 yoars Mational
und older with a history of Falls who had o risk assessment for Committee for
falls completed within 12 menths, Crigaliy
aloly Assurmnoe
154 MNiA Patient Safety This measure has boen reportable through FORS for 7 years American
N nnd was #ed For reparting throagh claims and regisi Medical
the PORS in the O 2003 PFS final rele (77 FR 622320, In the Adsociation -

O 23 PES final mle, this mensure was finalized for ihe Physician
addition of messures proup repor Cansartium
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Appendix 3: Individual Quality Cross-Cutting Measures for the PQRS Beginning in 2016 -
Continued

£ : Eow
z® |w g tE = FE
SE |F E2| NOSDomain Measire Title and Deseription’ £z STt
FT |2 £: L B
= - 222
=l
for
This measure was proposed & cross-cuiling measune for Performance
PORS for CY 2006 PFS as it is applicable 1o a variety of Improvensent
physician specialties and shauld be mtegrmted into the standond
of cane for providers who serve patients with a history of falls.
Commenters agreed this measure was appropriately classilied
s cross-cutting. For this reason, CMS is finalizing its proposal
oy make this messure reportable a5 & cross-cutling messare for
2016 PORS.
Falls: Plam of Care: Percentage of patients aged 65 vears and
older with n histary of flls who kad a plan of cane for flls
docurmented within 12 noriths.
Nati
This measure has been reportable through PORS for 7 years . a“.onaj
. ) . = : . Committes for
arud was finalized for reporting through clains and registry in Chulity
thi PORS in the ©Y 2003 PFS final rule (77 FR 6923733 In the Asmmn’u,
CY 2005 PFS final rube, this measure was finalized for the American
' Communication | addition of measares group reporting .
alan . . Iedical
MA and Care Loy
1535 - P —_— - Assaciation —
Coardingtion This measure was proposed ns A cross-culting mensare for N
S i . L . Physician
PORS for CF 2016 as it s applicable e a varety of physician Comsortiem
S bes and should be infegrated ino the standard of cane for : for
providers who serve patisnls with a histary of [alls
‘ Performance
Cammenters ngreed this measure was approprintely classified Imgrovenwent
as crnss-cutting. For this reason, CMS is finalizing its proposa)
ter make this measure reporinble as a cross-cutting measare for
i PORS.

¥ Measure details including tiles, descriptions and measune owoer milommation may vary dusing a parcular program year. Thes is due lo the
timing of measure specification preparation and the measure versions used by the varicus reporting optiens/methods. Please refer to the measare
specilications thal apply for each of the reparting aptions’'methods Tor specilic measere details.
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Appendix 4: New Quality Measures and Those Included in PQRS Measures Groups

Beginning in 2016

TABLE 30: New Individual Quality Measures and those Included in Measures Groups for

the PQRS to he Available for Satisfactory Reporting Beginning in 2016

Measure Title
and Description *
{Imelwdes
Numerator,
Dremominator,
Exclusion
Criterka, and
Exveptions

U formnaa i §

MOS Domain

Adult Kidney
Disease: Referral
o Hospice:
Feroeniage of
patients aged 18

end-singe renal
disense (ESRIN
wha withdraw
from hemodialysis
or perttonesl
dialysis who are
referred o hospice

care.

2 E MAP
Recommenidation
and NFRM
Rationale

Encourage
Continwed
Development

Although this

measure is nod

exception
anithority uder
secin
B4R N NN
af the Act o
propase ihis
mieasure because &
Teasible aid
practical measure
has not been

Fublic Commenis

and Hesponses

Several commenters
supponted the
mehasion of this
mzasure i PORS.
However, ane
commenter was
coieried the
nephralogist will
have to engnge
palliative care
providers prior to the
decision 1o withdraw
from dealysis and that
nod all patienis wha
o referred 1o
hospice cloose 1o
immediately
withdraw from

Measure
Stewarid

Henal Physscians

L
£
Z
=
it
2
E

‘enmilor (U5V)

PRO Web Interface

Measures Groups

Diecember 31,

SEC1hn
IBABIEHIHC W
af'the Act

Cilder Adulis™ in
Table 23 at &) FR.
A 18532 througl

Person and endorsed by the dialysis. CMS ::::::::m
X NOF that has contines o believe
NAS Caregiver- heen submitied o | this is o valuable Medical |
43 Nia L-mwr.ﬁ] the measures encasure that fills & Assocition -
Experience and licatio climical gap in the ‘h\.ﬂcm_n
Clutenmes application ¥ Eap ¢ Comsortiuim for
parinership. This program, As N )
Performance
IMEASUIE SUP TS anclseated in the I i
imerdisciplinary (USRI Mprovemen
coMmmnECAtion specificnation, this
hetween EPs Feddnre 5 asessing
providing if a referml to
pallintive care w hospice &5 made for
Medicare patients, | those patienls wlho
This measure fills | withdraw from
& climical gop in dialysis and as such
the progranm, as il LS does nol
aldresses believe pallistive cane
pallintive care, must be engnged
prior 1o this decision,
For these reasons,
CMS & finalizing
this measwre fior
reporting in 26
FORS
Age Appropriate | Encourge The title of this
Sereening Continwed measure has been Amceican
Colomsseapy: The | Development upsluted since R enierologi
pereentage of appearing in the CY _f"l"'krr_"'"_“ff &l
patients greaser Although this 2016 PFS propesed l-‘ILImJurhi:-:wn o
WA Efficiency and than RS vears of meEasure is nit rul-\f {origmaldly :"m.’ch for
439 i Cnsd R\.-:I;u.'l:inll age “h". received NQF-endarscd, we Em“lt‘d Eiil!-ll'l'\rmh.'\llniﬂ
0 SEICEnIng ATE EXCTCIZING far Unnecessany End -
eolanoscapy from | excepiion Scresning ! l:““ Py
Jamuary 1wy antlsority under Coloneseopy in American

College of
Giasimoenierobogy
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Appendix 4: New Quality Measures and Those Included in PQRS Measures Groups
Beginning in 2016 - Continued

Measure Title

and Descripiion
(Includcs 2015 MAP o L
Mumeralor, e duii Puhlic € ™ i - E
NOS Domain Denominator, commendation ublic Cammen Measure £ z £
Erelusian and NPRM amnil Respiises Steward 14 2
z Criteria, and Raticnale # E = B £
— & b X - HEE R F
5 = = Exceplions =|EE ] = T
2 Imformatinn Sld = | =
A = -4 =
propose ths ATEST) and confionms
measure because n | io the measure
feasible and sbewand s mast
|'ll8|.'l|!.‘ﬂ| MCASAIG CURCHE MCAs e
hns not been specification
endorsed by 1hi Commeniers
MWOF that has supported the
been submitied 10 inclusion of this
ihe measures. mzasure in FORS
application and urged CMS 1o
partierabip. This ENCOUrAgs MeEasun:
mzsare fills a developers o obiain
climical comeept MOF semlarsement 2

gap in the PORS. so0d as poasible.
as it nddresses the | CMS is exerising

avere of Qur Exceplion
colonseopy authority under
which further section

addresaes 1E4B(kH WO Wi b of
efficieney and eost | ihe Act in finalize
aspects of health this messure becanse

cane, a feasible ard
praciical measune has
mit been endorsed by
Al MNOF fora
specilied Wi, as
long as due
consideration is given
o Fngasures thal have
heen endorsed or
adapted by &
CORECTISNS
arganization
idbemilied by the
Sepretary. Another
coTTEnier was
concermed with CMS
mol propasing this
mazasure for claims
TEpoting option,
moting that not all
eligible professionals
hove the resourees to
Implensil regsiry
reporting. U5
appreciates the
COMMEALT S
concerns and believes
that exclusion of the
claims-based
reparting sption will
nol negatively impact
a significant numiber
af providers reporting
ithis measure. For
these reasons, CMS
s finalezing this
mezasure for regisiry
meparting in 26
RS
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Appendix 4: New Quality Measures and Those Included in PQRS Measures Groups
Beginning in 2016 - Continued

Measure Title

and Deseripibon z
Eﬂ:ullt:::or 2015 MAP E §
= NOS Domain .I}fnominql;r Il.ﬂ'umm.emluliun Fublic Commenis Measure :' E rE-
# Frclusion and NPRM and Responses Steward é 23
el 2 Criteria, and Ratia EENE E
3: - Exceplions AEIEIEE
iz Information HElE -
Anesthesiology Encourage Severnl commeniers
Smaking Cantinued were concernied with
Abstinence: The Dievelopment this measure
percentage ol Although this proposed as regisiny
cument smokers measure is nol only reporting aptien,

whi abstain from MOF-endorsed, we | noting that not all
cigareties prior to are exercising aur | eligible professionals

anesthesia on the exception harve the respurces 1

day of elective anthority under imiplement regisiry

SUrgery ar section repading, CMS

procedure. TRAR K2 HC i) appreciates the
of the Act w commemers”
propose his eomcerns and believes
measure beenuse a | this measure heing
leasible amd repantable by regisiny
praciical measure only will pod American

MIA Effective has nat been negatively impact 8 Society of ¥
Climical Carc endorsed by the significant mumber of | Anesthesiologist

MOF thai has provicers, 1t is 5
been submited CME's goal o lower
the mensunes the data error rte and
application docrense provider
partmership, This burden, For these
s g clincally reasons, UM 15
suppars positive fimalizing this
oenmies for measure for reporting
patients in ol PORS,

wnclergping
ancsthesia. This
measure supparts
a gap in reporting
for EPs whir
practice m
anesihesin.
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Appendix 5: Shared Savings Program Quality Measure Set

E 45; Measures for Use in Establishing Quality Performance Standards that ACOS Must Meet for Shared Savings

Pay for Performance Phase
In
Al N WO A s e Mlethod of Iata R — Reparting
Dugmala Measure Mensare Thls New Medsure Strward Submissian P - Performance
3
A BT
ACD -1 CAHPS; Geiting Timely Cane, Appoindmenis, aad [nformaticn :}’:LS@HM Survev B P P
ACO -2 CAHPS: Flow Well Your Dociors Commumnicbe T:ﬁ;[:ﬂﬂﬂﬁ Survey R » P
ACO- 3 CATPS: Patients” Rating of Dactar ':I(i:;aoflllﬁ Survey R I P
CAHPS: Access e Specialists RAIF & o
PatiendCaregier | 0% CMSATRG Survey R r r
Expericnee — CAHPS: Healih Promotion and Cducaiion ROF AREA . X
ACD-5 CISAHRG Rurvey 2 ™ P
y CAHPS: Shared Decision Making NOF #NEA = |
ACO -6 CMS ARG Survey R " P
. CANPS: Heshh States Functiong Sastis [CEEETNEY .
ACO-T Chis ARG Survey R R [
CAHPS: Stewardship of Patient Resources WOF AhiA |
ACD =34 CMISIAHRD survey B P r
A - Risk-Stamlandised. All Condilion Remdmission mlm] MOF #1789 Clalms " " P
Skilledt hursing Facility 30-Day AlCause Readmisshon Measire Addapited NOF #2510
ACD-15 | (SMFRM) ChS Claime R R r
ACO - 18 All-Camse Unplanmed Admissions Gar Fatients with Dabates I-.Elll'ii'l B Claliis R R P
ACD 37 All-Camse Unplanmed Admissions for Paticats with Hearm Failure :ﬂ?mn Clains R R P
All-Cawse Unplonned Admissions for Patienss with Multiple TOFATAD -
- ALIE | Choic Conditions CMS Flairs k k ¥
i Eay “Ambulutory Sensitive Conditions Admssions: “Adapied NOF #0275
s ACD .0 Lh:\mlul‘mammiu Palimsmary [isease or Asihma in Chder AHRC} Claims R P P
S AHRCY Prevention Cuadily Iadicator {PTH1 85)
Ambalmory Sensitive Conditions Admissions: Sudapiod NOF #0277
ACO-10 | Heart Failare AHRE} Claimes K " L
(AHRCY Prevention Cuality Indicaior {(F0H) 88 }
Percend of PCPs who Successfully Meel Meaningfial Use HOF AREA EHR Iscentive
ACD =11 " i H E " "
Raguangrimmls ChS Progriam Reporting
ACD -0 Diogurimentation of Curvest Medicatons m the Medicl Recand FE;'D-II? UM Wb Interface R » P
ALO- 13 | Falls: Serceneng for Feture Fall Risk NOF #0101 CMS Web Interlace [0 [ [
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Appendix 5: Shared Savings Program Quality Measure Set — Continued

Proventive Care and Sereenmg: Tnilsenes [m

nizalion

CME Weh Inierface

ACDI- 14
ACO— 15 Preumonia Vaccinaion Stams for Clder Adulis WS Weh Inierfaee '
ACD— 16 Preventive Care and Screenime: Body Mess Index (BMID) WS Web Inierlace R
_ Sereening and Fellow Up
ACO 1T Priventive Cane and Sereenmg: Tobacoo Use: Sereenmg aml MOF #0028 UM Wb Interfwe i
Cessation Intervention AMA-PCEI
- Preventive Care and Sercenmg: Soreening for Clinkcal MOF #0414 CMS Weh Inlerlace
Preventive Heakh ACD- 18 I 1on and Toll p Plan CME [H]
ACO—19 Codarectal Cancer Screenimg m?atﬂﬂi! Chi% Weh Inierfice i
ACO—10 Bresst Camcer Screeming NNLCI[MF\A CMS Weh Inlerface i
ACTH- 1] Froventive Care and Seroening: Screening For High Bloosd CMS CMS Wb lnlerfacs R’
! " PPressune and Fallow-up Dncumenied
ACD - 42 Seatin Thernpy for the Prevestion and Treatment of WOF ETHDY CMS Wk "
B Cardievascular [visease Chis Interface
Clinical Care For At Diepression Remission #t Twelve Months RHOF #0710 Chi% Weh Imterface
Risk Papulatior - ACD 40 MNCM 14
Depression
Dinbestes. Comgesine (AL ar Molsing Scoring i MHF #0015 CMS Web Inierfes
MO (imdividual R
Clinical Care Bar At ADO-I7 AL - 27 Dhabelis Mellius. Homigbobin Al Poor Contnel sl |
Risk Papularior - )
ahetes ACTr = 41: Diabetes: Eye Exam WIE #OHISS CMS Web Interiace
AT 41 RO (mdividual R
compament
Clineal Care Far At Hyperiension { TR} Contralling High Blood Pressane ROF SR CMS Web Inlerface
Risk Papularior - ACD -8 LR, I
Hivpertension
Clinical Care for At Ischemic Vasculnr Disense (1VDy Use of Aspinin or Another MOF #0064 Chi% Weh Interfice
Risk Papulatior - o Antithromibolc MDA
Ischemie Vaseoar ALL-30 f
Dliszase
Clinical Care For At Heari Failane (HF ) Bem-Blocker Therapy for Left Veniricular WOF AR WS Weh Imerface
Rk Papukation - ACD - 31 Syatolic Dysfunction (LY 500 AMA-PCF] B
Heart Failure
CMS Web Interlave
MO # O
linical Care far At Angstensi-Converting Enzyme (ACE] Inhibdtor or ACT
Feisk Popalativns — Angicdensin Recepsar Hlocker [ ARB) Theragy — for
Coranary Arien ACO-33 patients with CAD and Diabetes or Lelt Ventricular R
Diseass Syatndie Dyvsfinenion | LVEF-=40%)
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Appendix 6: Domain Measures and the Total Points and Domain Weights within Quality
Performance Standard

TaBLE 44—MNumeer oF MeasURES aND ToTaL PoinTs FOR EacH Doman WiTHIN THE QUALITY PERFORMANCE

STANDARD
Number of Total Domain
Domain individusal Total measurss for scoring purposes possible waight
measures points
Patient'Caragiver Experience ... 8 | B individual survey module measures .. 18 25%
Care Coordination/Patient Safaty 10| 10 measurss. Mote that the EHR me 22 25%
double-weightad (4 points)
Preventive Health ... 9| DOmeasures .o 18 25%.
At-Risk Population .. 7 | & individual measures, plus 2 2-component dia- 12 26%
betes composite measure, scored as one..
Total in all DOMEINS ..o e B S 63 100%
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Appendix 7: Requirements For The 2018 PQRS Payment Adjustment: Group Practice

Reporting Criteria For Satisfactory Reporting via the GPRO

TABLE 2B—SUMMARY OF REQUIREMENTS FOR THE 2018 PQRS PAYMENT ADJUSTMENT: GROUP PRACTICE REPORTING
CRIMERIA FOR SATISFACTORY REPORTING OF QuaLTY Measures Data via THE GPRO

Repaorting Period

Group Practice Size

Measure Typa

Reporting Mecha-
nism

Satisfactory Reporting Criteria

12-month {Jan
1—Dec 31,
2048).

25-09 EPs; 100+
EPs (if “CAHPS
for PORS does
niat apply).

Individusal
GFRO Meas-
ures in the
Web Interface.

Web Interface ...

Report on all measures included in the web interface; AND
populate data fislds for the first 248 consecutively ranked
and assigned beneficianes in the order in which they ap-
pear in the group’s sample for sach module or preventive
care measure. If the pool of eligible assigned beneficianss
is less than 248, then the group practice must report on
100 percent of assigned beneficiaries. In other words, we
uniderstand thet, in some instancas, e sampling method-
ology we provide will not be able to assign at least 248
pafients on which a group practice may report, particularhy
those group practices on the smaller end of the range of
2509 EP=. If the group practice is assignad less than 248
Medicare bensficiaries, then the group pracfice must re-
port on 100 percent of its assigned bensficiaries. A group
practice must report on at least 1 measure for which thare
is Madicare patient data.

Reporting Pericd

Group Practice Size

Meazure Type

Reporting Meacha-
nism

Safisfactory Reporting Criteria

12-month {Jan
1-Dec 34,
2018).

12-month {Jan
i-Dec 34,
2016).

12-month {Jan
1-Dec 31,
2016).

12-month {Jan
1-Dec 34,
2018).

12-month {Jan
1-Dec 34,
2018).

25-09 EPs that
elect CAHPS for
PQRS; 100+ EPs
(if CAHPS for
PORS applies).

290 EPs; 100+
EPs (if CAHFS
for PORS does
niat apply).

2-00 EPs that elect
CAHPS for
PQRS; 100+ EP=
(if CAHPS for
PORS applies).

2-90 EPs; 100+
EPs (if CAHPS
for PORS does
not apply)

2-09 EPs that elect
CAHPE for
PQRS; 100+ EPs
(if CAHPS for
PORS applies).

Individual
GPRD Meas-
ures in the
Web Interface
+ CAHPS for
PORS.

Individual Meas-
ures.

Individual Meas-
ures +
CAHPS for
PORS.

Individual Meas-
ures.

Individual Meas-
ures +
CAHPS for
PORS.

Web Interface +
CME-Certified
Survey Vendor.

Qualified Registry

Qualified Registry +
CMS-Certified
Survey Vendor.

Direct EHR Product
or EHR Data
Submission Ven-
dor Product.

Direct EHR Product
or EHR Data
Submission Ven-
dor Product +
CMS-Certified
Survey Vendor.

The group practice must have all CAHPS for PORS survey
measurss reported on its behalf via a8 CMS-certified survey
vendor. In addition, the group practice must report on all
measures included in the Web Interface; AND populate
data fislds for the first 248 conssecutively ranked and as-
signed beneficiaries in the order in which they appear in
the group's sample for each module or preventive cars
measurs. If the pool of eligible assigned bensficiaries is
less than 248, then the group practice must report on 100
parcent of assigned beneficiaries. A group practice will be
requirad to report on at least 1 measure for which there is
Medicars patisnt data.

Please note that, if the CAHPS for PORS survey is applica-
ble to a group practice who reports quality measures via
the Web Interface, the group pracfice must administer the
CAHPS for PQRS survey in addition to reporting the Web
Interiace measures.

Report &t least § measures, covering at least 3 of the NOS
domains. Of these measures, if & group practice sees at
least 1 Medicare patient in a face-to-face encounter, the
group practice would report on at least 1 measure in the
PORS cross-cuting measure set. If less than 3 measures
cowvering at least 3 NOS domains apply fo the group prac-
tica, the group praciice would report on each measure that
is applicable to the group practice, AND report each meas-
ure for at least 50 parcent of the group’s Medicare Part B
FF5 patients s==n during the reporiing pericd to which the
measurs appliss. Measures with & O percent performanca
rate would not be counted.

The group practice must have all CAHPS for PORS survey
measures reported on its behalf via a CMS-certified survey
wendor, and repaort at least & addiional measures, outside
of the CAHPE for PORS survey, covering at least 2 of the
MQE domains using the gqualified registry. If less than 6
measures apply to the group practice, the group practice
must report on each measure that is applicable to the
group practice. Of the addifional measures that must be
reported in conjunction with reporting the CAHPS for
PORS survey measures, if any EP in the group practics
sess at least 1 Medicare patient in 2 face-to-face encoun-
ter, the group practice must report on at keast 1 measure
in fhe PORS cross-cutfing measure set.

Report 9 measures covering at least 3 domains. i the group
practice’s direct EHR product or EHR data submission
vendor product does not contain patient data for at least 0
measures covering at least 3 domains, fhen the group
practice must report all of the measures for which there is
Medicare patient data. A group practice must report on at
least 1 measure for which there is Medicare patient data.

The group practice must have all CAHPS for PORS survey
measurss reported on its behalf via a8 CMS-certified survey
vendor, and report at least & additional measures, outside
of CAHPS for PORS, covering at least 2 of the NOS do-
maing using the direct EHR product or EHR data submis-
sion vendor product. i less than & measures apply to the
group practice, the group practice must report all of the
measurss for which Sere is Medicare patient data. Of the
additional 6 measures that must be reported in conjunction
with reporting the CAHPS for PORS survey measures, a
group practice would be required to report on at least 1
measure for which thers is Medicare patient data.

39



Appendix 7: Requirements For The 2018 PQRS Payment Adjustment: Group Practice
Reporting Criteria for Satisfactory Reporting via the GPRO - Continued

TaBLE 2B—SumMmaRY OF REQUIREMENTS FOR THE 2018 PQRS PAYMENT ADJUSTMENT: GROUP PRACTICE REPORTING
CRITERA FOR SATISFACTORY REPORTING OF QUALITY MeasUReS DaTa wia THE GPRO—Continued

Reporting Period | Group Practice Size | Measure Type HEmﬁig.an' Safisfactory Reporting Criteria
12-month (Jan 2+ EPs | Individual Qualified Clinical Report at least 8 measures available for reporting under a
1-Dec 31, PORS meas- Data Registry QCDR covering at least 3 of the NOS domains, AND re-
2018). ures andior {QCDR). port each measure for at least 50 percent of e group
non-PORS practice’s patients. Of these measures, the group practice
MEasuras re- would report on at least 2 outcome measures, OR, i 2
portable via a oufcomes measures are not available, raport on at least 1
QCDAR. oufcome measures and at least 1 of the following types of
messures—resource use, patient experience of care, effi-

ciency/sppropriate use, or patient safety.
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Appendix 8: Requirements for 2018 PQRS Payment Adjustment: Individual Reporting
Criteria for Satisfactory Reporting via Claims, Qualified Registry, and EHRs and Satisfactory
Participation Criterion in QCDRs

TABLE 27—SUMMARY OF REQUIREMENTS FOR THE 2018 PQRS PAYMENT ADJUSTMENT: INDIVIDUAL REPORTING CRITERIA
FOR THE SATISFACTORY REPORTING oF Quaumy Measures Data wia CLams, Quanren ReaisTRY, ano EHAs
AND SATISFACTORY PARTICIPATION CRITERION 1N QCDRS

Reporting pericd | Measure type Hepo;ﬁ:lgmmed'r Satistactory reporting/safisfactory participation criteria
12-manth {Jan 1- | Individuzl Claimg ................ | Report at least 9 measures, covering at least 3 of the NOS domains AND report each
Dec 31, 2016) Measurss measure for at least 50 percant of the EF's Medicare Part B FFS patients seen dur-

ing the reporting period o which the measure applies. Of the measures reported, if
the EP sses at least 1 Medicare patient in a face-to-face encounter, the EP will re-
paort on at least 1 measure contained in the PORS cross-cutting measure set. If less
than @ measures apply fo fe EF, the EP would report on each measure that is ap-
plicable), AMD report each measure for at least 50 percent of the Medicare Part B
FFS patients s==n during the reporting pericd to which the measure applies. Meas-
ures with & 0 percent performance rafe would not be counted.

12-manth {Jan 1- | Individuzsl Qualified Reg- Report at least 9 measures, covering at least 3 of the NOQS domains AND report each
Dec 31, 20186) Measures istry. measure for at least 50 percent of the EF's Medicare Part B FFS patients seen dur-
ing the reporting peniod to which the measure applies. Of the measures if

the EP sses at least 1 Medicare patient in a face-to-face encounter, the EP will re-
port on at least 1 measure contained in the PORS cross-cutting measure set. If less
than @ measurss apply to the EP, the EP would report on each measurs that is ap-
plicable, AND report each measure for at least 50 percent of the Medicars Part B
FFS patients se=n during the reporfing period to which the measure applies. Meas-
ures with & 0 percent performance rafe would not be counted.

12-manth {Jan 1- | Individuzl Diract EHR Prod- | Report @ measures covering at least 3 of the NOS domains. If an EP's direct EHR
Dec 31, 2016) Measurss uct or EHR product or EHR data submission wendor product does not contain patient data for at
Data Submis- least O measures covering at least 3 domains, then the EP would be required to re-
sion Vendor port &l of the measures for which there is Medicare patient data. An EF would be

Product. raquired to report on at least 1 measure for which $ere is Medicare patient data.
12-manth {Jan 1- | Measures Qualified Reg- Report at least 1 measures group AND report each measures group for at least 20 pa-
Dec 31, 2016) Groups istry. tients, the majority (11 patients) of which are required to be Medicare Part B FFS

patients. Measures groups containing a messure with a 0 percent perfommance rate
will not be counted.

12-manth {Jan 1- | Individuzsl (Qualified Clinical | Report at least 9 messures available for reporting under a QCDR covering at least 3
Dec 31, 2016) PORS Data Registry of the NQS domains, AND report each measure for at least 50 parcent of the EPs

MEasUrss (QCDR). patients. Of these measures, the EP would report on at least 2 outcome measures,
andfor non- OR, if 2 outcomes measures are not available, report on at least 1 outcome meas-
PORS ures and at least 1 of the following types of measures—resource use, patient experi-
MEasUrss enca of cars, efficiency/appropriate use, or patient safety.
reportable
via 8 QCDR
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