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Session Elements

APrevious sessionsd recap & &
view some converging themes and programs
for ambulatory care physicians

A A small -step start for a practice - CMS
Physician Quality Reporting System, eRx

A A bigger step with a potentially a much larger
return - CMS EHR Incentive Program
(meaningful use)

A The emerging role of RHIOs and the NYSDOH
OHITT
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IPRO provides a full spectrum of health care
assessment and improvement services that foster the
efficient use of resources and enhance health care
qguality to achieve better patient outcomes.
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Changing The Capabillities Of A Practice
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Population Manageme

ARegistries
AClinical data tracking
Alnformation exchange

Self-Management Electronic Health

Delivery System Redesi

. . Records & .

( Mersonalized care plans Information [ An-office care teams

' Aersonal health records Technol ACare management
HOnline goal setting too echnology AGroup visits

AOpen access

Decision Support

Aalerts and reminders
Guidelines
Aremplates
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Key Elements of a Medical Home

Provides Care that Is:
AAccessible
AComprehensive
AContinuous
ACoordinated
ACulturally Sensitive
AFamily Centered
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Variations On Description &

Measurement
A AAAHC A Most prevalent
< nationwide and
A AAFP germane for New
A CMS York is NCQA PCMH
A Joint Commission Focus mainly is structure
, (policies, procedures,
A URAC technical capability) and
A Various state PIDEESS
Tell us what you do, show
departments of us you do it
health Clinical focus on 3

self-selected conditions
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NCQA PCMH Data - December 2010*

NCQA-Recognized PCMH Sites

Growth of NCQA's PCMH Program
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A number of NYS commercial insurance pilots and NYS Medicaid provide
additional dollars to clinicians who attain PCMH recognition- Current range
is $27 per member per month.

*NCQA Standards for Patier@entered Medical Home (PCMH) 2011
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NCQA PCMH 2011

A Standards released i
January 31, 2011 A Standards

A Six standards and three Access/ continuity

levels of recognition Identify & manage

A Behavioral health clinical populations

condition required Plan &manage care

A Assessment of care for

high -risk or complex |
patients Track/coordinate care

Self-management support

A Patient -experience -with -c Performance |
measurement/ quality

are survey a component _
improvement
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Medical Home With A Plan Towards
A Greater Medical Neighborhood*

EXHIBIT 1

Prowvider Payment Reform Options To Support Change And Transformation To A Medical Home Model

Established practice: Provider paymeant
critical mass of patients, reform options
clinical processes, and staff

Practice redesign

Space and Access  Careprocess Technology — Visit Financial Enhanced FF5,
office design  design design design types models performance
J’ payment
Identity shift .,L
Web paortal, Enhanced Proactive E'-l!'ldhE'd
shared personal teams planned care episode
health records payment
Paradigm shift ¢
Accountable Patient- Citizen of Whole-person Population-based
population- centerad care health care comprehensive and global
basedcare neighborhood coordinated care payments

SOURCE Authors” analysis. woTe FFS is feefor-service

* Nutting P.,Crabtree B, Miller W et.al., Transforming Physician
Practices To Patief@entered Medical Homes: Lessons From the

IPRO| " improving Healthcare for the Common Good  National Demonstration Projedtith Aff. 2011;30(3):43915.




Starting With A Small Step

CMS Physician Quality
Reporting System & eRX
Incentive Program

A Next series of slides from a CMS Open -Door
Forum, March 2011

A Goto http://www.cms.qov/PORS/
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http://www.cms.gov/PQRS/

@ Physician Quality Reporting is a voluntary reporting
program that began in 2007 (originally called PQRI)

@ Eligible professionals (or group practices) who
satisfactorily report data on quality measures for covered
Physician Fee Schedule (PFS) services furnished to
Medicare Part B beneficiaries will qualify to earn an
iIncentive payment
® The incentive is a percentage of the eligible professional’s (or

group’s) estimated total Medicare Part B PFS allowed charges

@ Over time, the program has expanded the number of
measures and reporting options to facilitate quality
reporting by a broad array of eligible professionals

. DRAFT
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@ Eligible professionals

+ A list of eligible professionals who are able to participate in
Physician Quality Reporting is available on the program website
at http://www.cms.gov/PQRI

< Not all entities are considered eligible as they may be reimbursed
by Medicare under methods or fee schedules other than the
Physician Fee Schedule (PFS)

& e.qg., Federally Qualified Health Centers are not eligible to report
Physician Quality Reporting data because they are not reimbursed

under the PFS
¢ Eligible professionals include physicians, nurse practitioners,
clinical nurse specialists, physician assistants, physical
therapists, and many other health care professionals
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Additional incentive (0.5%) for Maintenance
of Certification Program

@ Reporting mechanisms for individual eligible
professionals

@ 1% incentive payment «<——

+ Claims
» Qualified registry
* Qualified EHR

@ Reporting periods for individual eligible professionals
» 12 months: January 1-December 31, 2011
« 6 months: July 1-December 31, 2011 (claims and registry-based
reporting only)
@ Individual eligible professionals may report individual
Physician Quality Reporting System measures or
measures groups

— DRAFT
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@ Affordable Care Act (ACA) (Section 10331, March 2010)

+ Provides Physician Quality Reporting incentives through 2014 and
added PFS reductions starting in 2015

< Authorized incentive payment amounts for each program year
< 2007 — 1.5% subject to a cap
< 2008 — 1.5%
< 2009, 2010 —2.0%
2011 - 1% Additional incentive (0.5%) for
& 2012, 2013, 2014 — 0.5% Maintenance of Certification Program

< Authorized payment adjustment to fee schedule amount beginning in
2015 for those who do not satisfactorily report

& 2015 -98.5%
<& 2016 and subsequent years — 98.0%

+ Supports public reporting of quality data

DRAFT

Improving Healthcare for the Common Good




@ Individual eligible professionals

¢ Claims
¢ Submission via a qualified registry
¢ Submission via a qualified EHR product
@ Selected group practices
¢ Group Practice Reporting Option | (GPRO |)
¢ GPRO Il
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| WANT TO PARTICIPATE IN 2011 PHYSICIAN REPORTING FOR INCENTIVE
PAYMENT

SELECT REFORTING METHOD
{Refer to the approprate Measure Specifications for the specfic reporting method(s) chosen for 2011 Physician Reporting)

12-MONTH REPORTING PERIOD R TG R

1A — 1243111

CLAIMS REGISTRY | EHR | | GPRO | | | GPRO N
3 &
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3 11
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PAYMENT

SELECT REPORTING METHOD

-,
."4"

CENTENS for MONCRRT & MEDCAD SEVEY

CR7S

| WANT TO PARTICIPATE IN 2011 PHYSICIAN REPORTING FOR INCENTIVE

{Refer to the appropnate Measure Specifications for the specific reporting method(s) chosen for 2011 Physician Reporting)

6-MONTH REPORTING PERIOD

T -1281m

12-MONTH REPORTING PERIOD
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REGISTRY
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Visit Documented in  Encounter Form Coding & Billin l

the Medical Record
g .m - “-“E

Analysis Contractor National Claims Carrier/MAC

| History File ’

Confidential Incentie
Report Payment 16
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<@ What is a registry?

¢ Captures and stores clinically related data submitted by the eligible
professional (or group practice)

* Registry submits information on Physician Quality Reporting System
individual measures or measures groups (or eRx measure) to CMS
on behalf of eligible professionals (or group practice)

@ Registries provide CMS with calculated reporting and
performance rates at the end of the reporting period

¢ Data must be submitted to CMS via defined .xml specifications
@ CMS qualifies registries annually

+ A list of qualified registries for 2011 Physician Quality Reporting/eRx
will be available by summer 2011 at:
http://www.cms.gov/PQRI/20 AlternativeReportingMechanisms.asp

25

DRAFT

Improving Healthcare for the Common Good




® CMS qualifies EHR vendors annually

@ List of Qualified EHR Vendors for the 2011 Physician Quality
Reporting and eRx Incentive Programs (including the specific
product(s) and version(s) that are qualified) is available at:
http://www.cms.gov/PQRI/20 AlternativeReportingMechanisms.

asp#lopOfPacge > Downloads

@® Using a qualified EHR, eligible professionals submit raw
clinical data to CMS and measures are calculated by
CMS

DRAFT
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@®GPRO I: self-nominated group practices with 200
or more eligible professionals
¢ Must have self-nominated by January 31, 2011

+ Complete pre-populated data collection tool for an
assigned set of Medicare beneficiaries

$ 26 total measures (4 disease modules + 4 individual preventive
care measures)
& Access to tool no later than first quarter of 2012
<2011 data submitted in 2012
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@®GPRO Il: group practices with 2-199 eligible
professionals (new for 2011)
¢ Must have self-nominated by January 31, 2011

* CMS will select approximately 500 groups meeting
the eligibility requirements
< Reported via claims (unless only applicable measures
group(s) is registry-only)
+ No data collection tool: will use:

< 2011 Physician Quality Reporting System Individual Measure
Specifications for Claims and Registry

© 2011 Physician Quality Reporting System Measures Groups
Specifications Manual
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@ 2011 reporting periods:
¢ 12 months (January 1-December 31, 2011)
¢ 6 months (July 1-December 31, 2011)
@ Submission period for 2011 data:
¢ Registry — 1st quarter 2012
¢ EHR — 18t quarter 2012

Over 200 measures in PQRS

DRAFT
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2011 Physician Quality Reporting System (Physician Quality Reporting)
Measure Specifications Manual for Claims and Registry
Reporting of Individual Measures

Ifthe pafient does fall info the denominator population, te applicable Quality Data Cades or ODCs (CPT
Category Il codes or G-codes) that define the numerator shauld he suomited to safisfactarly report qualy data
for a measure. When a patient falls into the denominator, but the measurs specifications define circumstances
In which a patient may be appropriately excluded, CPT Category Il cade modifiers such as 1P, 2P and 3P or G-
codes are avalable to descrbe medical, pafient, system, or ather reasons for performance exclusion. When the
performance exclusion does not apply, a measure-specific GPT Category Il reporting madifier 8P or HCPCS G-
code may be used to indicate that the process of care was nat provided for a reason not otherwise specified.
Each measure specification provides detalled reporting informafion.

Measure Specification Format

Measure file

Reporfing option available for each measure (ciaims-based or registry)

Measure description

Instructions an reporting including frequency, tmeframes, and applicabilfy

Danominator statement and coding

Numerator statement and coding opfions

Definifon(s) of terms where applicable

Rationale statement for measure

Clinical recommendafions or evidence forming the basis for supporting crteria for the measure

PQRS Specification
Example

IPRO Improving Healthcare for the Common Goot

# Measure #1: Diabetes Mellitus: Hemoglobin A1c Poor Control in Diabetes Mellitus

2011 PHYSICIAN QUALITY REPORTING CPTIONS FOR INDIVIDUAL MEASURES:
CLAIVS, EEGISTREY

DESCRIPTION:
Percentage of patients agad 18 through 75 years with diabetes mellitus who had most recent
hemoglobin A1c greater than 9.0%

INSTRUCTIONS:

This measure is fo be reported a minimum of once per reporting period for patients with diabetes
mellitus seen during the reporting period. The performance period for this measure is 12 months.
The most recent quality-data code submitied will be used for performance calculation. This
measure may be reported by clinicians who perform the quality actions described in the measure
based on the services provided and the measure-specific denominator coding.

Measure Reporting via Claims:

ICD-3-CM diagnosis codes, CPT codes, G-codes, and patient demographics are used to identify
patients who are included in the measure’s denominator. CPT Category Il codes are used to report
the numerator of the measure.

When reporting the measure via claims, submit the listed ICD-9-CM diagnosis codes, GPT codes,
G-codes, and the appropriate CPT Category |l code OR the CPT Categoery Il code with the
maodifier. The reporting modifier allowed for this measure is: 8P- reason not otherwise specified.
There are no allowakle performance exclusions for this measure. All measure-specific coding
should be reported on the claim(s) representing the eligible encounter.

Measure Reporting via Registry:

ICD-9-CM diagnosis codes, CPT codes, G-codes, and patient demographics are used to identify
pafients who are included in the measure’s denominator. The numerator options as described in
the guality-data codes are usad to report the numerator of the measure. The guality-data codes
listed do not need to be submitted for registry-based submissions; however, these codes may be
submitted for those registries that utilize claims data. There are no allowable performance
exclusions for this measure.

DENOMINATOR:
Patients aged 18 through 75 years with the diagnosis of diabetes

Denominator Criteria (Eligible Cases):
Patients aged 18 through 75 years on date of encounter
AND




Diagnosis for diabetes (ICD-3-CM): 250.00, 250.01, 250.02, 250.03, 250.10, 25011,
250.12, 25013, 250.20, 250.21, 250.22, 250.23, 250.30, 250.31, 250.32, 250.33, 250.40,
25041, 250.42, 250.43, 250.50, 250.51, 250.52, 250.53, 250.60, 250.61, 25062, 250.63,
25070, 250.71, 250.72, 250.73, 250.80, 250.81, 250.82, 250.83, 250.90, 25091, 250.92,
25093, 3572, 362.01, 362.02, 362.03, 362.04, 362.05, 362.06, 362.07, 366.41, 648.00,
645,01, 648.02, 646.03, 648.04

AND

Patient encounter during reporting peried (CPT or HCPCS): 87802, 97803, 97804,
99201, 99202, 99203, 99204, 99205, 99212, 99213, 99214, 93215, 99304, 99305, 99306,
99307, 99308, 99309, 99310, 99324, 99325, 99326, 99327, 99328, 99334, 99335, 99336,
99337, 99341, 99342, 99343, 99344, 99345, 99347, 99348, 99349, 99350, G0270, GO271

NUMERATOR:
Patients with most recent hemoglokin Als level > 9.0%

Numerator Instructions: For performance, a lower rate indicates batter
performance/control.

Numerator Quality-Data Coding Options for Reporting Satisfactorily:

Most Recent Hemoglobin Ale Level > 9.0%

CPT Il 3046F: Most recent hemoglobin A1c level = 2.0%

OR

Hemoglobin A1e not Performed, Reason not Specified

Append a reporting modifier (8P) to CPT Categery Il code 3046F to report circumstances

when the action described in the numerator is not performed and the reascn is not

otherwise specified.

3046F with 8P: Hemeglobin Alc level was not performed during the performance period
(12 months)

ORrR

Most Recent Hemoglobin Ale Level = 8.0%

CPT Il 3044F: Most recent hemoglobin &1c (HbA1c) level < T7.0%

OR

CPT Il 3045F: Most recent hemoglobin A1c (HbA1c) level 7.0 to 9.0%
RATIONALE:

Intensive therapy of glycosylated hemoglobin (&1c) reduces the risk of microvascular
complications.

CLINICAL RECOMMENDATION STATEMENTS:
A glycosylated hemoglebin should be performed during an initial assessment and during follow-up
assessments, which should occur at no longer than three-month intervals. (RACE/ACE)

The Alc should be universally adopted as the primary method of assessment of glycemic control.
On the basis of data from multiple interventional trials, the target for attainment of glycemic control
should be Alc values =6.9%. ([AACEMACE)

Version 5.2 122172010
Page 15 of 571

Improving Healthcare for the Common Good

PQRS Specification
Example

Obtain a glycosylated hemoglabin during an inital assessment and then routinely as part of
confinuing care. In the absence of well-controlled studies that suggest a definite testing protocol,
expert apinion recommends glycosylated hemoglobin be obtained at least twice a year in patients
who are meefing treaiment goals and who have siable glycemic confrol and more frequently
(quarterly assessment) in patients whose therapy was changed or who are not meeting glycemic
goals. (Level of Evidence: E) (ADA)

Because different assays can give varying glycated hemaglobin values, the ADA recommends that
laborataries only use assay methods that are certfied as raceable to the Diabetes Confrol and
Complications Trial A1 reference method. The ADA's goal for glycemic control 1s Ale <7%. (Level
of Evidence: B) (ADA)

Monitor and treat hyperglycemia, with a farget Alc of 7%, but less stringent goals for therapy may
be apprapriate once patient preferences, diabetes severty, life expectancy and funchional status
have been considered. (AGS)
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