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This presentation was prepared as a tool to assist providers and is not 
intended to grant rights or impose obligations. Although every 
reasonable effort has been made to assure the accuracy of the 
information within these pages, the ultimate responsibility for the 
correct submission of claims and response to any remittance advice 
lies with the provider of services.  
 
This publication is a general summary that explains certain aspects of 
the Medicare Program, but is not a legal document. The official 
Medicare Program provisions are contained in the relevant laws, 
regulations, and rulings. Medicare policy changes frequently, and links 
to the source documents have been provided within the document for 
your reference 
 
The Centers for Medicare & Medicaid Services (CMS) employees, 
agents, and staff make no representation, warranty, or guarantee that 
this compilation of Medicare information is error-free and will bear no 
responsibility or liability for the results or consequences of the use of 
this guide.  
 
 
 

 

Disclaimer 
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• Brief Overview of CMS Priorities 
– Quality of care: transparency and accountability 
– Shifting from Volume- to Value-Based Payments 
– Implementation of MACRA 

 
• Efforts to gather and analyze data 

– Availability of data sets 
– Health equity 

 
• Measure alignment & next steps 

Objectives 



CMS OFFICES 
10 REGIONS AND 4 TERRITORIES 
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TAKE HOME: the geography of Region IX
Duties of the Regional CMO
The Chief Medical Officer (CMO) is part of the Consortium for Quality Improvement and Survey & Certification Operations (CQISCO).

Specific functions include: 
Senior clinical representative in each region 
Liaison between CMS and the clinician community 
Assist in the design and promotion of CMS initiatives requiring significant involvement by the physician community 
Provide physician perspective and leadership on Secretarial initiatives, such as the transition from volume- to value-based payment
Promote the participation by clinicians in CMS initiatives, including PQRS, EHR Incentive program, and forthcoming MIPS and APMs 

CMS responsibilities
CMS is the largest purchaser of health care in the world
Combined, Medicare and Medicaid pay approximately one-third of national health expenditures (approx $800B)
CMS programs currently provide health care coverage to roughly 105 million beneficiaries in Medicare, Medicaid and CHIP; or roughly 1 in every 3 Americans.
The Medicare program alone pays out over $1.5 billion in benefit payments per day.
Through various contractors, CMS processes over 1.2 billion fee-for-service claims and answers about 75 million inquiries annually.
Millions of consumers will receive health care coverage through new health insurance exchanges authorized in the Affordable Care Act.  



HA Blog, August 20, 2015.  http://healthaffairs.org/blog  
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Presentation Notes
From Complications and the Checklist Manifesto, to the 100,000 Lives campaign at IHI and the dissipation of the Triple Aim, to a recently published blog in Health Affairs, patient safety has been at the crux of what we do and why we strive for continuous quality improvement.

So while at the moment, there is a lot of data to be evaluated, it is important that we take the next step in our own plan-do-study-act cycle.
LEAN is also becoming a popular methodology to not only evaluate the work being done, but to change the culture of an organization into one that learns, and adopts, best practices.


http://healthaffairs.org/blog


Better. Smarter.  Healthier. 
So we will continue to work across sectors and across 
the aisle for the goals we share: better care, smarter 
spending, and healthier people. 
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Ultimately it is about creating a health system that is safer, with a smarter use of our resources to provide better quality care, ultimately to achieve a healthier population.

Review key CMS priorities
Shifting from Volume to Value-Based payments

Analogous to the triple aim
Better direct care to patient
Better community health
Lower cost





 Encourage the integration and coordination of services 
 Improve population health 
 Promote patient engagement through shared decision 

making 

Incentives 

 Create transparency on cost and quality information 
 Bring electronic health information to the point of care for 

meaningful use 

Focus Areas Description 

Care 
Delivery 

Information 

 Promote value-based payment systems  
– Test new alternative payment models 
– Increase linkage of Medicaid, Medicare FFS, and other 

payments to value 
 Bring proven payment models to scale 

Better Care, Smarter Spending, Healthier People 

Source: Burwell SM. Setting Value-Based Payment Goals  ─ HHS Efforts to Improve U.S. Health Care. NEJM 2015 Jan 26; published online 
first. 
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This is some of the detail when we talk about achieving the triple aim.



Key CMS Priorities in health system transformation 

Affordable Care Act     MACRA 

Presenter
Presentation Notes
Summarize: Ultimately these efforts are about creating a health system that is safer, with a smarter use of our resources to provide better quality care, ultimately to achieve a healthier population.
This is part of the tremendous transition our health system is undergoing at this time, in a move towards value of care, and away from volume of care.
Public and private sectors working together (make this point)  not just what states and CMS can do, but a partnership is important
Moving from a system that looks only at volume to a system that works for the value of care
Decreased fragmentation and moving towards patient centeredness
Transforming Medicare from a passive payer to an active purchaser of higher quality, more efficient health care

Review key CMS priorities: Shifting from Volume to Value-Based payments
Analogous to the triple aim.  3 priority areas:
Incentives
Promote value-based payment systems 
Test new alternative payment models
Increase linkage of Medicaid, Medicare FFS, and other payments to value
Bring proven payment models to scale
Care Delivery
Encourage the integration and coordination of services
Improve population health
Promote patient engagement through shared decision making
Information
Create transparency on cost and quality information
Bring electronic health information to the point of care for meaningful use




MACRA changes how Medicare pays clinicians. 

The current system: 

Medicare  
Fee 

Schedule Services 
provided 

Adjustments 

Physician Quality 
Reporting 

Program (PQRS) 

Value-Based 
Payment 
Modifier 

Medicare EHR 
Incentive 
Program 

Final 
payment 
to clinician 
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Under MACRA, the way physicians are paid under Part B will change. This slide illustrates the way that our current system works. First, a clinician provides certain medical services. The Medicare fee schedule then determines how much the clinician gets paid per service. On top of that, there are currently several reporting programs (such as the Medicare EHR Incentive Program, Value Based Payment Modifier, and Physician Quality Reporting Program) that provide bonuses or penalties to providers at the end of the year based on relative performance.



MACRA changes how Medicare pays clinicians. 

The system after MACRA: 

Medicare  
Fee 

Schedule Services 
provided 

Adjustments 

Final 
payment 
to clinician 

Merit-Based Incentive Payment System 
(MIPS) 

10 
*Or special lump sum bonuses through participation 

in eligible Alternative Payment Models 
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Under MACRA, MIPS—the Merit Based Incentive Payment Program— will replace those programs and provide one single adjustment. Clinicians may also have the opportunity to earn special lump sum bonuses through participation in eligible APMs and be exempted from MIPS.



In 2019, a composite performance score will determine reimbursement 
under Medicare Part B by evaluating performance in 4 weighted 
categories: 

MIPS  
Composite 

Performance 
Score 

Quality Resource 
use 

   
Clinical 
practice 

improvement 
activities 

Use of 
certified EHR 
technology 
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MACRA changes how Medicare pays clinicians. 

Presenter
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Many of you are probably wondering what will make up the MIPS composite performance score. The exact measures will be defined in rule-making, but broadly speaking, the score will factor in performance in 4 weighted categories: Quality, resource use, clinical practice improvement activities, and use of certified electronic health record (EHR) technology. 

What This Means for Doctors and Hospitals: As we work through a transition from the staged meaningful use phase to the new program as it will look under MACRA, it is important for physicians and other clinicians to keep in mind several important things:
The MACRA legislation only addresses Medicare physician and clinician payment adjustments. The EHR incentive programs for Medicaid and Medicare hospitals have a different set of statutory requirements. We will continue to explore ways to align with principles we outlined above as much as possible for hospitals and the Medicaid program.
The approach to meaningful use under MACRA won’t happen overnight. Our goal in communicating our principles now is to give everyone time to plan for what's next and to continue to give us input. We encourage you to look for the MACRA regulations this year; in the meantime, our existing regulations – including meaningful use Stage 3 – are still in effect.
In December, Congress gave us new authority to streamline the process for granting hardship exception’s under meaningful use. This will allow groups of health care providers to apply for a hardship exception instead of each doctor applying individually. This should make the process much simpler for physicians and their practice managers in the future. We will be releasing guidance on this new process soon.




Guiding Themes during Transition 

• Move away from rewarding use of technology and 
focus instead on outcomes  
 

• Allow physicians to customize goals around their 
practices (so user-centered tech can be developed) 
 

• Level the tech playing field to allow apps, analytic 
tools, plug ins & reduce EHR lock  
 

• Interoperability standards that build on use cases 
coming from physicians and patients 

Presenter
Presentation Notes
The Administration is working on an important transition for the Electronic Health Record (EHR) Incentive Program. The great promise of technology is to bring information to our fingertips, connect us to one another, improve our productivity, and create a platform for a next generation of innovations that we can't imagine today.  Not long ago, emergency rooms, doctor's offices, and other facilities were sparsely wired. We've come a long way since then with more than 97 percent of hospitals and three quarters of physician offices now connected. It's taken a tremendous commitment – and while the EHR Incentive Programs helped us make progress, it has also created real concerns about placing too much of a burden on physicians and pulling their time away from caring for patients.

Transitioning From Measuring Clicks to Focusing on Care: MACRA continues to require that physicians be measured on their meaningful use of certified EHR technology for purposes of determining their Medicare payments, but it provides a significant opportunity to transition the Medicare EHR Incentive Program for physicians towards the reality of where we want to go next. (Highlight the four themes guiding CMS agency work around Health IT moving forward)
Rewarding providers for the outcomes technology helps them achieve with their patients.
Allowing providers the flexibility to customize health IT to their individual practice needs. Technology must be user-centered and support physicians.
Leveling the technology playing field to promote innovation, including for start-ups and new entrants, by unlocking electronic health information through open APIs – technology tools that underpin many consumer applications.  This way, new apps, analytic tools and plug-ins can be easily connected to so that data can be securely accessed and directed where and when it is needed in order to support patient care.
Prioritizing interoperability by implementing federally recognized, national interoperability standards and focusing on real-world uses of technology, like ensuring continuity of care during referrals or finding ways for patients to engage in their own care. We will not tolerate business models that prevent or inhibit the data from flowing around the needs of the patient.  




Transforming Clinical Practice Initiative 

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

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

 
Reduce unnecessary hospitalizations for 5 million patients  
 
 
Generate $1 to $4 billion in savings to the federal government and 
commercial payers 
 

Sustain efficient care delivery by reducing unnecessary testing and  
procedures 

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

Presenter
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One of the ways we are helping physicians manage such a transition is through the Transforming Clinical Practice Initiative, helping successful clinical practice leaders support their peers with free technical assistance to help them transform their practices
Key reasons to participate:
Optimize health outcomes for your patients
Promote connectedness of care for your patients
Learn from high performers how to effectively engage patients and families in care planning
More time spent caring for your patients
Stronger alignment with new and emerging federal policies
Opportunity to be a part of the national leadership in practice transformation efforts





Data Transparency: New Data Sets 

(1) Availability and use of services provided to Medicare beneficiaries 
by ambulance and home health agencies  
 
(2) List of all approved providers and suppliers in Medicare’s fee-for-
service operations 

 
• Available at https://data.cms.gov 

 
• Ongoing focus on fraud, waste, and abuse  
• Temporary enrollment moratoria for the first time (2013, 2014) 

– Halted the enrollment of new home health agencies (HHAs) and ground 
ambulance suppliers in certain geographic areas 

– Opportunity to analyze and monitor existing provider and supplier base,  
– Development of fraud prevention and detection tools in these areas 
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As part of our efforts to improve care delivery through the sharing and utilization of information, the Centers for Medicare & Medicaid Services (CMS) has released two new public data sets. A new public file provides information on the availability and use of services provided to Medicare beneficiaries by ambulance and home health agencies (HHAs), a second data set provides the list of all approved providers and suppliers in Medicare’s fee-for-service operations. Both data sets are available at https://data.cms.gov

The Affordable Care Act provided CMS with new opportunities and resources to combat fraud, waste, and abuse in Medicare, Medicaid, and the Children’s Health Insurance Program (CHIP).  CMS used authority provided by the Affordable Care Act to impose temporary enrollment moratoria for the first time on July 30, 2013 (Phase I) and for the second time on January 30, 2014 (Phase II).  CMS extended these six-month phases of the moratoria on July 29, 2014; January 29, 2015; July 29, 2015 and most recently on January 29, 2016. The moratoria temporarily halted the enrollment of new home health agencies (HHAs) and ground ambulance suppliers in certain geographic areas, and giving CMS the opportunity to analyze and monitor the existing provider and supplier base, as well as further focus additional fraud prevention and detection tools in these areas.


https://data.cms.gov/
https://data.cms.gov/
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Again, to get here go to data.cms.gov 
How to use this tool
The data can be viewed using an interactive map or dataset or by downloading the dataset.
The interactive map displays multiple views of the data: Nation by State and State by County. The map will update based on your selection of health service area, metric of interest and color scale to indicate 
The interactive dataset can be accessed by clicking the "View Interactive Dataset" button.  The dataset can also be downloaded directly as well. 

We also have a Part D Prescriber and Supplier look-up tool on this same site.



Data Tool 1: 
Moratoria Provider & Supplier Services Utilization Tool 

• Ambulance and HHA 
paid claims data 

• Medicare fee-for-service 
beneficiaries 
– No individually 

identifiable information  
• about Medicare 

beneficiaries or their 
providers 

– Covers the period from 
October 1, 2014 to 
September 30, 2015, 
and are updated 
quarterly 
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Here’s a closer look.
The tool includes interactive maps and a dataset that shows national-, state-, and county-level provider and supplier services and utilization data for selected health service areas

For this first release of the Moratoria Tool, the data provide information on the number of Medicare ambulance suppliers and HHAs servicing a geographic region, with moratoria regions at the state and county level clearly indicated, and the number of Medicare beneficiaries who use one of these services. Users of the tool can also find the degree to which use of these services is related to the number of providers and suppliers servicing a geographic region. Provider and supplier services and utilization data by geographic regions are compared easily using the interactive maps. Future releases may include comparable information on additional health service areas.

CMS’ continued commitment to strengthening program integrity also extends to supporting the provider and supplier community through increased transparency about those enrolled in the Medicare program. As part of this effort, CMS is publishing Public Provider Enrollment Files that list all providers and suppliers enrolled in Medicare. The continued growth of programs that require provider and supplier enrollment in Medicare fee-for-service as a prerequisite has steadily increased, as has the demand for information from the healthcare industry. This public provider data allows users, including other health plans, and researchers the ability to access Medicare data.





Data Tool 2: 
Public Provider Enrollment 

• Subset of Provider 
Enrollment, Chain, and 
Ownership System 
(PECOS) data 
 

• Long-term goal is to 
continue to expand data 
elements  
 

• Eventually consolidate 
other existing public lists 
– Ordering & Referring File 
– Part D Prescribing File 
– Revalidation Lists 
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The Public Provider Enrollment Files consist of individual and organizational enrollment information on all providers and suppliers nationwide who are approved to bill Medicare. This includes key unique identifiers, enrollment type and state, names, National Provider Identifier (NPI), specialty, and limited address information (City, State, Zip code). This data also identifies reassignment relationships between individuals and groups. The information in the file will be updated quarterly and extracted directly from the Provider Enrollment, Chain, and Ownership System (PECOS), which is the official system of record for Medicare fee-for-service enrollment. The information can only be updated through submission of updates to enrollment information via PECOS. Providers and suppliers will need to make enrollment updates by contacting their respective Medicare Administrative Contractor (MAC), or by going to https://pecos.cms.hhs.gov/. Updates will be shown with the next release of the file.

The long-term goal of this initiative is to continue to expand data elements available in the files, and eventually consolidate other existing public lists of provider information, such as the Ordering and Referring File, Part D Prescribing File, and Revalidation Lists. CMS believes the release of the enrollment data provides a clear and transparent way for providers, suppliers, state Medicaid programs, private payers, researchers, and other interested individuals or organizations to leverage Medicare Provider Enrollment information.




Data Tool 3: 
Medicare Part D Opioid Drug Mapping Tool 

• Download 
Opioid Map 
Data 
 

• View 
Prescriber-
level Opioid 
rates 
 

• Part D 
Prescriber 
Look-up tool 
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In the fall of 2015 we released an interactive online mapping tool (http://go.cms.gov/opioidheatmap) which shows geographic comparisons at the state, county, and ZIP code levels of de-identified Medicare Part D opioid prescription claims – prescriptions written and then submitted to be filled – within the United States. This new mapping tool allows the user to see both the number and percentage of opioid claims at the local level and better understand how this critical issue impacts communities nationwide.  At this time, CMS is approaching the opioid issue within DHSS with our expertise in data analysis; we are aiming to provide a level of transparency about prescribing patterns in Part D, to inform community awareness among providers and local public health officials.  As part of the departmental initiative, HHS is working with multiple other agencies including the Centers for Disease Control and Prevention (CDC) to develop opioid prescribing guidelines and supporting training and tools for providers to make informed prescribing decisions. The Substance Abuse and Mental Health Services Administration (SAMHSA), Food and Drug Administration (FDA), National Institutes of Health-National Institute on Drug Abuse (NIH-NIDA), and Office of the Assistant Secretary for Health (OASH) are also active partners.

The interactive mapping tool available here shows geographic comparisons, at the state, county, and ZIP code levels, of de-identified Medicare Part D opioid prescription claims – prescriptions written and then submitted to be filled – within the United States. This new mapping tool allows the user to see both the number and percentage of opioid claims at the local level and better understand how this critical issue impacts communities nationwide. The data used in this mapping tool is from 2013 Medicare Part D prescription drug claims prescribed by health care providers and does not contain beneficiary information. By openly sharing data in a secure, broad, and interactive way, CMS and the U.S. Department of Health and Human Services (HHS) believe that this level of transparency will inform community awareness among providers and local public health officials



http://www.resdac.org 
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Research Data Assistance Center (ResDAC)
Relatively new division dealing exclusively with the public release of CMS Data
Regularly participate in our Datapalooza every spring where we release data and update new files  May 8th (Find additional data information and upcoming events on this website as well)

http://www.resdac.org/ 
Aggregate data available as a public report
Specific coding data
Master Physician/Supplier File
In-person help to find what you are looking for!


http://www.resdac.org/


Data Tool 4: 
Mapping Medicare Disparities 

Presenter
Presentation Notes
The Mapping Medicare Disparities (MMD) Tool contains health outcome measures for disease prevalence, costs, and hospitalization for 18 specific chronic conditions, emergency department utilization, readmissions rates, mortality and preventable hospitalizations. The MMD Tool provides a user friendly way to explore and better understand disparities in chronic diseases, and allows users to: 1) visualize health outcome measures at a national, state, or county level; 2) explore health outcome measures by age, race and ethnicity, gender; 3) compare differences between two geographic locations (e.g., benchmark against the national average); and 4) compare differences between two racial and ethnic groups within the same geographic area

CLICK to reveal how you can choose the condition, etc….



70 Million Adults with Hypertension (29.1%) 

Uncontrolled 
48% 

Controlled 
52% 

Nwankwo T, Yoon SS, Burt V, Gu Q. Hypertension among adults in the United States: National Health and Nutrition Examination 
Survey, 2011–2012. NCHS data brief, no 133. Hyattsville, MD: National Center for Health Statistics. 2013. 

What does the data show? 



 
34M Adults With Uncontrolled Hypertension  

(by Awareness And Treatment Status) 

Source:  2009-2010 National Health and Nutrition Examination Survey  
Data may not add due to rounding.  

17M aware 
and treated 

5M aware 
and 

untreated 

13M 
unaware 
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34 Million Adults

Key Components of Million Hearts Initiative:
Aspirin when appropriate
Blood pressure control
Cholesterol management
Smoking cessation




Prevalence of Strokes and TIAs by Race/Ethnicity 

https://www.cms.gov/About-CMS/Agency-Information/OMH/OMH-
DataSnapshots.html.  October 2015 

https://www.cms.gov/About-CMS/Agency-Information/OMH/OMH-DataSnapshots.html
https://www.cms.gov/About-CMS/Agency-Information/OMH/OMH-DataSnapshots.html


Hypertension by Race/Ethnicity 

https://www.cms.gov/About-CMS/Agency-Information/OMH/OMH-
DataSnapshots.html.  June 2015 

https://www.cms.gov/About-CMS/Agency-Information/OMH/OMH-DataSnapshots.html
https://www.cms.gov/About-CMS/Agency-Information/OMH/OMH-DataSnapshots.html


Uncontrolled Hypertension and Access to Care 
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CDC. MMWR. 2012;61(35):703–9. 

Yes       No 

Usual Source of Care 
Yes     No 

Health Insurance 

             ≥2      1    None 

# Times Received Care in 
Past Year 
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This is data BEFORE the full implementation of the ACA, however the data suggest that it’s not about access alone, it’s about what we’re doing in those “usual care” visits.




Presenter
Presentation Notes
Where can we use HIT in this effort?  (CLICK TO REVEAL)


 * Note this is a select set of notable Million Hearts® accomplishments. 
† National Health Interview Survey, comparing 2011 data to 2014 data 
‡ Aramark pledge http://blog.heart.org/aha-aramark-join-on-meals-initiative/ 
§ http://www.fda.gov/ForConsumers/ConsumerUpdates/ucm372915.htm#top 
** CMS Physician Compare and HRSA Uniform Data Set 
†† Unpublished data from AMGA/MUPD and NACHC HIPS project 
‡‡ CMS Million Hearts Risk Reduction Model, AHRQ EvidenceNOW, AHA Southwest Affiliate HTN project 
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Where can we use HIT in this effort?  It’s about protocols, best practices, targeted outreach and clear communication (CLICK TO REVEAL)



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

 Heart attacks and strokes are a leading cause of 
death and disability in the United States 
 Prevention of cardiovascular disease can significantly reduce 

both CVD-related and all-cause mortality 
 

 Participant responsibilities 
 Systematic beneficiary risk calculation* and stratification 
 Shared decision making and evidence-based risk modification 
 Population health management strategies 
 Reporting of risk score through certified data registry 

 
 Eligible applicants 

 General/family practice, internal medicine, geriatric medicine, 
multi-specialty care, nephrology, cardiology 

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

 

Payment Model 
• Pay-for-outcomes 

approach 
 

• Disease risk assessment 
payment 
- One time payment to 

risk stratify eligible 
beneficiary 

- $10 per beneficiary 
 
• Care management 

payment 
- Monthly payment to 

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

- Amount varies based 
upon population-level 
risk reduction 

*Uses American College of Cardiology/American Heart Association (ACA/AUA) Atherosclerotic Cardiovascular 
Disease (ASCVD) 10-year pooled cohort risk calculator 
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CMS also acknowledges how important it is to avoid the hospitalization in the first place, with our new population-level risk management program



Focus on Social Determinants of Health: Addressing Social Needs 

• Hospital Readmission Reduction…what’s the problem? 
– High re-admission rates could indicate breakdowns in 

care delivery systems 
• Payment systems incentivized fragmentation 
• More complicated cases = more “hands in the pot” 
• Expectation of patients to self-manage is great 

 

 
Clinician-patient interaction 
 Episodic treatment 
 Unmanaged condition worsening 
 Use of suboptimal medication 

regiments 
 Lack of primary care or social support 

 
 
 

 Return to ER 

No community infrastructure to achieve 
common care goals 
 Lack of standard communication 
 Unreliable information transfer 
 Unsupported patient/family 

engagement during transfers 
 Lack of follow-up to address prevention 

Presenter
Presentation Notes
Review of medical records and root causes analyses revealed that, in general, patients experienced readmissions because of unmanaged worsening of their conditions, the use of suboptimal medication regimens, and returning to emergency departments instead of accessing a different type of medical service. The root causes of these problems could be attributed to 3 basic system gaps: 
1. Lack of engagement or activation of patients and families into effective post-acute self management, 
2. Lack of standard and known processes among providers for transferring patients and medical responsibility, and 
3. Ineffective or unreliable sharing of relevant clinical information.

Similarly, an article in JAMA from last year evaluated the hospital readmission reduction program and suggested that the program was in fact penalizing safety-net hospitals who are participating in the program, suggesting that the beneficiaries social support (or lack thereof) was a major contributor to readmission rates and such factors are not measured in the current program.



Accountable Health Communities Model  
addresses health-related social needs 

Track 1 Awareness – Increase beneficiary awareness 
of available community services through 
information dissemination and referral  

Track 2 Assistance – Provide community service 
navigation services to assist high-risk 
beneficiaries with accessing services  

Track 3 Alignment – Encourage partner alignment to 
ensure that community services are available 
and responsive to the needs of beneficiaries  

Awareness 

Assistance 

Alignment 

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

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

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

Key Innovations 3 Model Tracks 

Total 
Investment  > 

$157 
million 

Anticipated Award Sites 44 https://innovation.cms.gov/initiatives/ahcm 

Presenter
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AHC will be the first model to test improving patients’ health by addressing their social needs, truly demonstrating a focus on social determinants of health. 
Deadlines: Letter of Intent due February 8th; Application due March 31st

The opportunity provides up to $157 million to test whether screening beneficiaries for health-related social needs and associated referrals to and navigation of community-based services will improve quality and affordability in Medicare and Medicaid. Many of these social issues, such as housing instability, hunger, and interpersonal violence, affect individuals’ health, yet they may not be detected or addressed during typical health care-related visits. Over time, these unmet needs may increase the risk of developing chronic conditions and reduce an individual’s ability to manage these conditions, resulting in increased health care utilization and costs.

The five-year program, called the Accountable Health Communities Model, is the first Centers for Medicare & Medicaid Services (CMS) Innovation Center model to focus on the health-related social needs of Medicare and Medicaid beneficiaries, including building alignment between clinical and community-based services at the local level. The goal of this model is that beneficiaries struggling with unmet health-related social needs are aware of the community-based services available to them and receive assistance accessing those services.

CMS OMH included a disparities impact statement as part of the Accountable Health Community model that CMMI recently announced.  This requires applicants to compare the population they intend to serve to the surrounding community, to include discussion of their health needs and challenges, to incorporate ways to monitor real-time changes, and to the make course corrections if disparities are seen to be widening during the implementation of the model. CMS OMH will be working with CMMI as the model is implemented to help in the assessment of social and behavioral needs, and in other areas.


https://innovation.cms.gov/initiatives/ahcm
https://innovation.cms.gov/initiatives/ahcm


CMS Quality Strategy Goals 

Presenter
Presentation Notes
CMS Quality Strategy Goals – optimize health outcomes by leading clinical quality improvement and health system transformation. 
Supported thru QIO program

To embed equity across the programs we need to consider:
Potential impact on health disparities 
Alignment with other CMS Quality Strategy goals and other federal and non-federal initiatives
Alignment with CMS priorities, including: 
Priority populations: racial and ethnic minorities, sexual and gender minorities, individuals with disabilities
Priority disease areas: cardiovascular disease, type 2 diabetes, chronic kidney disease, depression, obesity, hypertension
Utilization of CMS levers: CMS programs, policy, quality, data, stakeholders, communication tools
Political or fiscal feasibility
Timeframe (e.g. short, mid, or long-term)




CMS Health Equity Plan for Medicare 

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

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

Priority 6: Increase Physical 
Accessibility of Health Care 
Facilities 
 

Priority 1: Expand the 
Collection, Reporting, and 
Analysis of Standardized Data  

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

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

Presenter
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CMS OMH also just released our first health equity framework, which will focus on not only acquiring data to enhance our understanding of our beneficiary’s experience, but the analysis to inform how we act upon such information
Priority populations: racial and ethnic minorities, sexual and gender minorities, individuals with disabilities
Priority disease areas: cardiovascular disease, type 2 diabetes, chronic kidney disease, depression, obesity, hypertension
Priority 1
CMS should encourage standardized collection and analysis of data on race, ethnicity, and language; sexual orientation and gender identity; and disability status. 
Priority 2
CMS would build disparities objectives and aims into requests for proposals for future programs and demonstrations (support for HENs and QIOs to monitor their efforts to reduce disparities)
Priority 3
Develop and test promising approaches to reduce health disparities through CMS initiatives, including Quality Improvement Organizations Special Innovation Projects. 
Priority 4
CMS should expand integration of community health workers and other health care workers into multidisciplinary care teams. 
Priority 5
CMS should accelerate the implementation of Language Access strategies across CMS programs. 
Priority 6
In 2011, 12 percent of Medicare beneficiaries and 41 percent of dual-eligible beneficiaries had a disability. Despite the passage of the Americans with Disabilities Act of 1990 (ADA), national data are not available on the accessibility of health care facilities and services, and many provider offices and services are not accessible to people with disabilities




• Strengthening CMS Data & Systems 
• Improving CMS data on race and ethnicity and other 

demographics 
• Reporting stratified quality measures 
• Developing measures to identify beneficiaries who are sexual 

and gender minorities 

• Building the Business Case for Health Equity 
• Creating an evidence base that demonstrates the 

economic/financial return on investing in health equity 

• Creating & Disseminating Data Products & Tools 
• Quarterly data briefs 
• ResDAC training module for health disparities researchers 

 
 

CMS Office of Minority Health 

33 

Presenter
Presentation Notes
A lot of the work that has been the focus has been on strengthening CMS data systems
IMPACT Act responsibilities to present a strategic plan 
Cooperation also with census bureau to improve data collection efforts
PFS proposed rule  language that has been added around Physician Compare to stratify quality measures along diversity lines

CMS Quality Strategy Goals – optimize health outcomes by leading clinical quality improvement and health system transformation. 
Supported thru QIO program




Measure Alignment Efforts 
• CMS Draft Quality Measure Development Plan 

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

 
• Core Measures Sets released February 16th 

– ACOs, Patient Centered Medical Homes (PCMH), and Primary Care 
– Cardiology 
– Gastroenterology 
– HIV and Hepatitis C 
– Medical Oncology 
– Obstetrics and Gynecology 
– Orthopedics 

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

contract cycle 

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

Presenter
Presentation Notes
There is a great demand today for accurate, useful information on health care quality that can inform the decisions of consumers, employers, physicians and other clinicians, and policymakers. This is increasingly important as the health care system moves towards value-based reimbursement models.

It is difficult to have actionable and useful information because physicians and other clinicians must currently report multiple quality measures to different entities.  Measure requirements are often not aligned among payers, which has resulted in confusion and complexity for reporting providers.

To address this problem, on February 16th the Centers for Medicare & Medicaid Services (CMS), commercial plans, Medicare and Medicaid managed care plans, purchasers, physician and other care provider organizations, and consumers worked together through the Core Quality Measures Collaborative to identify core sets of quality measures that payers have committed to using for reporting as soon as feasible.  The guiding principles used by the Collaborative in developing the core measure sets are that they be meaningful to patients, consumers, and physicians, while reducing variability in measure selection, collection burden, and cost. The goal is to establish broadly agreed upon core measure sets that could be harmonized across both commercial and government payers.

Using the notice and public comment rule-making process, CMS also intends to implement new core measures across applicable Medicare quality programs as appropriate, while eliminating redundant measures that are not part of the core set.  


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


Quality data from health care providers is essential… 

• Ensure an effective health care marketplace that 
accounts for: 
– High wages in the West 
– Growth in the number of health care employees  

• Provide the most accurate measures for cost 
adjustment 

• Support workforce planning 
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www.bls.gov  
 
Western Region Information Office  
(San Francisco) 
415-625-2270 
 
Covering AK, AZ, CA, HI, ID, NV, OR, and WA  
 

Presenter
Presentation Notes
We in the CMS Region 9 office are also starting a new partnership effort with the Bureau of Labor Statistics (BLS) to improve data collection of cost and price information

The Bureau of Labor Statistics publishes a wealth of data which can be used by hospital administrators and other health professionals for planning and decision-making. These statistics allow users to compare trends in the economy with those in the hospital industry and healthcare occupations. 

Prices: Many hospitals use the Consumer Price Index (CPI) to negotiate reimbursement rates with insurance companies. CPI data are available for inpatient and outpatient hospital services. In addition, the Bureau publishes Producer Price Indexes (PPIs) for many inputs purchased by hospitals, as well as for outputs of hospital services. 

The Prospective Payment System (PPS), implemented in 1983, established a standardized payment amount based on the average cost of care for the treatment of a typical Medicare patient. Each year these payment amounts are adjusted for changes in the prices hospitals pay for labor, drugs, and other supplies. The Bureau’s Employment Cost Index (ECI) accounts for 74% of the overall market basket weight, while various Producer and Consumer Price Indexes account for 24%. 

Sources of market basket weights for the PPS Hospital Input Price Index 
Employment Cost Index - 74% 
Producer Price Index - 21% 
Consumer Price Index - 3% 
Other - 2% 

http://www.bls.gov/


Health Care Payment Learning and Action Network CMS Innovation Center 
http://innovationgov.force.com/hcplan                     https://innovation.cms.gov/ 
 
CMS Draft Quality Measures Development Plan      
https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/Value-
Based-Programs/MACRA-MIPS-and-APMs/Draft-CMS-Quality-Measure-Development-Plan-
MDP.pdf  
 
MACRA: Medicare Access and CHIP Reauthorization Act of 2015 
https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment- 
Instruments/Value-Based-Programs/MACRA-MIPS-and-APMs/MACRA-MIPS-and- 
APMs.html 
 
CMS Health Equity Plan 
https://www.cms.gov/About-CMS/Agency-Information/OMH/OMH_Dwnld- 
CMS_EquityPlanforMedicare_090615.pdf 
 
Contact information for the Transforming Clinical Practice Initiative 
http://www.healthcarecommunities.org/CommunityNews/TCPI.aspx 

References & Further Reading 
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http://innovationgov.force.com/hcplan
https://innovation.cms.gov/
https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/Value-Based-Programs/MACRA-MIPS-and-APMs/Draft-CMS-Quality-Measure-Development-Plan-MDP.pdf
https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/Value-Based-Programs/MACRA-MIPS-and-APMs/Draft-CMS-Quality-Measure-Development-Plan-MDP.pdf
https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/Value-Based-Programs/MACRA-MIPS-and-APMs/Draft-CMS-Quality-Measure-Development-Plan-MDP.pdf
https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/Value-Based-
https://www.cms.gov/About-CMS/Agency-Information/OMH/OMH_Dwnld-
http://www.healthcarecommunities.org/CommunityNews/TCPI.aspx
http://www.healthcarecommunities.org/CommunityNews/TCPI.aspx


 

 
Ashby Wolfe, MD, MPP, MPH 

Chief Medical Officer, Region IX 
Centers for Medicare and Medicaid Services 

90 Seventh Street, Suite 5-300 
San Francisco, CA 94103 

(Ph) 415.744.3631 
ashby.wolfe1@cms.hhs.gov 

 

Questions? 

mailto:ashby.wolfe1@cms.hhs.gov
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