
VALUE-CARE
BASICS:
FIND SUCCESS 
UNDER MACRA



2  |  MEDICAL  ECONOMICS

8 things physicians 
need to know about 
MACRA in 2019
BY TODD SHRYOCK

O n November 1, 2018, the Centers 
for Medicare & Medicaid Services 
(CMS) released its final rule govern-
ing its Medicare Quality Payment 

Program in 2019.
The program, enacted under the Medicare 

Access and CHIP Reauthorization Act of 
2015 (MACRA), will affect participating physi-
cians’ payment in 2021. 

In a statement, CMS Administrator Seema 
Verma said the agency received extensive 
input from the medical community on what 
the final rule should look like.

“The rule offers immediate relief from oner-
ous requirements that contribute to burnout 
in the medical profession and detract from 
patient care. It also delays even more signifi-
cant changes to give clinicians the time they 
need for implementation and provides time 
for us to continue to work with the medical 
community on this effort,” Verma said.

Here are the top things physicians need to 
know about the 2019 rule for the Quality Pay-
ment Program (QPP):

GREATER EXEMPTIONS
A third low-volume threshold has been added. 
Clinicians and groups must meet one of the 
three following criteria to be exempt from the 
QPP:

• Provide $90,000 or less in Medicare Part B 
charges for covered professional services

• Care for 200 or fewer Medicare 
beneficiaries

• (New for 2019) Provide 200 or fewer 
covered professional services under the 
Physician Fee Schedule

MIPS CATEGORY PERCENTAGES SHIFT
Beginning in 2019, changes have been made 
to the performance category weights used to 
calculate the Merit-based Incentive Payment 
System (MIPS).  

The quality performance category shifts 
from 50 percent of a physician’s score in 
2018 to 45 percent in 2019, while cost in-
creases from 10 percent to 15 percent. 
Promoting interoperability (formerly called 
advancing care) and improvement activities 
remain at 25 percent and 15 percent of the 
total score, respectively.

Physicians advocates lobbied for 90-day 
reporting periods for all four categories, but 
the final rule sets the quality and cost catego-
ries with 12-month reporting periods while 
promoting interoperability and improvement 
activities remain at 90 days.

HIGHER PAYMENT ADJUSTMENTS FOR 2021  
Payment adjustments will range from -7 per-
cent to 7 percent in the 2021 payment year. 
Because the program is budget neutral, any 
positive payment adjustment will be multi-
plied by a scaling factor to ensure budget 

http://www.modernmedicine.com/tag/macra
http://www.modernmedicine.com/tag/macra
http://www.modernmedicine.com/tag/macra
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neutrality, so the maximum positive adjust-
ment is likely to be less than 7 percent.

PHYSICIANS MUST HAVE CERTIFIED EHRs

Originally proposed for 2018, CMS back-
tracked to allow 2014 Edition Certified EHR 
Technology last year. However, the updated 
rule requires the use of 2015 CEHRT for the 
2019 reporting year.

CMS officials say requiring the use of ad-
vanced EHRs will help with interoperability.

RECOGNITION OF COMPLEX PATIENTS

There has been a lot of discussion since the 
Quality Payment Program was unveiled regard-
ing how complex patients could drag down 
quality metric reporting as physicians struggle 
for adherence and/or care improvement. In 
2018, CMS awarded five bonus points in the 
MIPS program for treatment of such patients. 
This bonus remains unchanged for 2019. 

BONUS FOR SMALL PRACTICES

Small practices, defined as having 15 or fewer 
eligible clinicians, will continue to receive a bo-
nus to their scores in 2019, but it will be includ-
ed in the quality performance category instead 
of a standalone bonus. The bonus increases 
to six points (from five last year) if the clinician 
submits data on at least one quality measure.

In addition, CMS will continue to award 
small practices three points for measures in 
the quality performance category that don’t 
meet data completeness requirements for an 
entire patient panel.

PHYSICIANS CAN OPT-IN TO MIPS

Any clinician or group that met one or two of 
the low-volume exemptions (but not all three) 
could choose to opt-in to MIPS, if desired. 
However, the decision is irrevocable. 

Those opting in would be subject to neutral, 
negative or positive payment adjustments 
based on performance in MIPS. 

MORE CLINICIAN TYPES ARE MIPS-ELIGIBLE

For 2019, the definition of MIPS-eligible clini-
cians expanded to include:

• Physical therapists
• Occupational therapists
• Qualified speech-language pathologists 
• Qualified audiologists 
• Clinical psychologists
• Registered dietitian or nutrition profes-

sionals
CMS anticipates that approximately 

798,000 clinicians will be MIPS-eligible in 
2019, an increase of 148,000 from the esti-
mate they provided with the proposed rule.

“The rule offers immediate relief from onerous 
requirements that contribute to burnout in the 
medical profession and detract from patient care.  
It also delays even more significant changes to give 
clinicians the time they need for implementation 
and provides time for us to continue to work with 
the medical community on this effort.”
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1  Blackshear, Joseph L., MD, “Appendage Obliteration to Reduce Stroke in Cardiac 
Surgical Patients With Atrial Fibrillation” <http://www.annalsthoracicsurgery.org/
article/0003-4975(95)00887-X/pdf>, 
The Annals of Thoracic Surgery, 1996;61:755-759

2  http://www.heart.org/en/health-topics/atrial-fibrillation/what-is-atrial-fibrillation-
afib-or-af

3 https://www.ncbi.nlm.nih.gov/pmc/articles/PMC101077/

A simpler path to cardiac diagnostics starts now with 
the new TAGecg® Wearable Sensor from Welch Allyn. 
Learn more at www.welchallyn.com/TAGecg.
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Headline
BYLINE

As many as six million people in the 
United States have atrial fibrilla-
tion (A-Fib), a quivering or irregular 

heartbeat, and this number con-
tinues to increase with an aging population, 
according to the Centers for Disease Control 
and Prevention (CDC). 

There’s also another driver: health and 
fitness wearables, most notably the new-
est Apple Watch® Series 4 set to include an 
FDA-approved built-in EKG sensor.

“There’s a tsunami of A-Fib patients com-
ing,” says Jim Collins, CPC, physician edu-
cator and chart auditor with Cardiologycoder.
com Inc. in Saratoga Springs, N.Y. “We’ll be 
more aware of patients with A-Fib who are 
completely asymptomatic. These are indi-
viduals who would have never sought medi-
cal therapy if it weren’t for their smart watch 
telling them to contact their physician.”

James Allred, MD, a cardiologist and CEO 
of CV Remote Solutions, a remote monitor-
ing consulting company in Greensboro, N.C., 
agrees. “I think we’ll see an explosion in the 
detection of patients with atrial fibrillation 
over the next few years, and there’s a huge 
opportunity for internal medicine,” he says. 

Rising numbers of A-Fib present primary 
care physicians, many of whom make the ini-
tial diagnosis, with opportunities to prescribe 

heart rate-controlling and/or anti-coagulant 
medication as quickly as possible to prevent 
costly ED visits and hospitalizations. Doing 
so not only improves outcomes, but can also 
potentially boost payments under the Medi-
care Access and CHIP Reauthorization Act of 
2015 (MACRA), the federal law that seeks to 
reform Medicare payments while improving 
outcomes and reducing costs. Beginning in 
2019, physicians in the Merit-based Incentive 
Payment System (MIPS), one of two partici-
pation tracks under MACRA, will be penal-
ized if their costs exceed anticipated amounts 
or rewarded for keeping costs under the 
projected amounts.

By prescribing warfarin or another FDA-ap-
proved anti-coagulant medication for certain 
patients with non-valvular A-Fib or atrial flut-
ter, physicians choosing to report on related 
MIPS measures may boost their quality 
scores and receive a financial bonus. 

With MIPS, reducing costs is critical, says 
Collins. Medical costs for individuals with A-
Fib are more than $8,000 higher per year than 
for individuals without A-Fib. A-Fib causes 
more than 750,000 hospitalizations each year 
and costs the United States approximately $6 
billion annually, according to the CDC.

“Everybody will hit that button saying they 
prescribed warfarin or another anti-coagulant. 

Manage patients 
with atrial fibrillation 
to boost payments 
under MIPS
BY LISA A. ERAMO, MA
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The following 2018 MIPS quality measure can  
help physicians gain points under MACRA:

Percentage of patients aged 18 years and older with nonvalvular A-Fib or atrial flutter who  
were prescribed warfarin or another FDA-approved anticoagulant drug for the prevention  

of thromboembolism during the measurement period

That’s basic medicine,” says Collins. Howev-
er, to win under MIPS, physicians also need 
to reduce costs, meaning they must ensure 
that their patients cost less to treat, on aver-
age, when compared with other providers in 
their specialty, he adds.

ASSESS RISK FOR A THROMBOEMBOLIC EVENT.

Physicians gain points under MIPS when they 
use the CHA2 DS2-VASc assessment to de-
termine risk for patients with non-valvular A-
Fib or atrial flutter. This assessment addresses 
certain risk factors, including congestive 
heart failure, hypertension, age (65 or older), 
diabetes mellitus, stroke/transient ischemic 
attack/thromboembolism, vascular disease 
(prior myocardial infarction, peripheral artery 
disease, or aortic plaque), and sex (female). 
Patients with a risk score greater than one are 
included in the MIPS measure.

PRESCRIBE MEDICATIONS, MONITOR INRS.

Novel anti-coagulants should be the first line 
of defense for patients with non-valvular A-Fib 
who have normal kidney function, says Allred. 
“Warfarin has a higher risk for intracranial 
bleeding, and there are more drug interac-
tions and food interactions with warfarin than 
the newer drugs,” he says. “You also need to 
monitor warfarin frequently.” 

However, one challenge is that newer anti-
coagulants are expensive, says Nitin Damle, 
MD, an internist at South County Internal 
Medicine in Wakefield, R.I., and past presi-

dent of the American College of Physicians 
who frequently refers patients to drug manu-
facturer coupons and rebate programs. “If the 
drug companies would price these medica-
tions appropriately to begin with, we wouldn’t 
need to jump through all of these hoops to 
help patients get discounts,” he adds.

Warfarin costs as little as $4 while Xarelto, 
a newer anticoagulant, is at least $424.69, 
according to GoodRx.com. 

Even though warfarin requires frequent INR 
monitoring, Melissa Lucarelli, MD, FAAFP, 
a primary care physician in Randolph, Wisc., 
uses a fingerstick INR machine so she can 
check patients’ levels at the point of care and 
receive immediate results. “We have stand-
ing orders saying that if patients are between 
two and three, they stay on their same dose 
for four weeks. If they’re outside of that 
range, then someone contacts me while the 
patient is still in the office so I can address 
the dosing.”

Some of Lucarelli’s patients—particularly 
those who are immobile—also use a home 
INR monitoring machine. She’s able to bill for 
setting up this service using CPT code 93792 
(patient/caregiver training for initiation of home 
INR monitoring) that pays $55.08 on aver-
age. She reports anticoagulation management 
every four weeks using CPT code 93793 that 
pays approximately $12.24 on average. 

COORDINATE CARE WITH CARDIOLOGISTS.

For patients with symptomatic A-Fib, best 
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practice is to involve a cardiologist as soon as 
possible, says Allred. “Our ability to achieve 
and maintain normal rhythm decreases the 
longer the patient is in A-Fib,” he adds.

Damle consults with cardiologists fre-
quently to identify the optimal course of 
treatment—chemical or electrical cardiover-
sion versus ablation therapy. Cardiologists 
also help him determine whether warfarin, 
coumadin, or a new anticoagulant is the best 
option given the patient’s other comorbidities. 

“We want to try and discourage internists 
from practicing in a silo and taking care of 

these A-Fib patients on their own,” says 
Allred. “By partnering with a cardiologist, 
they’ll also see a bigger savings because pa-
tients will be in normal heart rhythm, feeling 
well, and not in the ED or hospital.”

CREATE AN A-FIB CLINIC.

Another way to reduce costs is to create an 
A-Fib clinic in which patients have immediate 
access to a dedicated provider. This individual 
is often a nurse practitioner or physician assis-
tant who can advise patients when they start 
to experience symptoms of the condition, says 

Documentation tips for A-Fib
Jim Collins, CPC, physician educator and chart auditor with Cardiologycoder.com Inc. in Saratoga 
Springs, N.Y., says physicians can ensure accurate payment for treating patients with A-Fib by 
including the following five elements in their documentation: 

1. CURRENT MEDICATIONS
This list must include warfarin or another FDA-
approved anticoagulant drug.

2. A-FIB VS. ATRIAL FLUTTER
To ensure specificity, document the following:

• Type of A-Fib (i.e., paroxysmal, persistent, 
chronic, or unspecified)

• Type of atrial flutter (i.e., typical, atypical, 
or unspecified)

3. RISK OF A THROMBOEMBOLIC EVENT 
Patients with low risk of a thromboembolic 
event (i.e., those with a CHA2 DS2-VASc risk 
score of 0 or 1) are excluded from the MIPS 
measure. Physicians must document either 
the numeric score or all of the individual risk 
factors assessed to support an assessment of 
the CHA2 DS2-VASc score.

4. COMORBIDITIES
Obesity, sleep apnea, and hypertension 
frequently contribute to A-Fib and atrial flutter 
and may generate higher payments in some 
risk-adjusted payment models.

5. OTHER MIPS EXCLUSIONS

Document any of the following, when 
applicable:

• Comfort care (i.e., those receiving hospice, 
palliative, and supportive treatment for a 
terminal illness or who have refused life-
sustaining treatment)

• Transient or reversible cause of A-Fib 
(e.g., pneumonia, hyperthyroidism, preg-
nancy, or cardiac surgery)

• Medical reason for not prescribing 
warfarin or another FDA-approved 
anticoagulant (e.g., atrial appendage 
device in place)

• Patient reason for not prescribing warfarin 
or another FDA-approved anticoagulant 

• System reason for not prescribing 
warfarin or another FDA-approved 
anticoagulant (e.g., patient is currently 
enrolled in a clinical trial for treatment of 
A-Fib or atrial flutter)
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Allred, who runs a dedicated clinic in his own 
cardiology practice and provides consulting 
services around creating similar care models. 

Allred’s clinic, which is staffed by a nurse 
practitioner who sees 15-30 patients daily, 
enabled an 8% reduction in ED visits over the 
course of one year.

“I’ve seen a dramatic decrease in ED visits 
and hospitalizations when patients are man-
aged in an A-Fib clinic,” says Allred.

“These clinics are a fairly new concept, but 
they can really help you win the MIPS game,” 
says Collins. Here’s how: Even though frequent 
outpatient visits and labs may add several 
hundred dollars on the ambulatory side, they 
reduce costs on the inpatient side—costs that 
often exceed $10,000 or more for a single A-
Fib-related hospital admission or $100,000 or 
more for a stroke-related admission, he adds.

A-Fib clinics also make it easier to focus 
more aggressively on lifestyle modification 
that can reduce the impact of the condition, 
such as weight management, sleep apnea 
management, and tobacco and alcohol cessa-
tion counseling, says Allred.

Having a dedicated A-Fib clinic may also 
make it easier to bill for services such as tran-
sitional care management and chronic care 
management, says Collins.

CONSIDER REMOTE MONITORING.

Remote monitoring cardiac devices (e.g., 
pacemakers, defibrillators, and implantable 
loop recorders) can also reduce costs, im-
prove outcomes, and generate additional 
revenue, says Collins. In particular, physicians 
can report CPT code 99091, which denotes 
the collection and interpretation of physiologic 
data (e.g., ECG, blood pressure, glucose 
monitoring) digitally stored and/or transmitted 
by the patient and/or caregiver to the physi-
cian or other qualified healthcare professional 

requiring a minimum of 30 minutes. This code 
pays an average of $58.68.

PROVIDE PATIENT EDUCATION.

Setting patient expectations about A-Fib 
management is an important part of cost sav-
ings. “A-Fib is a lifelong disease state, but it’s 
not life threatening unless you have a stroke,” 
says Allred. “We need to give patients a plan 
for the next time they have A-Fib—as-needed 
medicines and what to do when symptoms 
arise. It’s about helping patients learn to live 
with their disease.” 

FOCUS ON MEDICATION ADHERENCE.

Medication compliance can also reduce costs, 
says Damle. South County Internal Medicine 
is part of an Accountable Care Organization 
that has hired a part-time (two days per week) 
pharmacist who checks in with patients every 
few months. “They report back to us so we 
can make sure the patient is on the right med-
ication and dosage and is taking that medica-
tion appropriately. This prevents additional ED 
visits and hospitalizations.”

Seven important A-Fib 
and atrial flutter 
ICD-10-CM diagnosis 
codes to know
The following seven A-Fib and atrial flutter  
ICD-10-CM diagnosis codes drive relevant 
MIPS measures:

1. I48.0 Paroxysmal A-Fib
2. I48.1 Persistent A-Fib
3. I48.2 Chronic A-Fib
4. I48.3 Typical atrial flutter
5. I48.4 Atypical atrial flutter
6. I48.91 Unspecified A-Fib
7. I48.92 Unspecified atrial flutter
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F our years after its rollout, the Medi-
care Access and CHIP Reauthoriza-
tion Act of 2015 (MACRA), continues 
to change and evolve. Initiatives 

to optimize the patient experience and out-
comes through quality care and cost efficien-
cies often focus on eliminating unnecessary 
procedures and not over-treating patients. 
However, one area that is often overlooked is 
using technology to improve patient satisfac-
tion, speed of treatment, and accuracy, which 
can positively impact patient outcomes.

For healthcare organizations, there’s a lot on 
the line. If healthcare professionals do not meet 
MACRA’s requirements, organizations run the 
risk of losing up to 7 percent of Medicare reim-
bursements. Knowing that they will receive only 
93 percent of the total reimbursement incurred 
for every Part B service billed motivates organi-
zations to participate in the quality payment in-
centives to increase their payment adjustments. 

However, CMS predicts organizations that 
do it right may be eligible to receive up to a 
3.58 percent exceptional performance bonus 
for the 2019 performance year paid in 2021. 
With an estimated total of 11 percent in reim-
bursement influx, integrating digital technolo-
gies and applications will play a major role in 
helping organizations increase their return on 
investment, and more importantly, increase 
the quality of care for patients.

Using composite performance scores de-
termined by one of the two Quality Payment 
Program paths under MACRA, the Merit-
based Incentive Payments (MIPS) scores will 
be based on quality (45 percent), promoting 
interoperability (25 percent), costs (15 per-
cent), and improvement activities (15 percent). 

HOW TECHNOLOGY IMPACTS CARE
Often scattered among many decentralized 
sources, patient information can be hard to 
find, can contain inaccuracies, and sometimes 
just doesn’t make it to the intended desti-
nation. This results in increased treatment 
times, reduced availability of clinicians as they 
wrangle with these systems, and delayed 

Can technology 
increase MACRA 
reimbursements?
BY BILL HO

“Healthcare organizations 
that successfully 
integrate disparate 
clinical data sources into 
their EHRs simplify and 
improve the quality of the 
patient journey.”
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care—and ultimately a reduction in the overall 
number of patients that can be handled. And 
delayed treatment can negatively impact pa-
tient outcomes, which factors into the quality 
of performance scoring in MIPS. 

Because the EHR typically is the nexus of 
patient information for providers, evaluating 
interoperability is an integral aspect of the 
MIPS Quality Payment Program. Under MA-
CRA, in order to qualify for positive Medicare 
reimbursement, certified EHR technology 
must meet the 2015 Edition Health IT Certifi-
cation, which heavily underscores the use of 
application programming interfaces (APIs) for 
non-primary uses of clinical health data. 

So, what can organizations do to avoid 
penalties, increase their reimbursements, and 
provide a better quality of care for patients?

ADOPT SOLUTIONS TO AUTOMATE  
BUSINESS PROCESSES
Healthcare organizations that successfully inte-
grate disparate clinical data sources into their 
EHRs simplify and improve the quality of the 
patient journey. Fast, secure, and reliable com-
munications enable automated workflows and 
increase efficiencies, e.g., sharing information 
that contains patient history and diagnostic 
data to support preauthorization with payers 
helps patients quickly get the care they need. 

STRENGTHEN CARE COORDINATION  
AND COMMUNICATION 
In many cases, attending physicians must 
collaborate with specialists to treat a patient. 
Using reliable and secure applications for 

document delivery and messaging enables 
care teams in different locations to quickly 
share information, such as lab test reports, 
high resolution radiographs, and MRIs. 

Additionally, implementing secure patient 
messaging solutions can help facilitate and 
enhance the patient-caregiver relationship. For 
example, after a patient has left a facility, pro-
viding them with the ability to communicate 
with the physician securely can help the pa-
tient easily report new symptoms or issues, as 
well as better coordinate any needed follow-up 
appointments, prescriptions, or additional care. 

INVEST IN SOLUTIONS THAT WORK 

Digital technology applications and integra-
tions that support secure document trans-
mission solutions within EHRs not only help 
provide the best patient experience possible, 
but also give back more time to the caregiver 
to spend on determining quality and effective-
ness of care for patients. Better technology 
can lead to greater reimbursements when 
it clearly shows efficiency gains, minimizes 
disruptions to existing processes, and is ac-
cepted and adopted by the end users.  

With a true focus on improving the quality of 
patient care under MACRA, we’ll see effec-
tive physicians and healthcare organizations 
benefit from improved technology applica-
tions and integrations that will ultimately get 
patients the quality of care they need faster. 

Bill Ho is CEO of Biscom.

“One area that is often overlooked is using 
technology to improve patient satisfaction, speed 
of treatment, and accuracy, which can positively 
impact patient outcomes.”
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M edicare Annual Wellness Visits 
(AWVs) offer practices a way 
to improve the health of their 
patients, increase revenues, and 

improve quality scores in value-based reim-
bursement programs. 

Yet, according to a 2017 SmartLink survey, 
only 10 percent of clinicians have done AWVs 
with more than 80 percent of their eligible 
Medicare patients. Half of the surveyed 
providers brought in less than 40 percent of 
eligible patients for AWVs. This data is con-
sistent with a recent analysis of Medicare 
claims data, which showed nearly half of 
AWVs were performed by just 10 percent 
of the doctors who provide them. Overall, 
a national study by the American Medi-
cal Group Association found that under 20 
percent of eligible Medicare patients received 
AWVs in 2016.

What accounts for this shortfall? The wide 
geographical variations in the prevalence 
of AWVs suggest that physicians are much 
more likely to promote them to patients in 
some areas than in others. Accountable care 
organizations (ACOs) are also more likely than 
practices outside of ACOs to offer AWVs be-
cause they benefit financially from assessing 
health risks and filling care gaps, according 
to a 2017 report in JAMA. Another reason 
is a lack of understanding by both patients 

and providers as to what services the AWV 
provides. On the clinician side, this confusion 
over the scope of service results in opera-
tional challenges. Clinics often lack the ap-
propriate process, staffing, and technology 
necessary to provide all the required services 
to a large percentage of patients. 

While orchestrating an AWV program re-
quires time and money, the practices able to 
deliver AWVs in an effective manner to most 
of their eligible patients could see a substan-
tial return on investment. Moreover, these 
visits would generate follow-up visits for 
preventive services that patients might not 
otherwise seek from their physicians.

AWVs offer additional benefits. The screen-
ing tests and other preventive services aris-
ing from those visits can help physicians 
raise their quality scores in the Merit-based 
Incentive Payment System (MIPS), CMS’ 
pay-for-performance program. If they belong 
to an ACO that participates in the Medicare 
Shared Savings Program (MSSP), AWVs can 
help ACOs improve their scores on 13 MSSP 
quality metrics. AWVs also can support the 
attribution of patients to ACO providers.

PROCESS IS PARAMOUNT
In order to provide AWVs at scale, it’s impor-
tant to think through all of the work that it en-
tails: who does what, how, and when. Patient 
identification, eligibility checking, education and 

Leverage Annual 
Wellness Visits to 
improve value-based 
performance
BY ALEX TSE, MD

http://www.smartlinkhealth.com/resource-center/market-research-report-macra-success-strategies/
https://jamanetwork.com/journals/jama/fullarticle/2622010
https://jamanetwork.com/journals/jama/fullarticle/2622010
https://www.amga.org/docs/Meetings/AC/2017/Handouts/Hager_Moore.pdf
https://www.amga.org/docs/Meetings/AC/2017/Handouts/Hager_Moore.pdf
https://jamanetwork.com/journals/jama/fullarticle/2622010
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outreach, office workflow, data capture, ability 
for the data to be retrieved for future quality 
metrics reporting, and completion of the scope 
of service all have to be taken into consider-
ation. One of the most important aspects of 
the AWV process is patient education and 
scheduling. Patients need to have a clear un-
derstanding of what to expect, as an AWV visit 
will be different from that of a “sick” E/M visit.

AWV is not an office visit that requires a 
physical exam by the provider. The patient 
is screened with multiple questions related 
to their wellness by a nurse.  If the patient 
has questions related to an acute illness or 
chronic illness, or medication refills, they will 
be asked to schedule a future E/M visit.

According to CMS, an AWV (G0438/
G0439) and an E/M service (99212-99215) 
can all be billed on the same date, as long as 
there is separate documentation supporting 
each of these services.  However, frequent 
billing of both AWV and E/M services on the 
same day may have higher risk of triggering 
an audit, according to coding experts.

THE RIGHT TOOL FOR THE RIGHT JOB
As a preventative care visit, the AWV does 
not usually require a provider to spend face-to-
face time with the patient (except in an FQHC/
RHC setting). However, in order to carry out 
the AWV visit using clinical support staff, such 
as an MA or LPN and without provider involve-
ment, the visit needs to be highly structured. 

Clinical pathways and algorithm logic are 
necessary to ensure interventions for health 
risk factors and the appropriate preventive 
screening schedule is created for the patient. 
It’s possible to capture the required patient 
information either on paper or via an EHR 
template; however, in general, both paper and 
EHRs fall short when it comes to the benefi-
ciary counseling component and creation of 
the personalized prevention schedule.

For example, establishing a list of risk fac-
tors and conditions for which interventions 
are recommended along with treatment 
options, as well as furnishing personalized 
health advice and referrals as appropriate, are 
not things that can be provided by the EHR 
or determined by an MA without appropriate 
guidance. Eligibility checking for the recom-
mended preventative services is also not 
provided by EHRs, causing the AWV to take a 
lot more time than it should. As a result, both 
paper and EHR templates for AWV informa-
tion gathering would require manual eligibility 
checking for preventative services and the 
development of clinical pathways and pro-
tocols. Otherwise, the AWV should be con-
ducted by more highly skilled staff, such as 
an RN, non-physician provider, or physician.

The other option is to utilize EHR-interoper-
able software that is specifically designed to 
process the AWV smoothly and ensure compli-
ance with all of the CMS requirements, includ-
ing the automatic creation of an eligibility-based 
personal prevention plan. Support staff can 
then be used to quickly complete the AWV. 

“Clinics that approach 
launching an AWV 
program with the right 
people, process, and 
technology can be 
successful, regardless of 
whether they insource or 
outsource all or part of 
the program.”

https://www.aafp.org/fpm/2012/0900/p11.pdf
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BUILDING A STAFFING PLAN
Once the process and technology are defined, 
a staffing plan can be created. The decision to 
use either contract or permanent employees 
and the amount of employees to hire will be 
influenced by patient volume and seasonality 
factors. For example, the winter season is usu-
ally accompanied by more acute sick visits, so 
the practice might decide to focus on perform-
ing more AWVs during the summer months. 
Depending on the volume of AWVs to be done 
per day, the practice may need additional staff. 

Practices also need to make sure they 
have the appropriate staffing level for patient 
outreach, education, and scheduling. This 
of course assumes that there is exam room 
availability to see the desired volume of pa-
tients within a defined timeframe. 

INSOURCING VS. OUTSOURCING
Clinics that approach launching an AWV program 
with the right people, process, and technology 
can be successful, regardless of whether they 
insource or outsource all or part of the program. 

However, many that insource the AWV 
program struggle to scale the program ef-
fectively. While on the surface it may seem 
more cost effective to insource, clinics tend 
to underestimate the fully loaded cost of do-
ing AWVs on their own, especially during the 
ramp up phase when processes are ineffi-
cient and/or insufficient. 

One federally qualified health center, for 
example, was able to garner only 112 AWVs in 
the first six months using four staff members 
across six locations. They then decided to test 
outsourcing at one location with one con-
tracted medical assistant onsite. Over the next 
three months, their own staff of four complet-
ed 172 AWVs across six locations. In contrast, 
the outsourced location completed over 200 
with only one MA. From both a top line rev-
enue and bottom line profitability perspective, 
the outsourced approach proved to be more 

productive as well as more financially lucrative. 
When you do the math, it’s easy to see 

why an outsourced program, when deployed 
efficiently and at higher scale, will be more 
economically viable than an insourced pro-
gram. According to the latest Physician Fee 
Schedule, Medicare currently pays $161-$227 
for initial AWVs and $108-$152 for subse-
quent AWVs, depending on practice location.

For practices that lack the knowhow and 
staff, yet prefer an insourcing model, a hybrid 
approach may make sense. An outside ven-
dor can supply just the technology, patient 
outreach, and scheduling, while the clinic pro-
vides the staff to conduct the AWV. Another 
approach would be to initially outsource the 
program completely in order to leverage an 
outsourcing firm’s expertise in AWV process 
and best practices. 

After the program is built up successfully 
and there is time for knowledge transfer to 
take place, the clinic can then transition to a 
partial or full insource model.

THE BOTTOM LINE
In the Medicare population, prevention is often 
overshadowed by chronic issues and acute con-
cerns. The AWV is an opportunity for both phy-
sicians and patients to make preventive care a 
priority. But it is significantly underutilized. 

Practices that wish to increase the per-
centage of Medicare patients will need to 
overcome some operational challenges. 
However, a combination of the right staffing, 
technology, and process, whether insourced 
or outsourced, can help them provide this 
important service to the majority of eligible 
patients, while earning additional income.

Alex Tse, MD, is a primary care provider with 
over 40 years of primary care practice. He is 
the chief medical information officer at 
SmartlinkHealth.

https://www.cms.gov/apps/physician-fee-schedule/overview.aspx
https://www.cms.gov/apps/physician-fee-schedule/overview.aspx
http://www.smartlinkhealth.com
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P hysicians have never had a greater 
need for evidence-based informa-
tion to evaluate the effectiveness 
and risks of alternative therapies 

and treatments. New reimbursement mod-
els include financial rewards for the delivery 
of quality, cost-effective care, which means 
doctors require tools that explicitly identify 
the value and risks of particular interventions, 
based on scientific research and evidence.

With ready access to current information, 
physicians can maximize their earning poten-
tial and diminish the risk of financial penalties, 
while simultaneously advancing the Triple 
Aim of improved population health, lower 
health costs, and a better patient experience.

If you are a physician, you’re aware of how 
challenging it can be to achieve Triple Aim goals 
and value-based care objectives. You often must 
a navigate a mix of old and new payment mod-
els; you must choose between the latest clinical 
protocols and possibly unaligned historical “best” 
practices; and, you must interpret population-lev-
el care guidelines and evaluate their applicability 
to an individual patient’s values and preferences.

Fortunately, thanks to a mix of new policies 
and regulations and advanced technologies 
that make evidence-based content more read-
ily available, physicians are increasingly better-
armed to achieve their care and quality goals.

ALIGNING EVIDENCE-BASED  
MEDICINE AND FINANCIAL INCENTIVES 
Most physicians still rely on traditional fee-for-
service models for the bulk of their compen-
sation. Newer fee-for-service plans, however, 

often include quality components that incent 
clinicians to follow evidence-based guidelines.

For example, established care guidelines 
recommend that patients with diabetes, hy-
pertension and other chronic diseases regu-
larly visit their doctor for preventative care 
and ongoing treatment. Often these guide-
lines align with physicians’ financial incentives 
so that clinicians encourage regular follow-up 
care to drive better outcomes.

Physicians who are subject to Medicare’s 
Merit-Based Incentive Payment System (MIPS) 
are also motivated to adhere to evidence-based 
medicine standards. Reimbursements and 
penalties under MIPS are tied to quality perfor-
mance, so providers are driven to deliver opti-
mal outcomes and cost-effective treatment.

Accountable care organizations (ACOs) also 
tie reimbursement to quality activities. Physi-
cians have the potential to raise their quality 
scores and qualify for bonuses by adhering 
to evidence-based medicine protocols, espe-
cially under track 1 of the Medicare Shared 
Savings Program (MSSP). Physicians also 
have the potential to earn shared savings if 
the ACO reduces Medicare costs by more 
than a minimum amount—yet another reason 
for clinicians to seek evidence-based, cost-
effective interventions.

By adhering to evidence-based medicine 
guidelines, physicians can earn higher rewards 
while participating in risk-based payment 
models, such as an ACO enrolled in track 2 
or track 3 of the MSSP, or a Medicare Advan-
tage plan administered by a private insurer. 

Arming doctors with 
evidence to achieve  
clinical and financial goals
BY ROSS ELLIS, MD



16  |  MEDICAL  ECONOMICS

As reimbursement models continue to add 
value-based metrics, physicians will demand 
ready access to evidence-based protocols to 
guide preventive care efforts, better manage 
patients with chronic conditions, and minimize 
unnecessary interventions.

CHALLENGES TO ADOPTING  
EVIDENCE-BASED MEDICINE
Despite aligned financial incentives and well-
intentioned clinical practice guidelines, physi-
cians are sometimes slow to utilize evidence-
based medicine in clinical practice. This is 
especially true when new evidence challeng-
es conventional wisdom.

Consider, for example, a well-publicized study 
that examined invasive therapy for stable coro-
nary artery disease. In 2007, strong evidence 
emerged that found a three-drug therapy for 
chronic stable angina could be as effective as 
invasive placement of a coronary stent. Howev-
er, a decade later, cardiologists acknowledge 
that the (less-expensive) three-drug therapy re-
mains underutilized, while stents were overuti-
lized. Indeed, as recently as 2016 the American 
College of Cardiology reported that close to 50 
percent of stents for non-acute patients were 
placed without appropriate indications.

Despite strong evidence, physicians often 
take years to change practice habits. Evidence 
adoption is further delayed when doctors cannot 
easily translate population-based guidelines to 
the unique needs or preferences of an individual 
patient. Making the best and most meaning-
ful evidence guidance applicable to a specific 
patient is hardly straightforward, as suggested in 
a recent systematic review of 48 studies and 
over 13,000 clinicians. According to the authors, 
clinicians overestimate the benefit of a test or 
treatment 32 percent of the time and underesti-
mate the risk of harm 34 percent of the time.

LEVERAGING CURATED EVIDENCE TO  
ACHIEVE CLINICAL AND FINANCIAL GOALS
The incorporation of evidence-based medicine 
into everyday practice remains a challenge, 

but physicians now have increased access to 
more tools to help them evaluate the relative 
value of different interventions.

Consider the Choosing Wisely campaign, 
which the American Board of Internal Medi-
cine launched in 2012. ABIM publishes a 
list that includes specialty society warnings 
about several hundred tests or treatments 
that should be avoided under specific circum-
stances. Physicians able to stay abreast of 
pertinent details related to their specialty are 
more likely to select interventions that im-
prove care and optimize resources.

Other sources of evidence-based guidelines 
include the Cochrane Collaboration, specialty 
society “journal clubs,” and commercial 
providers of order sets and care plans. Such 
organizations perform systematic evaluations 
of new studies to assess their importance for 
patient outcomes. In addition, Right Care Al-
liance, the NNT, and similar coalitions work 
to identify and reduce overutilized healthcare 
interventions by clarifying the risks and ben-
efits of various tests and treatments.

By arming physicians with evidence-based 
guidelines, they are better-equipped to make 
clinical decisions that are cost-effective and 
drive high-quality outcomes. In order to 
achieve Triple Aim goals and value-based care 
objectives, healthcare organizations must 
leverage available technologies and resources 
and give their physicians ready access to the 
most current evidence-based data.

Ross Ellis, MD is an ABIM-board certified 
internist and medical director at Zynx Health, 
where he helps implement evidence-based 
care guidance across a broad range of health 
systems. In his own practice in eastern 
Pennsylvania, he has helped manage clinical 
decision support for EHR-based workflows. 
Ellis completed an MD degree, MPH degree, 
and residency training at Columbia University.

http://www.nejm.org/doi/full/10.1056/NEJMoa070829#t=article
http://www.nejm.org/doi/full/10.1056/NEJMoa070829#t=article
https://www.theatlantic.com/health/archive/2017/02/when-evidence-says-no-but-doctors-say-yes/517368/
http://www.onlinejacc.org/content/early/2016/12/20/j.jacc.2016.12.005
http://www.onlinejacc.org/content/early/2016/12/20/j.jacc.2016.12.005
https://www.universityaffairs.ca/opinion/in-my-opinion/closing-17-year-gap-scientific-evidence-patient-care/
https://www.ncbi.nlm.nih.gov/pubmed/28097303
http://www.choosingwisely.org/clinician-lists/
http://www.choosingwisely.org/clinician-lists/
https://rightcarealliance.org/article/endoscopic-sinus-surgery-tale-overuse/
https://rightcarealliance.org/article/endoscopic-sinus-surgery-tale-overuse/
http://www.thennt.com/home-nnt/
http://www.zynxhealth.cp,
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Improving MACRA Scores by Better Managing Chronic Conditions
Making an Impact on Merit-Based Incentive Payment System (MIPS) Measures

Capture Everyday Procedures to Meet Quality Measures and Optimize Reimbursement 

Quality measures account for half (50 points) of the total MIPS score. 

For these quality measures, common procedures may be of uncommon importance. Here are some measures 
related to common, higher-volume procedures that you can improve upon today to make an impact on your 
MACRA scores.

According to the American Heart Association, 103 million Americans have high blood 
pressure,1 which makes it a focus quality measure.

Controlling high blood pressure is an intermediate outcome measurement type, and at least one outcome 
measure is a required submission. Quality measure 236 (NQF 0018) falls into Management of Chronic 
Conditions and the NQS Domain of Effective Clinical Care. To help patients manage high blood pressure, it 
can help to tackle the problem from three sides: in the office, outside the office and at home.



In the office: Evidence suggests that manual single-reading methods may not be sufficient for identifying and 
diagnosing hypertension.2 Mitigating factors may include white coat hypertension, among others.3 Studies 
have shown that automated blood pressure averaging can provide additional decision support4 to improve 
the accuracy of hypertension diagnoses. An automated vital signs device with blood pressure averaging can 
help you trust the accuracy of your in-office readings.

Outside the office: The U.S. Preventive Services Task Force calls ambulatory blood pressure monitoring 
(ABPM) “the best method for diagnosing hypertension.”5 ABPM can help avoid misdiagnosis and 
overtreatment of persons with isolated clinic hypertension.

At home: Home blood pressure monitoring solutions often lack clinical accuracy and rely on patients 
accurately communicating readings to physicians. Clinician-connected remote patient monitoring has been 
proven to help get patients to their target blood pressure, according to a 2008 report published in JAMA.6

To make an impact on hypertension quality measures, focus 
on accurate blood pressure readings inside and outside the 
office.

One in three people with A-Fib will have a stroke.7

Quality measure 326 (NQF 1525), Atrial Fibrillation and 
Atrial Flutter: Chronic Anticoagulation Therapy also falls into 
Management of Chronic Conditions and the NQS Domain of 
Effective Clinical Care.

Ensuring diagnostic quality in high-volume procedures like 
resting ECGs plays an important role in identifying signs 
of A-Fib. And when it comes to diagnosing and managing 
the condition, new, patch-based technologies for extended Holter monitoring can help dramatically improve 
both the patient experience and diagnostic yield compared with traditional Holter monitoring.8 Many are 
simple enough for the primary care office, but have comprehensive reporting capabilities that can be used by 
cardiologists. 

Conclusion: Impact Treatment Decisions and Patient Outcomes While Earning Incentives

These common procedures can be easily captured and submitted via your claims processing or the use of a 
registry tool to fulfill MIPS requirements. Capturing and reporting both these measures is important to your 
patients’ outcomes and to your practice sustainability.
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