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here are two pathways to the 
Medicare Access and CHIP 
Reauthorization Act (MACRA): 
the Merit-Based Incentive Pay-
ment System (MIPS) and Ad-

vanced Alternative Payment Models (AAPMs). 
CMS predicts 600,000 
Part B clinicians will 
be subject to MIPS in 
2018, which provides 
a performance-based 
payment adjustment of 
+/-5% for 2018, grow-
ing to +/-9% of Part B 
payments for the 2020 
performance year.

CAPTURE EVERYDAY PROCEDURES  
TO MEET QUALITY MEASURES AND  
OPTIMIZE REIMBURSEMENT 

Submit at least six quality measures that 
meet data completeness for the full calendar 
year and you are two-thirds of the way to a 
likely bonus score, according to CMS. The 
quality measures account for half (50 points) 
of the total MIPS score. 

For these quality measures, common pro-
cedures may be of uncommon importance. 

This is especially true when it comes to mea-
sures related to prevalent chronic conditions 
like hypertension and atrial fibrillation (AFib). 

Here are some measures related to com-
mon, higher-volume procedures that you 
can improve upon today to make an impact 

on your MACRA 
scores.

Controlling high 
blood pressure is an 
intermediate out-
come measurement 
type, and at least 
one outcome mea-
sure is a required 
submission. Quality 

measure 236 (NQF 0018) falls into Manage-
ment of Chronic Conditions and the NQS Do-
main of Effective Clinical Care. The measure 
description is the “percentage of patients 
18-85 years of age who had a diagnosis of 
hypertension and whose blood pressure 
was adequately controlled (<140/90mmHG) 
during the measurement period (once per 
performance period).”

To help patients manage high blood pres-
sure, it can help to tackle the problem from 

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

Improving  
MACRA scores  
by better  
managing  
chronic  
conditions 

https://news.heart.org/more-than-100-million-americans-have-high-blood-pressure-aha-says/
https://news.heart.org/more-than-100-million-americans-have-high-blood-pressure-aha-says/
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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. 
Mitigating factors may include white coat 
hypertension, among others. Studies have 
shown that automated blood pressure averag-
ing can provide additional decision support to 
improve the accuracy of hypertension diag-
noses. 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 meth-
od for diagnosing hypertension.” 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.

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

A-FIB: ON THE RISE BUT EASY TO DIAGNOSE

Quality measure 326 (NQF 1525), Atrial Fibril-
lation and Atrial Flutter: Chronic Anticoagula-
tion Therapy also falls into Management of 
Chronic Conditions and the NQS Domain of 
Effective Clinical Care. 

Why focus on this measure? Because one in 
three people with A-Fib will have a stroke. And 
one common procedure—an ECG—may be the 
most important thing you do for those patients.

When it comes to high-volume procedures 

like ECGs, small time-savings can have a 
dramatic impact on office efficiency. To help 
with this, choose a device that connects to 
your EHR to transfer patient demographics 
and other important data electronically. This 
can not only save time, but can also improve 
physicians’ interpretations that depend on 
accurate patient demographics.

CONCLUSION: IMPACT TREATMENT  
DECISIONS AND PATIENT OUTCOMES  
WHILE EARNING INCENTIVES

These are common procedures performed in 
your practice every day, and they are easily 
captured and submitted via your claims pro-
cessing or the use of a registry tool to fulfill 
MIPS requirements. Let technology work for 
you with EHR-connected medical devices 
to help optimize workflows and save time. 
Capturing and reporting both these measures 
is important to your patients’ outcomes and to 
your practice sustainability. 

CMS mandates for budget-neutrality. That 
means clinicians earning incentives are ef-
fectively being paid by clinicians that are 
assessed penalties for substandard perfor-
mance. Wouldn’t you rather be in the group 
earning incentives, optimizing workflow and 
effectively utilizing clinician resources? 
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Under new American Heart Association guidelines,¹ nearly half of 
American adults have high blood pressure—and many don’t know it.²

The Welch Allyn line of digital blood pressure solutions can help providers confidently 
identify, diagnose and manage hypertensive patients inside and outside the office.

1 http://www.acc.org/latest-in-cardiology/articles/2017/11/08/11/47/mon-5pm-bp-guideline-aha-2017

²  http://www.heart.org/HEARTORG/Conditions/HighBloodPressure/GettheFactsAboutHighBloodPressure/
The-Facts-About-High-Blood-Pressure_UCM_002050_Article.jsp#.WjgSFVWnGUn

When diagnosing hypertension, accurate blood 
pressure readings are non-negotiable.

IDENTIFY DIAGNOSE MANAGE

Home blood  
pressure monitoring

Connex® Spot Monitor

Automated vital signs with 
blood pressure averaging

Ambulatory blood  
pressure monitoring

ABPM 7100 Ambulatory  
Blood Pressure Monitor

Welch Allyn Home®  
Hypertension Program 

Learn more at www.welchallyn.com.

https://www.welchallyn.com
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n its rule outlining 2018 reporting 
requirements under MACRA’s Quality 
Payment Program (QPP), CMS proj-
ects that equal distributions of $118 
million in positive and negative adjust-

ments will be issued to providers reporting via 
the QPP’s Merit-based Incentive Payment Sys-
tem (MIPS). Another $500 million in additional 
incentives is available for clinicians who demon-
strate “exceptional performance” under MIPS.

According to CMS estimates, roughly 622,000 
eligible clinicians will be required to report under 
MIPS in 2018. Another 540,000 clinicians are ex-
pected to fall below revised low-volume exemp-
tion thresholds set forth in the new rule, which 
exclude clinicians and groups receiving less than 
$90,000 in Medicare Part B reimbursement or 
treating fewer than 200 Part B beneficiaries.

While CMS extended several flexibilities 
designed to lessen provider participation bur-
den from the first year of the program, other 
updates in the rule decidedly push things for-
ward. Changes to the QPP’s second report-
ing period include:

•  Requirements that clinicians report a full 
year of quality metrics

•  Introduction of the Cost category  
to MIPS scoring

•  Overall performance threshold increase from 
3 points in the 2017 transition year to 15 
points in the 2018 reporting period

Providers who have been hesitant to em-
brace MACRA will have to act quickly to 
prepare for quality reporting for the full year 
in 2018. CMS’ decision to introduce Cost to 
2018 MIPS scoring may surprise providers 
who were hopeful the category would be 
pushed back another year. MACRA mandates 
requiring that Cost account for 30 percent 
of overall MIPS scores by the 2019 report-
ing period likely prompted the 10 percent 
weighting in 2018 as a means to help provid-
ers acclimate to the new category.

MIPS scoring in 2018: Per the final rule, 
MIPS scoring categories for the 2018 report-
ing are listed below, with several highlighted 
updates within each: 

QUALITY (50 PERCENT)

•  9 new Quality measures adopted

•  6 topped-out Quality measures identified  
for the 2018 performance period

•  Up to 10 percentage points available for 
Quality performance improvement from 
2017 to 2018

•  “Completeness of reporting” threshold on 
quality measures raised from 50 to 60 percent

PROMOTING INTEROPERABILITY  
(FORMERLY ADVANCING CARE  
INFORMATION) (25 PERCENT)

•  Use of 2014 or 2015 Certified EHR Tech-
nology (CEHRT) allowed with bonus points 
applied for sole use of 2015 CEHRT

I

A guide to reporting 
on MACRA 
BY KERRI WING, RN
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•  PI hardship exceptions extended to small 
practices, hospital and ambulatory-based 
clinicians, and those whose health records 
were decertified (PI category weight added 
to Quality)

IMPROVEMENT ACTIVITIES (15 PERCENT)

•  New measures added for a total  
of 112 IA activities

•  Patient-Centered Medical Home  
IA activity threshold set at 50 percent  
of practice sites certified

COST (10 PERCENT)

•  Up to 1 percentage point available for Cost 
performance improvement from 2017 to 
2018 (as calculated by CMS)

•  CMS working to identify new measures to re-
place the 10 episode-based Cost measures 
adopted in the 2017 reporting period

Updates also introduced new specialty 
metrics and patient satisfaction measures. 
Facility-based scoring options for quality and 
cost categories (for clinicians whose primary 
responsibilities are in an inpatient hospital 
or emergency room setting) are delayed to 
2019, as are allowances for multiple submis-
sion mechanisms per reporting category.
ADDITIONAL PROVISIONS IN THE  
FINAL RULE AFFECTING THE MIPS  
REPORTING TRACK INCLUDE:

•  Bonus points: Clinicians who treat complex 
patients and small practices (those with 15 
or fewer clinicians) that submit data on at 
least one performance category will receive 
a five-point bonus to their overall score.

•  Virtual groups: Two or more Taxpayer Iden-
tification Numbers (TINs)— including solo 
practitioners and groups of 10 clinicians 
or less — can come together “virtually” to 
participate in MIPS in 2018.

•  Hardship exemptions: CMS established 
an “extreme and uncontrollable circum-
stances” policy to give reporting reprieve to 

providers impacted by natural disasters in 
the 2017 performance period.

CMS continues to walk the fine line be-
tween advancing value-based program initia-
tives and allowing clinicians time to adapt. 

Stakeholders have expressed concern that 
broader exclusions from participation due to 
revised Medicare volume thresholds may be 
slowing down adoption. Others are concerned 
that rolling into the 2018 reporting period prior 
to receiving feedback on 2017 performance 
may send providers down the wrong path. 

Payment adjustments for the 2020 payment 
year, as determined by 2018 MIPS reporting, 
will impact clinician Medicare reimbursement 
to the tune of plus or minus 5 percent.

Kerri Wing, RN, is director of clinical  
analytics for Advantum Health. 

4 PHASES OF MACRA  
PARTICIPATION

1. COLLECT DATA
Physicians record quality data and  
how they used technology to support  
the practice.

2. REPORT DATA
To potentially earn a payment bonus  
via MIPS, physicians send data to CMS 
about the care provided to patients and  
how the practice used technology.

3. FEEDBACK
CMS sends physicians feedback on their  
performance level and comparisons to  
historical benchmarks, if applicable.

4. PAYMENT ADJUSTMENT
Physicians may earn a payment  
bonus via MIPS by submitting  
data by CMS’s deadline.
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hysician practices have found 
plenty to be unhappy about in 
the CMS' Quality Payment Pro-
gram. The overall complexity of 
the Merit-Based Incentive Pay-

ments System (MIPS) is staggering, because 
it requires practices to determine which qual-
ity and improvement activities to focus on. 

But the technology-related segment of 
MIPS, Promoting Interoperability (PI)—for-
merly Advancing Care Information (ACI)—
which makes up 25 percent of the overall 
score, has been a smoother transition, be-
cause there has been a logical progression 
from Meaningful Use (MU), consultants and 
providers say.

“If you have been successful in MU, [PI] 
should not really be a challenge for you,” says 
Dan Golder, MD, a principal with Chicago-
based healthcare IT consulting firm, Impact 
Advisors LLC. “MIPS as a whole is another 
whole story,” Golder stresses, “but I think 
[PI] correlates fairly well to MU.”

NOT MANY DIFFERENCES

Other consultants agreed that if a clinician 
reported MU for the 2016 reporting year, they 
should have little problem with the PI portion of 
MIPS in 2018. With the reporting period re-
maining at 90 days for 2018, a provider can use 
either a 2014- or 2015-certified EHR. If using 

a 2014 certified EHR, the clinician will report 
on what CMS calls the “transition measures,” 
a subset of the modified Stage 2 measures 
reported by everyone for 2016. If your EHR sys-
tem is 2015-certified, you can choose to report 
either the 2017 PI transition measures set or 
the PI measures set. Using the 2015- certified 
EHR gets providers extra credit.

Among the PI base measures, providers 
should already have experience doing a se-
curity risk analysis for MU. Most are already 
e-prescribing and offering their patients elec-
tronic access to their records through a por-
tal. “Sending summaries of care has always 
been a bit tricky in MU, but people should 
have that down by now,” Golder says.

The main difference between MU and PI is 
in the scoring, explains Jeanne Chamberlin, a 
practice management consultant with MSOC 
Health in Charlotte, N.C. “Under MU, you 
had to meet the threshold or an exception 
for each measure—the whole program was 
all or nothing. [PI] is much easier,” she says. 
Using the transition measures, a provider 
is required to report four measures with a 
“yes” attestation or threshold of one patient 
to receive the base score of 50 points (out 
of 100). Additional points are based on how 
high your performance score is on these and 
other measures. You can choose not to enter 
data for a specific measure and still receive 

P

The tech portion of 
MIPS is easier than 
Meaningful Use 
BY DAVID RATHS
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the highest possible score of 100 points.
One challenge is that the overall complex-

ity of MIPS finds many smaller practices 
reliant on their EHR vendors to prepare for 
the requirements and reporting, and many 
of those vendors are struggling to keep up, 
Chamberlin says. She says CMS delaying the 
requirement to have a 2015-certified version 
and some Stage 3 MU measures until 2019 
is extremely helpful.

"But I expect many EHR vendors will not 
be ready for that new deadline of 90 days in 
Calendar Year 2019 either,” she says. There 
are differences between the larger EHR ven-
dors and smaller ones in terms of being able 
to adjust to the fluidity of the rules in time to 
help providers, Golder says.

DIFFERENCE PERSPECTIVES

Practice managers and physicians say they 
have had to work hard at MIPS, but PI is the 
least of their headaches. 

“The move from MU to [PI] has not been a 
huge deal for us,” Abha Batta, billing manag-
er for Ashim Arora, MD, who has a pulmonol-
ogy practice in Simi Valley, Calif., with two 
physician assistants. “When we saw MIPS 
coming, we decided to join an accountable 
care organization to be part of a bigger enti-
ty,” she says. “They are submitting the im-
provement activities and quality information 
on our behalf, and we are submitting the [PI] 
information ourselves." 

Batta’s practice is using the 2014-certified 
version EHR from drchrono, which includes 
a MIPS scorecard she says lets them pro-
actively see progress on quality metrics to 
ensure success.

Ogechika Alozie, MD, has seen the transi-
tion from MU to PI from two different per-
spectives. He has a private practice focusing 
on infectious diseases and he also serves as 
chief health information officer at Texas Tech 

University Health Science Center in El Paso. 
The transition from MU to PI wasn’t difficult 
in his private practice, he says.

Alozie credits his EHR vendor, athenahealth, 
for providing the tools to help with the shift 
from one data-based program to another.

“They would send e-mails and a monthly 
scorecard so you could see if your numbers 
were not where you wanted them to be on 
some measures and you could take steps to 
improve them," he says

In his role at Texas Tech, one challenge he 
sees is that some providers have been in the 
Medicaid MU program and others in MIPS, 
yet they're using the same health IT plat-
form. Although MIPS has fewer burdensome 
requirements than MU, “you always have 
some providers who do not want to engage 
and see this as a burden,” Alozie says. “They 
are digital immigrants, not digital natives, and 
they see this only as boxes to be checked.”

Practices tend to have the most trouble 
with view, download, and transmit require-
ments and sending summaries of care, 
Alozie says. Providers of all sizes are still 
having problems with transitions of care, he 
adds, indicating that the industry as a whole 
needs to work on interoperability. “I have pa-
tients with HIV and hepatitis and I still have 
trouble getting consistent transition-of-care 
summaries from hospitals.”

MSOC’s Chamberlin says many providers 
in rural areas refer to other small practices 
rather than to large hospital-based clinics. 
Many of these referral partners haven’t done 
MU or MIPS and don’t have secure e-mail 
accounts set up to receive the summary of 
care document. “The exclusion finalized in 
the 2018 Final MIPS rule is really helpful for 
these folks, but it will continue to be a prob-
lem when the reporting period for PI eventu-
ally moves from a 90-day period to the full 
calendar year,” she says.
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A FOCUS ON CARE COORDINATION

PI can be seen as a stripped-down version of 
MU focused on improving care coordination, 
says David H. Smith, assistant director of HIT 
and outpatient services manager for HealthIn-
sight, a nonprofit quality improvement organi-
zation for a four-state region serving Nevada, 
New Mexico, Oregon, and Utah.

“I think CMS has really focused on retain-
ing the care coordination aspects of MU. In 
Oregon, we have been encouraging prac-
tices to do more management of their elec-
tronic inbox."

Practices can use the core part of PI to 
improve their overall MIPS score. “With the 
Cost category in 2018, they are going to be 
scored on Medicare spending per benefi-
ciary, and total per capita costs, so I think it 
makes sense to work on care coordination to 
understand more about what is happening 
outside their offices,” Smith explains. “Often 
providers will say they can’t control what 
happens outside their offices. To a certain 
extent that is true, but you can control where 
you send patients and you can check in with 
them to ensure that they are on the correct 
medications, and you can use these technol-
ogy tools for those purposes.”

In other parts of MIPS, there are improve-
ment activities that give you extra credit for 
PI. One example: “Provide 24/7 access to 
eligible clinicians who have access to pa-
tient’s medical record.” However, one com-
mon improvement activity that gives you full 
credit for Improvement Activities but does 
not give you extra credit for the PI category 
is being a certified patient-centered medical 
home (PCMH), Smith says. “Consequently, 
some clinics we have spoken to in Oregon 
use a [PI] bonus improvement activity rather 
than electing to use something like PCMH to 
claim the improvement activity part of MIPS 
due to the extra points given for [PI].”

Practices also get bonus points for submitting 
data to a qualified clinical data registry (QCDR). 
“A few months ago I spoke with an ENT doctor 
who was concerned about MIPS,” Smith recalls. 
“We showed him the QCDR for ENT doctors 
and he got excited at that point. He had been 
working with this academy but didn’t realize it 
had a MIPS-supporting registry, so he was inter-
ested in taking advantage of that.”

KEEP EYE ON COST CATEGORY

Just as HealthInsight’s Smith suggests that 
practices could use their technology tools re-
quired for PI to focus on other parts of MIPS, 
Golder stresses that the Cost category is the 
one to keep an eye on.

“The MIPS final rule reinstated cost at 10 
percent for 2018 and 30 percent for 2019,” he 
says. If everybody is scoring well on qual-
ity, improvement activities and [PI], the only 
thing left to differentiate providers is cost. If 
cost is 30 percent in 2019, and everyone is 
doing well on the other 70 percent of MIPS, 
cost is going to make a difference, he says. 
“Remember that MIPS is required by law to 
be budget-neutral, which means there has 
to be winners and losers. It comes down 
to how well you control cost. This is my 
forecast: In a large practice, you have the 
resources to help control cost by assign-
ing a case manager to higher-cost patients. 
Smaller practices can’t afford that. They will 
not be able to compete with larger practices 
on controlling costs.”

MSOC Health’s Chamberlin recommends 
practices focus on the transition to a 2015-certi-
fied EHR and whether their vendor will be ready 
by early 2019. “But many are still focused on 
2017 reporting and 2018 requirements – mostly 
in areas of MIPS other than PI.”

David Raths is a freelance author based 
in Philadelphia specializing in coverage of 
healthcare information technology.
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hether you like it or not, 
the era of value-based 
contracts is upon us.

While the majority of 
healthcare is still fee-

for-service based, there is an emergence of 
value-based care touching every cornerstone 
of the industry. Major private payers, such 
as Anthem Blue Cross, reportedly paid out 
nearly 60 percent of reimbursements in 2017 
through value-based contracts. Other major 
payers are moving in the same direction, 
including the one that sets the tone for the 
rest: the Centers for Medicare and Medicaid 
Services (CMS).

CMS not only has an ambitious goal of 50 
percent of payments through value-based 
contracts in 2018, but it's administering the 
Quality Payment Program (better known 
through the acronym that passed it into 
existence — MACRA). QPP incentivizes 
reimbursement based on outcomes through 
either its Merit-based Incentive Payment 
System (MIPS) or the Advanced Alternative 
Payment Method (APM) pathways. By early 
next decade, a practice's Medicare payment 
will either get boosted or dinged, up to 9 per-
cent in MACRA, partly based on outcomes 
and other value-based metrics.

Experts say the program also gives prac-
tices a good indication of how value-based 
programs will be set up, as CMS typically 

influences other payers. "I think MACRA has 
done a good job establishing a framework for 
these [value-based] contracts. Many of the 
ACOs and payers are modeling the fundamen-
tal level of the value-based contracts on the 
MACRA structure," says Winsor, Conn.-based 
David Williams, a consultant at Milliman, an 
independent actuarial and consulting firm.

Practices seeking to avoid value altogether 
will be left disappointed. Experts say it's 
time to shift their thinking and start tackling 
value-based contracts head on, by negotiat-
ing more favorable terms for their practice. 

"As practices think about this transforma-
tion, it's critical they a) understand the popula-
tion they serve; and b) the relationships they 
have with payers. They need to start having 
new conversations about if they are going to 
take on more care for wellness and preven-
tion and things that keep people away from 
the healthcare delivery system," says Austin, 
N.M-based Tamm Kritzer, principal at Clifton-
LarsonAllen LLP, a consulting firm.

Experts say there are three specific strate-
gies practices can employ in the transition to 
value-based contract negotiation as a good 
starting point.

STRATEGY 1: DATA IS YOUR FRIEND

Among experts there is a universal agree-
ment: The shift to value is predicated on 
showing payers that practices are collecting 

W

Negotiating  
favorable value-
based contracts 
with payers 
BY GABRIEL PERNA
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and analyzing data. As Williams says, it's hard 
to measure success without data. In fact, 
Milliman's three pillars of a successful value-
based contracting strategy (transparency, 
stability, and control) involve substantial data 
gathering. Because payers have their own 
information to gauge and negotiate a value-
based contract, practices need to ensure they 
are tracking the right metrics.

So what exactly are the right metrics? It de-
pends on the practice, says Steve Selbst, CEO 
of HealthCents, a 
Salinas, Calif.-based 
consulting firm. 
Some can be pretty 
simple, he notes.

"If practices are 
using EHRs 100 
percent of the time, 
they can safely 
agree that's one of 
the [bases on how] 
they're going to be 
measured. Same 
sort of thing when 
it comes to generic 
medications and 
things of that na-
ture. So the prac-
tice needs to as-
sess whether it has the systems in place to 
meet the goals of the value-based program 
they're being presented with," he says.

As conversations shift beyond simple data 
points like EHR usage and medication adher-
ence, Kritzker says that there needs to be 
an agreement between payer and practice 
on the metrics which are impactful and can 
reduce the cost of care.

In any sense, Selbst says data collection 
comes down to a practice's technology. It 
must capture the information to demonstrate 
the outcomes it is achieving, he says. Wil-

liams says most of the components of the 
value-based contract — risk adjustment, attri-
bution, in and out-of-network usage — come 
from claims data. He says it would be ideal 
to tie this claims data to the EHR and clinical 
data. It also should be done independently of 
the payer.

"There is so much more complexity in a 
value-based contract than a fee-for-service 
one; so much more you have to track and 
improve upon," says Williams.

STRATEGY 2: TO JOIN 
A GROUP OR NOT?

Independent prac-
tices are seeing 
more options to 
experience a "power 
in numbers" philoso-
phy by joining inde-
pendent physician 
associations (IPAs), 
accountable care 
organizations (ACOs), 
clinical integrated 
networks (CINs), and 
other value-based 
arrangements. While 
there are differences 
between each one, 

these arrangements typically allow physicians 
to remain independent, while benefiting from a 
larger conglomerate for purchasing, infrastruc-
ture, and to ease the burden of reporting.

Whether or not joining a group is beneficial 
as the practice transitions into value is up 
for debate, experts say. On the pro side, the 
obvious benefit is that independent practices 
can leverage strength when negotiating 
favorable rates in contracts with payers. Fur-
thermore, an IPA will allow them access to 
better tools. The most obvious being around 
better technology.

 “We have an entire generation of 
providers, an entire healthcare 
delivery system that was literally 
formed [around the concept] that 
our job is to take care of sick  
people. In the course of the  
decade, the message is changing 
and we’re now telling people we 
need to take care of people in a 
way that they never get sick.”

— Tamm Kritzer, principal, CliftonLarsonAllen LLP
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"In addition to infrastructure, in theory they 
bring population health reporting tools and 
best practices around team-based care. They 
should and could help a smaller entity imple-
ment these best practices," Kritzer says. 
CINs are more about geographic alignment 
than anything else, she adds.

Not everyone should jump into one of 
these arrangements though, cautions Selbst. 
He says many practices, he has found, will 
prefer to negotiate their own contracts, 
rather than go through an IPA. In particular, 
specialties may find that certain metrics and 
outcomes are unique to their practice, while 
a larger organization might not have those 
tied into the value-based contract.

"It all depends on what their negotiating 
power is. If they can join an IPA and can get 
what they need at higher rates vs. negotiat-
ing an individual agreement, the IPA might 
be better. In general, if you can get the same 
or better [rates], my experience is most prac-
tices would prefer to control the agreement 
themselves. Things can change at the IPA. 
They're only going to have an opt in [to the 
contract], opt out vote," Selbst says.

STRATEGY 3: TIPTOEING INTO VALUE

An important thing to note, experts say, is that 
on the whole, fee-for-service is still very much 
the predominant method of reimbursement 
for practices. According to the 2017 Physicians 
Practice Compensation Survey, 65 percent of 
physicians have no compensation tied to value-
based care; 16.6 percent have only 1 percent 
to 5 percent of their reimbursement tied to 
value. While value is coming, it's still not here 
for many physicians. As such, practices can 
tiptoe their way into these arrangements while 
they're still in a fee-for-service world.

A good way to do this, according to Selbst, 
is through the inclusion of a value-based 
component of a fee-for-service contract. This 

would mean most of the contract would be 
typical fee-for-service, but a small percent 
would be based on qualitative, quantitative, 
and efficiency-based measures.

Moreover, Kritzer notes that the govern-
ment is slowly introducing CPT codes 
through Medicare that include a value-based 
component. For example, chronic care man-
agement (CCM) and transition care manage-
ment (TCM) both generate revenue for the 
practice but don't require a face-to-face visit, 
rather care provided outside the office.

"This is a subtle change, but it's a transfor-
mative one. Unless we can create revenue 
for non-visit work, it's difficult to create 
incentivizes whereby providers are going to 
change their patterns," she says.

CLOSING ADVICE

Selbst says practices need to focus clearly 
and squarely on providing value to the payer, 
in terms of clinical benefit and cost savings. 
These benefits may be service-, product-, 
geographic-based, or simply based on the 
patient population you serve, he says. Either 
way, it has to make good sense to the payer 
to give your practice more favorable terms of 
the value-based contract.

Kritzer says practices need to understand 
that switching to value is incredibly hard work 
and won't be done in one fell swoop.

"We have an entire generation of provid-
ers, an entire healthcare delivery system that 
was literally formed [around the concept] 
that our job is to take care of sick people. In 
the course of the decade, the message is 
changing and we're now telling people we 
need to take care of people in a way that 
they never get sick," she notes.

Gabriel Perna is the former managing  
editor of Physicians Practice.
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The Medicare Access and CHIP Reauthorization Act's (MACRA's) Advanced Alternative 
Payment Models (AAPMs) offer incentives to physicians who provide high-quality and cost-
efficient care as it applies to a specific clinical condition, care episode, or population. Ex-
amples include the Comprehensive Primary Care (CPC) Plus and the Oncology Care Model.

MACRA also calls for physicians to design their own AAPMs based on how care is actually 
delivered. In December 2017, the Physician-Focused Payment Model Technical Advisory Com-
mittee (PTAC), which provides recommendations to the Health and Human Services (HHS) 
Secretary, voted to recommend that HHS test the Advanced Primary Care APM developed 
by the American Academy of Family Physicians, which has more than 84,000 actively practic-
ing physicians as members. Any fee-for-service Medicare beneficiary not attributed to another 
APM could receive care under the APC-APM, so the potential impact is huge.

Physicians Practice spoke with Michael Munger, MD, AAFP president; Amy Mullins, MD, 
medical director for quality improvement; and Kent Moore, senior strategist for physician 
payment for more information.

Dr. Munger, when you 
addressed the PTAC 
committee evaluating 
your proposal, you said 
that the undervaluation 
of primary-care services 

and fragmentation driven by our current pay-
ment system are well understood. You even 
noted that payment experts on the PTAC panel 

have pointed out that building APMs on flawed 
physician fee schedules would simply perpetu-
ate current inequities in payment. Why did you 
think that was an important point to stress?

Munger: In family medicine, we are primar-
ily getting payment based on who is right 
in front of us and how much we can do to 
them. Furthermore, if you look at the relative 
valuation of an E/M [evaluation and manage-

Q:

What a primary-
care focused 
advanced APM 
would look like 
BY DAVID RATHS
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ment] code vs. some of the procedural codes, 
that is where you start to see inequities. For 
instance, look at the value placed on spend-
ing 25 minutes seeing an established patient 
about three or four chronic conditions vs. do-
ing a colonoscopy in the same length of time. 
The procedural code for the colonoscopy is 
worth almost three times more than the E/M 
visit focused on chronic care management. 
Also, many aspects of family medicine are not 
done face-to-face. I can’t drop a code around 
coordinating care 
or managing con-
ditions between 
visits unless a 
certain threshold 
of time and other 
requirements 
are met. To build 
anything on our 
current system 
is really going to 
miss out on the 
comprehensive-
ness of what we 
deliver in family 
medicine.

Q: MACRA es-
tablished two 
payment pathways. Physicians can participate 
via the Merit-based Incentive Payment System 
(MIPS) or in AAPMs. Why was it important that 
the MACRA statute include the capability for 
physicians to propose their own tailored pay-
ment models?

Mullins: It is important that we realize there 
are not enough AAPMs available for physi-
cians to participate in. As the law is struc-
tured, MIPS is a complicated program. We 
believe the intent of the law is to move phy-
sicians and clinicians into the AAPM track, 
but the onramp to the AAPM track is narrow 

and steep right now. There needs to be an 
AAPM that will be available for the majority of 
primary-care physicians to participate in as an 
alternative to MIPS.

Q: Could you talk about the design of the 
Advanced Primary Care Alternative Payment 
Model and its goals? As I understand it, it 
would move physicians out of fee-for-service 
and into a prospective payment, coupled with 
performance-based incentives that hold physi-

cians accountable 
for quality and costs. 
Could you talk about 
how it is similar to or 
different from CPC 
Plus?

Munger: The scale is 
much larger. I myself 
participate in CPC 
Plus, but it is lim-
ited to 18 geographic 
regions now. This is 
building on that, but 
it is different because 
it really does recog-
nize the importance 
of a prospective, 
risk-adjusted popu-

lation-based payment. You have the revenue 
streams recognizing what we are doing in pri-
mary care and helping with our infrastructure 
cost, yet still preserving some fee for service 
for those procedural things outside of a pro-
spective global payment.

Q: The PTAC had a few critiques of your mod-
el. At the PTAC hearing in December, one of 
PTAC’s members, the Brookings Institution’s 
Kavita Patel, MD, said the Preliminary Review 
Team had concerns that the proposed model 
would increase payments for primary care 
practices without sufficient assurances that 

“We believe the intent  
of the law is to move 
physicians and clinicians 
into the AAPM track,  
but the onramp to the 
AAPM track is narrow 
and steep right now.”

— Amy Mullins, MD, medical director  
 for quality improvement, AAFP
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there would be proportionate savings for pay-
ers such as CMS, and that there could be real 
challenges measuring those savings. How did 
you respond to that critique?

Moore: Measurement would involve evaluat-
ing the extent to which the model does in fact 
save Medicare and other payers money, as 
we hypothesize it would. Part of the reason 
we advocate rolling this out nationally is to 
provide a greater 
opportunity to have 
comparison groups 
in terms of evalu-
ation. Also, our 
model envisions 
prospective attribu-
tion of patients so 
that both the payers 
and practices will 
know in advance 
which patients are 
in the program. 
Therefore, it should 
be relatively easy 
to identify what 
those patients have 
cost historically and 
compare that to 
what they cost go-
ing forward.

Q: Dr. Patel also 
mentioned that under the model, if a practice 
underperforms, it would have to pay some 
or all of the incentive back, and this puts the 
government in the position of performing col-
lections on money already paid out and puts 
participants with weak balance sheets at sig-
nificant financial risk. What is your response 
to that?

Munger: CMS and CMMI [the Center for 
Medicare and Medicaid Innovation] are al-

ready doing that. With CPC Plus, I receive my 
performance-based payment at the first of the 
year, and the accounting will occur in the first 
quarter of the following year, and I will have to 
pay back part or all of it if I don’t hit the perfor-
mance goals.

Q: Dr. Munger, in your comments during the 
PTAC meeting, you mentioned that the model 
allows for addressing social determinants of 

health, which affect 
health outcomes 
and cost, and facili-
tate a true longitudi-
nal assessment of 
patient needs. Why 
did you think it was 
important to stress 
that aspect?

Munger: You can-
not do effective 
population health 
management unless 
you are addressing 
social determinants 
of health. I keep in 
mind that the most 
important risk factor 
for hospital readmis-
sion is ZIP code. The 
ability to risk-stratify 

your population to look for individuals who 
have food insecurity or transportation needs or 
who don’t feel safe in their neighborhood lets 
you target your resources better. It also allows 
patients to better participate in their own chron-
ic disease management.

David Raths is a freelance author based 
in Philadelphia specializing in coverage of 
healthcare information technology.

“You cannot do effective 
population health  
management unless  
you are addressing  
social determinants  
of health. I keep in  
mind that the most  
important risk factor  
for hospital readmission 
is ZIP code.”

— Michael Munger, MD, president, AAFP


