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Logistics for the Webinar

• All lines will be muted
• Please do not put your line on hold
• Use the chat box on your screen to ask a question or 

leave a comment
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Learning Objectives

By the end of this webinar, participants will:
• Learn about how their state Medicaid payment arrangements 

can qualify as Other Payer Advanced Alternative Payment 
Models (APM) under the Medicare Access and CHIP 
Reauthorization Act of 2015 (MACRA) Quality Payment Program 

• Understand the criteria, qualification pathways, timelines and 
submission process for qualifying as an Other Payer Advanced 
APM

• Learn about how Ohio uses an episode-based payment 
approach to align with MACRA requirements

• Gain an understanding of the health information technology 
infrastructure needed to support Advanced APMs
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Presenters

• Richard Jensen, Senior Policy Advisor, CMS Innovation Center
• Marjorie Yano, Payment Innovation Director, Ohio Department 

of Medicaid
• Monica Juenger, Director of Stakeholder Relations, Ohio 

Governor's Office of Health Transformation
• Arun Natarajan, Technical Director, Department of Health and 

Human Services, Office of the National Coordinator (ONC) for 
Health Information Technology
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Agenda

• Welcome and Introductions
• Richard Jensen: Presentation providing an overview of the 

Other Payer Advanced APM Option under MACRA
• Q&A 
• Marjorie Yano and Monica Juenger: Presentation on Ohio’s 

efforts to leverage the state’s value-based payment 
development to qualify as an Other Payer Advanced APM

• Q&A 
• Arun Natarajan: Presentation on health information 

technology strategies for addressing payment models
• Q&A 



OVERVIEW OF THE 
OTHER PAYER 
ADVANCED APM 
OPTION



Disclaimers

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 it 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.
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QUALITY 
PAYMENT 
PROGRAM
Overview
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Quality Payment Program
MIPS and Advanced APMs

MACRA requires CMS by law to implement an incentive program, referred 
to as the Quality Payment Program (QPP), that provides for two 
participation tracks:

MIPS

The Merit-based Incentive 
Payment System (MIPS)

If you decide to participate in MIPS, you will 
earn a performance-based payment 

adjustment through MIPS.

OR

Advanced 
APMs

Advanced Alternative Payment 
Models (Advanced APMs)

If you decide to take part in an Advanced APM, 
you may earn a Medicare incentive payment for 

sufficiently participating in an innovative 
payment model.



Alternative Payment Models (APMs)
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Quick Overview

• APMs are approaches to paying for health care that incentivize quality and value. 

• As defined by MACRA, APMs include CMS Innovation Center models (authorized under 
section 1115A, other than a Health Care Innovation Award), MSSP (Medicare Shared 
Savings Program), demonstrations under the Health Care Quality Demonstration Program, 
and demonstrations required by federal law. 

• Advanced APMs are a subset of APMs within Medicare. To be an Advanced APM, a model 
must meet the following three statutory requirements: 

- Requires participants to use certified electronic health record (EHR) technology;
- Provides payment for covered professional services based on quality measures 

comparable to those used in the MIPS quality performance category; and
- Either: (1) is a Medical Home Model expanded under CMS Innovation Center 

authority OR (2) requires participants to bear a more than nominal amount of 
financial risk.

• In order to achieve status as a Qualifying APM Participant (QP) and qualify for the 5% APM 
incentive payment for a year, eligible clinicians must receive a certain percentage of 
payments for covered professional services or see a certain percentage of patients through 
an Advanced APM during the associated performance period.



FINAL RULE WITH 
COMMENT PERIOD FOR
QUALITY PAYMENT 
PROGRAM YEAR 2 (2018)

Overview of the All-Payer 
Combination Option & Other 
Payer Advanced APMs
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What is an Other Payer Advanced APM?
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Other Payer Advanced APMs are non-Medicare payment arrangements that meet 
criteria that are similar to Advanced APMs under Medicare. 

Payer types that may have payment arrangements that qualify as Other Payer 
Advanced APMs include:

 Title XIX (Medicaid)

 Medicare Health Plans (including Medicare Advantage)

 Payment arrangements aligned with CMS Multi-Payer 
Models

 Other commercial and private payers
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Other Payer Advanced APM Criteria

The criteria for determining whether a payment arrangement qualifies as 
an Other Payer Advanced APM are similar, but not identical, to the 
comparable criteria used for Advanced APMs under Medicare:

Requires at least 50 
percent of eligible 
clinicians to use 
certified EHR 
technology (CEHRT)
to document and 
communicate clinical 
care information.

Base payments on 
quality measures 
that are comparable 
to those used in the 
MIPS quality 
performance category

Either: (1) is a Medicaid 
Medical Home Model 
that meets criteria that 
are comparable to a 
Medical Home Model 
expanded under CMS 
Innovation Center 
authority, OR (2) 
requires participants to 
bear more than 
nominal amount of 
financial risk if actual 
aggregate 
expenditures exceed 
expected aggregate 
expenditures. 
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Final Rule with Comment Period for Year 2
All-Payer Combination Option Other Payer Advanced APM Criteria: Generally Applicable 
Nominal Amount Standard

The generally applicable nominal amount standard for an Other Payer 
Advanced APM will be applied in one of two ways depending on how the Other 
Payer Advanced APM defines risk. 

Expenditure-based Nominal 
Amount Standard

• Nominal amount of risk must be:
- Marginal Risk of at least 

30%;
- Minimum Loss Rate of no 

more than 4%; and
- Total Risk of at least 3% of 

the expected expenditures 
the APM Entity is 
responsible for under the 
APM.

Revenue-based Nominal Amount 
Standard

• Nominal amount of risk must be:
- Marginal Risk of at least 

30%;
- Minimum Loss Rate of no 

more than 4%; and
• For QP Performance Periods 2019 

and 2020, Total Risk of at least 8% of 
combined revenues from the payer of 
providers and other entities under the 
payment arrangement if financial risk 
is expressly defined in terms of 
revenue. 



Medicaid Medical Home Model

A Medicaid Medical Home Model is a payment arrangement under Medicaid 
(Title XIX) that has the following features:

21

Participants include 
primary care practices 
or multispecialty 
practices that include 
primary care physicians 
and practitioners and 
offer primary care 
services. 

Empanelment of 
each patient to a 
primary clinician; and 

At least four of the following 
additional elements:

 Planned coordination of chronic and 
preventive care.

 Patient access and continuity of care.
 Risk-stratified care management.
 Coordination of care across the medical 

neighborhood.
 Patient and caregiver engagement.
 Shared decision-making.
 Payment arrangements in addition to, or 

substituting for, fee-for-service payments. 

Medicaid Medical Home Models are subject to different (more flexible) 
standards in order to meet the financial risk criterion to become an 
Other Payer Advanced APM.
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Final Rule with Comment Period for Year 2
Advanced APMs: Medicaid Medical Home Model Nominal Amount Standard 

Medicaid Medical Home Model 
Nominal Amount Standard

• The Medicaid Medical Home Model must require 
that the total annual amount that an APM Entity 
potentially owes a payer or foregoes under the 
Medicaid Medical Home Model is at least:

- 3 percent of the average estimated total 
revenue of the participating providers or 
other entities under the payer in 2019. 

- 4 percent of the average estimated total 
revenue of the participating providers or 
other entities under the payer in 2020.

- 5 percent of the average estimated total 
revenue of the participating providers or 
other entities under the payer in 2021 and 
later. 



FINAL RULE WITH 
COMMENT PERIOD FOR
QUALITY PAYMENT 
PROGRAM YEAR 2 
(2018)
All-Payer Combination Option: 
Determination of Other Payer 
Advanced APMs
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Final Rule with Comment Period for Year 2
All-Payer Combination Option: Determination of Other Payer Advanced 
APMs

There are two pathways through which a payment arrangement can be 
determined to be an Other Payer Advanced APM. 

Payer Initiated Process

• Voluntary.

• Deadline is before the QP 
Performance Period.

• Specific deadlines and 
mechanisms for submitting 
payment arrangements vary by 
payer type in order to align with 
pre-existing processes and meet 
statutory requirements.

Eligible Clinician Initiated Process

• Deadline is after the QP 
Performance Period, except for 
eligible clinicians (ECs) participating 
in Medicaid payment arrangements.

• Overall process is similar for eligible 
clinicians across all payer types, 
except for the submission deadlines.
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Final Rule with Comment Period for Year 2
All-Payer Combination Option: Determination of Other Payer Advanced APMs

Overview – Payer Initiated Process
• Prior to each QP Performance Period, CMS will make Other Payer Advanced 

APM determinations based on information voluntarily submitted by payers.

• This Payer Initiated Process will be available for Medicaid, Medicare Health Plans 
(e.g., Medicare Advantage, Programs of All-Inclusive Care for the Elderly plans, 
etc.) and payers participating in CMS Multi-Payer Models beginning in 2018 for 
the 2019 QP Performance Period. We intend to add remaining payer types in 
future years.

• Guidance materials and the Payer Initiated Submission Form will be made 
available prior to each QP Performance Period.

• CMS will review the payment arrangement information submitted by each payer 
to determine whether the arrangement meets the Other Payer Advanced APM 
criteria. 

• CMS will post a list of Other Payer Advanced APMs on a CMS website prior to 
the QP Performance Period. 



• If CMS has not already determined that a payment arrangement is an Other 
Payer Advanced APM under the Payer Initiated Process, then eligible 
clinicians (or APM Entities on their behalf) may submit this information and 
request a determination. CMS would then use this information to determine 
whether the payment arrangement is an Other Payer Advanced APM. 

• Guidance materials and the Eligible Clinician Initiated Submission Form will be 
provided during the QP Performance Period with submission due after the QP 
Performance Period.

- Note, eligible clinicians or APM Entities participating in Medicaid payment 
arrangements will be required to submit information for Other Payer 
Advanced APM determinations for those Medicaid payment arrangements 
only prior to the QP Performance Period.

• CMS will review the payment arrangement information submitted by APM 
Entities or eligible clinicians to determine whether the payment arrangement 
meets the Other Payer Advanced APM criteria.
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Final Rule with Comment Period for Year 2
All-Payer Combination Option: Determination of Other Payer Advanced APMs

Overview – Eligible Clinician Initiated Process 
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Advanced APMs
All-Payer Combination Option: Performance Year 2019 Timeline for 
Other Payer Advanced APM Determinations
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Advanced APMs
All-Payer Combination Option: Performance Year 2019 Timeline for 
Other Payer Advanced APM Determinations



Medicaid Submissions

Payer Initiated Process Eligible Clinician Initiated Process 

Under the Payer Initiated Process, State 
Medicaid Agencies will submit 
information such as: 
• Name of Payer and Payment 
Arrangement; 
• Description of how the payment 
arrangement meets the Other Payer 
Advanced APM criteria (CEHRT use, 
quality measure use, and financial risk); 
and 
• Payment arrangement documentation 
(e.g., contracts/excerpts from contracts, 
or comparable documentation). 

Like States, eligible clinicians would 
submit payment arrangement 
information such as: 
• Name of Payer and Payment 
Arrangement; 
• Description of how the payment 
arrangement meets the Other Payer 
Advanced APM criteria (CEHRT use, 
quality measure use, and financial risk); 
and 
• Payment arrangement documentation 
(e.g., contracts/excerpts from contracts, 
or comparable documentation). 

Table 1: Steps for submitting Medicaid payment arrangement information to 
CMS for Other Payer Advanced APM Determinations 



Medicaid Submissions

Payer Initiated Process Eligible Clinician (EC) Initiated Process

Guidance sent to 
states; Submission 
Period Opens 

Jan. 2018 Guidance made 
available to ECs; 
Submission Period 
Opens 

Sept. 2018 

Submission Period 
Closes 

April 2018 Submission Period 
Closes 

Nov. 2018 

CMS contacts states 
and Posts Other 
Payer Advanced 
APM List 

Sept. 2018 CMS contacts ECs 
and states and 
Posts Other Payer 
Advanced APM List 

Dec. 2018 

Table 2: Performance Year 2019 Timeline for Medicaid Other Payer Advanced 
APM Determinations 



2019 Medicaid Other Payer Advanced APMs 
Lessons Learned 

State Payment Arrangement Name Medicaid FFS or 
Managed Care 

Availability/ 
Location 

Massachusetts Accountable Care Partnership Plan Manage Care Statewide 

Ohio Episode-based payments Model Manage Care/ FFS Statewide 

Tennessee Retrospective Episodes of Care Model Manage Care Statewide 

Washington Community Health Plan of Washington --
Community Health Network of Washington 
Population-Based Payment Model (Adult/Blind or 
Disabled) Option B: Individual Community Health 
Center Risk 

Manage Care Statewide 

Washington Community Health Plan of Washington --
Community Health Network of Washington 
(CHNW) Population-Based Payment Model 
(Family/SCHIP) Stop-Loss Option B 

Manage Care Statewide 

Washington Community Health Plan of Washington --
Community Health Network of Washington 
Population-Based Payment Model 
(Family/SCHIP) Stop-Loss Option C 

Manage Care Statewide 

25Medicaid Other Payer Advanced APMs in the Quality Payment Program for Performance Year 2019 https://www.cms.gov/Medicare/Quality-
Payment-Program/Resource-Library/Medicaid-Other-Payer-Advanced-APM-determination-list.pdf

https://www.cms.gov/Medicare/Quality-Payment-Program/Resource-Library/Medicaid-Other-Payer-Advanced-APM-determination-list.pdf
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Questions
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Introduction and Overview

• Introduction
o Opportunity to leverage ongoing VBP development to qualify as

an Other Payer Advanced APM under MACRA
o Importance of being proactive in seeking to sustain evolving

payment arrangements and the move to VBP
o Provider benefits in aligning Medicare and Medicaid APM

participation

• Overview
o Stakeholder process
o Threshold methodology
o Quality metrics
o Certified EHR Technology
o Qualifying as an Other Payer Advanced APM

Confidential and Proprietary    



Stakeholder process to design innovation models

PCMH Design Team

Providers Payers
Patients +
Advocates



Clinical advisory group process

1. State calls for nominations of clinical experts from around the state to 
advise on Episode of Care design. Nominations are solicited from 
relevant specialty societies, Medical Associations, provider 
organizations, hospitals, and private practitioners. Nominations are 
limited to providers who practice in a specialty related to a given 
episode (e.g., obstetricians for the perinatal episode)

2. Providers are notified of their nomination into the CAG. 

3. CAGs meet 3 – 4 times (~2 hour meetings) over the course of 6 - 8 
weeks to discuss the ‘base definition’ and provide input on elements of 
the episode definition, including quality measures

• Nationally syndicated quality measures are considered when 
developing Episode of Care base definitions

• CAGs operate like consensus-based entities , using clinical  
guidelines to refine quality measures specific to each episode 

• Analytics on quality measures are performed to model how 
principal accountable providers (PAPs) perform on quality 
measures as defined, based on historical data. 

4. CAG members provide input on all elements of the base definition and 
final episode definitions incorporate CAG recommendations. 

Example:  
Asthma Exacerbation Clinical 
Advisory Group

• Timeframe: November 
2013 – January 2014

• Number of meetings: 4
• Number of clinical experts 

participating: 25-30



Ohio’s reporting and performance years by episode wave

1 Payment episode status only determined for W1 and W2 so far; decisions to be made in future for W3
2 Reporting for Wave 3 episodes extended to CY2018 given need to incorporate physician feedback through 

reactive clinical process into episode design prior to performance periods (most Wave 3 episodes designed and 
launched on accelerated timelines without Clinical Advisory Groups)

Reporting
only

Reporting
only

Reporting only2
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Preliminary pre-decisional working draft; subject to change

Confidential and Proprietary    |

Episodes quick reference (1/2)
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Preliminary pre-decisional working draft; subject to change

Confidential and Proprietary    |

Episodes quick reference (2/2)
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Threshold methodology
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Retrospective thresholds reward cost-efficient, high-quality care

NOTE: Each vertical bar represents the average cost for a provider, sorted from 
highest to lowest average cost



Episodes Based Payments: Thresholds

• The Acceptable Threshold is the Target Cost, and is the highest cost
Medicaid can accept for a given episode.

• The Commendable Threshold is the cost at which a provider will be 
rewarded, as long as all applicable quality metrics are met. This is meant to 
further incentivize providers to drive towards value. 

• The Positive Incentive Limit is the cost at which a provider is rewarded, 
assuming all applicable quality metrics are met, but the reward is 
capped so as not to drive savings beyond the point where quality care 
can reasonably be provided.

 
• Providers between the Acceptable and Commendable Thresholds are 

neither exceeding the Target Cost nor performing well enough to be 
rewarded for low cost quality care.
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Threshold 
levels

Payments

Ohio Medicaid spend threshold methodology

1 The threshold will be set midway between the avg. cost for the last provider above acceptable and the first one not. Including 10% of providers 
means including the minimum number of providers such that at least 10% of providers are included

2 Assumes all providers pass the quality measures



Episode Based Payments: Alignment with QPP

• Marginal risk the APM entity potentially owes or forgoes is at least 30%. 
PAPs are accountable for 50% of spend proportionate to the difference 
between their average risk-adjusted spend and acceptable threshold. 

• Minimum Loss Rate (MLR) in which the APM entity operates is no more 
than 4%. 
PAPs are assessed a negative incentive for average risk adjusted spend of 
any amount above the acceptable threshold.  Therefore, the MLR is 0%.

• Total risk the APM entity potentially owes or forgoes is at least 8% of 
total revenue. 
PAPs are at risk for 100% of the total amount calculated to determine 
their negative incentive. 
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What are Ohio’s Episodes of Care quality 
metrics? 



Intense clinical design process identified robust quality 
measures for 9 episodes linked to payment

For the 9 episodes Ohio has linked to 
payment to date…

• Asthma acute exacerbation
• COPD acute exacerbation
• Perinatal
• Cholecystectomy
• Colonoscopy
• EGD
• GI hemorrhage 
• URI
• UTI

… 5 distinct CAGs were convened, comprised of:

• 120+ clinical participants
• 20 in person meetings
• Representation from large provider systems across 

the state (e.g., Cleveland Clinic, Ohio State, Ohio 
Health, TriHealth, Promedica)

• Representation from large provider associations 
(e.g., Ohio Hospital Association, Ohio State Medical 
Association, Ohio Association of Family Physicians, 
Ohio Osteopathic Association, ACOG, Ohio Children’s 
Hospital Association, American College of Emergency 
Physicians, American College of Surgeons, etc.)

During the CAG process, clinicians were asked to provide input on all elements of the 
episode definition, including quality measures, bringing in input from their colleagues



Examples of episode quality metrics and externally endorsed comparable measures 

1 https://www.ncbi.nlm.nih.gov/pubmed/11468604  additional information available https://www.atsjournals.org/doi/pdf/10.1513/pats.P09ST6 2 http://www.qualityforum.org/WorkArea/linkit.aspx?LinkIdentifier=id&ItemID=69922 3 Differences exist in the detail of the implementation of the episode and externally endorsed comparable quality 
measures 4 https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2977945/ 5 http://www.qualityforum.org/QPS/0606
6 http://www.qualityforum.org/WorkArea/linkit.aspx?LinkIdentifier=id&ItemID=69252 7 http://www.qualityforum.org/QPS/1517 8 http://www.qualityforum.org/QPS/0299 9 http://web2.facs.org/cme/pdfs/176,%20Ingraham.pdf 10 http://www.qualityforum.org/QPS/2539 11 http://www.medpac.gov/docs/default-source/contractor-
reports/MACIEFeb1206Final.pdf?sfvrsn=0 
12 http://www.choosingwisely.org/clinician-lists/infectious-diseases-society-antbiotics-for-upper-respiratory-infections/http://bmjopen.bmj.com/content/4/10/e006245?utm_source=TrendMD&utm_medium=cpc&utm_campaign=BMJOp_TrendMD-0 13 https://academic.oup.com/ndt/article/14/11/2754/1807920 



42

How many Ohio Hospitals & Physicians 
use Certified EHR Technology (CEHRT)?



76% of Ohio physicians have adopted certified EHR 
technology 

43Source: https://dashboard.healthit.gov/apps/physician-health-it-adoption.php Accessed: 3/13/2018

https://dashboard.healthit.gov/apps/physician-health-it-adoption.php


100% of All Eligible Ohio Hospitals have demonstrated 
Meaningful Use (MU) of Certified Health IT 

44https://dashboard.healthit.gov/quickstats/pages/FIG-Hospitals-EHR-Incentive-Programs.php Accessed: 3/13/2018

https://dashboard.healthit.gov/quickstats/pages/FIG-Hospitals-EHR-Incentive-Programs.php


Does the Payment Arrangement meet QPP’s Other 
Payer Advanced APM standard?
• Given these data, we are confident that at least 50% of 

Ohio Medicaid providers participating in the Episodes of 
Care payment model use CEHRT. 

 
• Even without a formal requirement imposed on 

participating providers, Ohio’s Episodes of Care meets 
the Other Payer Advanced APM standard. 

45
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Questions



Health Information Technology (IT) Strategies for 
Addressing Payment Models

Arun Natarajan



Advancing Health IT Supporting Multiple State Priorities 
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Health IT Modular Infrastructure to Support Data/Information



Health IT Uses in the Context of Payment Models

• Health IT Capabilities for Addressing Payment Models 

» Clinical Data Capture at Point of Care

» Care Coordination Management 

» Quality Measurement 

» Data Aggregation and Attribution 

» Risk Scoring 

» Financial Management 

• Four Types of Payment Categories (Taken from Health Care Payment Learn & Action 
Network APM Framework)

» Category 1 – Fee-for-Service – No link to Quality and Value 

» Category 2 – Fee-for-Service –Link to Quality and Value 

» Category 3 – APMs Built on FFS Architecture  

» Category 4 – Population Based Payment  

50



ONC and Certified EHR’s

The Office of the National Coordinator for Health Information Technology (ONC) 
oversees the Health IT Certification Program for health IT modules — including 
electronic health records (EHR). The certification program sets several nationwide 
standards including:

•Health IT standards
•Implementation specifications
•Certification criteria

https://www.healthit.gov/playbook/certified-health-it/

The Certified Health IT Product List (CHPL) is a comprehensive and authoritative 
listing of all certified Health Information Technology which has been successfully 
tested and certified by the ONC Health IT Certification program. All products listed 
on the CHPL have been tested by an ONC-Accredited Testing Laboratory (ONC-ATL) 
and certified by an ONC-Authorized Certification Body (ONC-ACB) to meet criteria 
adopted by the Secretary of the Department of Health and Human Services (HHS).

https://chpl.healthit.gov/#/resources/overview
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https://www.healthit.gov/playbook/certified-health-it/
https://chpl.healthit.gov/#/resources/overview


Meaningful Use and MACRA

52

CMS provides incentives to encourage eligible clinicians to use health IT, 
most notably certified EHR technology. Certified EHR technology makes it 
possible for clinicians to submit information electronically to CMS in a 
format CMS can process.

The current CMS incentive program that encourages health IT adoption is the Medicare 
Access and CHIP Reauthorization Act (MACRA), which includes the QPP with multiple 
clinician payment tracks. Participation in QPP rewards clinicians' use of certified health IT.

Requires at least 50 
percent of eligible 
clinicians to use 
certified EHR 
technology to 
document and 
communicate clinical 
care information.

Base payments on 
quality measures 
that are comparable 
to those used in the 
MIPS quality 
performance category

Either: (1) is a Medicaid 
Medical Home Model 
that meets criteria that is 
comparable to a 
Medical Home Model 
expanded under CMS 
Innovation Center 
authority, OR (2) 
Requires participants to 
bear more than 
nominal amount of 
financial risk. 





Data sources and Health IT infrastructure

Digitized
Clinical Data 

Sources & Users

Plans & Service 
Delivery  
Systems

Provider EHRs & 
Other Systems

Pharmacy

Community Non-
Health Providers

Tribes & Indian 
Health Services

Labs

Public Health

Marketplace

Digitized
Claims Data 

Sources & Users

All-Payer Claims 
Database

Claims 
/Encounter Data

Tribes & Indian 
Health Services

Corrections

Behavioral Heath 
& Social Services

Digitized Survey 
Data Sources

Behavioral Risk 
Survey 

Plan Survey

Satisfaction 
Survey

Other Surveys

Digitized 
Administrative 
Data Sources & 

Users

Health Plans & 
Delivery Systems

Pharmacy

Providers

Tribes & Indian 
Health Services

Labs

Marketplace

Community 
Non-Health

Providers

State/County/Local 
Gov’t

Public Health

Digitized 
Registries 

(Sources & 
Users)

Bio-Surveillance

Public Health

Disease Specific

Patient Generated 
Health Data 

(Sources & Users)

Mobile Data, etc.



Priority Use Cases for Clinical Quality Measure Information



Quality Measurement Continuum 



Choosing a Strategy for Using EHR Data for Quality 
Measurement

To help determine an actionable strategy for using clinical data from EHRs to measure 
quality, there two distinctly different approaches to using data from EHRs to generate 
results of CQMs

Measure Extraction 

Each organization or provider site 
generates measure results 
(numerator, denominator) using 
their own EHR data and a set of 
measure specifications.

Data Extraction 

Patient level data is transmitted 
from each EHR to a centralized 
infrastructure where measure 
results are generated for all 
participant sites.



Implementation Guide 10 Key Activities



Considerations, Challenges, and Potential Barriers
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1. Technology 
2. Trust
3. Business Case/Financial
4. Work Force

Timing 
Immediate needs 

and long-term 
strategy

Type and 
Location of 

Technology & 
Transport 

Mechanisms
Fed/State/Co./ 

Other

Workforce  & 
Technology 

Capabilities & 
Capacity 

Financing
Ability to 
Leverage 
Medicaid 

Funding/ Cost-
Allocation

Governance
Data & Health IT 

Access & Usability

Policy & 
Privacy

Privacy-HIPAA –
42 CFR Part 2-

Other

Data Source, 
Data Flow & 
Technology

Data Timeliness, 
Consistency of 
Definitions & 

Accuracy 
Linking of Data
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Questions
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Key Takeaways on MACRA Alignment

• MACRA provides opportunities and payment incentives for providers 
and health plans to move into models of payment that reward high 
quality, cost effective care

• State Medicaid programs have an opportunity to leverage MACRA and 
align their VBP approaches to enable providers to participate 

• Health IT adoption can play a critical role in not only underpinning the 
advancement of VBP arrangements but also in qualifying as an Other 
Payer Advanced APM 

• States such as Ohio are taking the lead on aligning their Medicaid VBP 
approach with federal legislation by advancing an episode-based 
model that meets MACRA requirements
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Thank You for Joining Today’s Webinar!

Please take a moment to complete a short feedback survey.
https://norc.az1.qualtrics.com/jfe/form/SV_9TS5kUvAkT63q

N7

https://norc.az1.qualtrics.com/jfe/form/SV_9TS5kUvAkT63qN7
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Appendices
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Appendix A: Other Payer 
Advanced APM Informational 
Slides



Final Rule with Comment Period for Year 2
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Agenda 

• Overview
• Advanced APMs with Medicare
• All-Payer Combination Option & Other Payer Advanced APMs 

- Other Payer Advanced APM Determination Process 
- All-Payer Combination Option QP Determinations 

• Implementation to Date



Final Rule with Comment Period for Year 2
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All-Payer Combination Option: Overview

The MACRA statute created two pathways to allow eligible 
clinicians to become QPs.



FINAL RULE WITH 
COMMENT PERIOD 
FOR
QUALITY PAYMENT 
PROGRAM YEAR 2 
(2018)
All-Payer Combination 
Option: QP Determinations 

67



Final Rule with Comment Period for Year 2
QP Performance Period

• The All-Payer Combination Option allows Eligible Clinicians to become QPs through 
participation in a combination of Advanced APMs with Medicare and Other Payer Advanced 
APMs starting in the 2019 QP Performance Period.

• CMS will assess eligible clinicians’ participation in Advanced APMs with Medicare and –
where applicable – Other Payer Advanced APMs to determine if they will be QPs for the 
payment year (this is explained in more detail in the next slide. 
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QP Performance 
Period: 

QP status based on 
Advanced APM and Other Payer 

Advanced APM participation 

Incentive 
Determination:
Add up payments for 
Part B professional 

services furnished by QP 

Payment:
+5% lump sum payment 

made
(excluded from MIPS 

adjustment)



Final Rule with Comment Period for Year 2
All-Payer Combination Option: How do Eligible Clinicians become QPs?
Step One: Participate in an Advanced APM in Medicare

• An Eligible Clinician or APM Entity needs to participate in an 
Advanced APM with Medicare to a sufficient extent to qualify for the 
All-Payer Combination Option. 

• For performance year 2019, based on the payment amount 
method, sufficient means: 

31

<25% • Eligible Clinician or APM Entity does not qualify to 
participate in All-Payer Combination Option.

25% - 50%* • Eligible Clinician or APM Entity does qualify to 
participate in the All-Payer Combination Option.

≥50%
•Eligible Clinician or APM Entity attains QP status based 

on Medicare Option alone. 
•Participation in the All-Payer Combination Option is not 

necessary.

*Eligible clinicians must have greater than or equal to 25% and less than 50% of payments through an Advanced 
APM(s).
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Final Rule with Comment Period for Year 2
All-Payer Combination Option: How do Eligible Clinicians become QPs?
Step Two: Participate in an Other Payer Advanced APM

Under the All-Payer Combination Option, an Eligible Clinician or APM 
Entity needs to be in at least one Other Payer Advanced APM during 
the relevant QP Performance Period. 

Eligible clinicians or APM Entities seeking a QP Determination under the 
All-Payer Combination Option will**:

1. Inform CMS that they are in a payment arrangement that CMS has 
determined is an Other Payer Advanced APM; and 

2. Submit information to CMS on a payment arrangement where CMS 
will make an Other Payer Advanced APM determination.

**Note that eligible clinicians in Medicaid payment arrangements only would have the option to 
submit their payment arrangement information prior to the relevant QP Performance Period.
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Final Rule with Comment Period for Year 2
All-Payer Combination Option: How do Eligible Clinicians become QPs?
Step Three: Submit Payment Amount and Patient Count Information

Between  August 1 and December 1 after the close of the QP 
Performance Period, eligible clinicians or APM Entities seeking QP 
determinations under the All-Payer Combination Option would submit 
the following information:

• Payments and patients through Other Payer Advanced APMs, 
aggregated between January 1 – March 31, January 1 – June 30, 
and January 1 – August 31.

• All other payments and patients through other payers except those 
excluded, aggregated between January 1 – March 31, January 1 –
June 30, and January 1 – August 31.

Eligible clinicians may submit information on payment amounts or 
patient counts for any or all of the 3 snapshot periods. Information can 
be submitted at either the individual level or the APM Entity level. 
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Final Rule with Comment Period for Year 2
All-Payer Combination Option: How do Eligible Clinicians become QPs?
Step 4: CMS Calculates Threshold Scores
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Final Rule with Comment Period for Year 2
All-Payer Combination Option: How do Eligible Clinicians become QPs?
Step 4: CMS Calculates Threshold Scores

The MACRA statute directs us to exclude certain types of payments (and we will for 
associated patients). 

Specifically, that list of excluded payments includes, but is not limited to, Title XIX 
(Medicaid) payments where no Medicaid APM (which includes a Medicaid Medical 
Home Model that is an Other Payer Advanced APM) is available under that state 
program. 

In the case where the Medicaid APM is implemented at the sub-state level, Title 
XIX (Medicaid) payments and associated patients will be excluded unless CMS 
determines that there is at least one Medicaid APM available in the county where 
the eligible clinician sees the most patients and that eligible clinician is eligible to 
participate in the Other Payer Advanced APM based on their specialty.



All-Payer Combination Option: How do Eligible Clinicians become QPs?
Step 5: Notification of QP Status and Next Steps 
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Resource Library Update
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• To make it easier for clinicians to search and find information on the Quality 
Payment Program, CMS has moved its library of QPP resources to CMS.gov.

• QPP.CMS.GOV redirects to the CMS.GOV Resource Library:

o CMS.GOV Resource Library: https://www.cms.gov/Medicare/Quality-Payment-
Program/Resource-Library/Resource-library.html

o Final Rule Materials Posted: https://www.cms.gov/Medicare/Quality-Payment-
Program/Quality-Payment-Program.html

https://www.cms.gov/Medicare/Quality-Payment-Program/Resource-Library/Resource-library.html
https://www.cms.gov/Medicare/Quality-Payment-Program/Quality-Payment-Program.html
https://www.cms.gov/Medicare/Quality-Payment-Program/Resource-Library/Resource-library.html
https://www.cms.gov/Medicare/Quality-Payment-Program/Quality-Payment-Program.html
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Appendix B: Ohio Slides
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Retrospective episode model mechanics
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Elements of the Episode Definition







Ohio Medicaid Provider Network Data

Providers with Active Ohio MD/DO 
Licenses (as of 3/13/2018) 48,320 

Providers Participating in Ohio
Medicaid (as of 3/12/2018)  40,172

Percent of Licensed Providers in Ohio 
Medicaid Network 83.0%

81




	Medicaid Innovation Accelerator Program
	Aligning State Medicaid Value-Based Payment Approaches with MACRA Policies and Measures
	Logistics for the Webinar
	Learning Objectives
	Presenters
	Agenda

	OVERVIEW OF THE OTHER PAYER ADVANCED APM OPTION
	Disclaimers

	QUALITY PAYMENT PROGRAM
	Quality Payment Program MIPS and Advanced APMs
	MIPS
	Advanced APMs

	Alternative Payment Models (APMs) Quick Overview

	FINAL RULE WITH COMMENT PERIOD FORQUALITY PAYMENT PROGRAM YEAR 2 (2018)
	What is an Other Payer Advanced APM?
	Other Payer Advanced APM Criteria
	Final Rule with Comment Period for Year 2All-Payer Combination Option Other Payer Advanced APM Criteria: Generally Applicable Nominal Amount Standard
	Expenditure-based Nominal Amount Standard
	Revenue-based Nominal Amount Standard

	Medicaid Medical Home Model
	At least four of the following additional elements:

	Final Rule with Comment Period for Year 2Advanced APMs: Medicaid Medical Home Model Nominal Amount Standard
	Medicaid Medical Home Model Nominal Amount Standard


	FINAL RULE WITH COMMENT PERIOD FORQUALITY PAYMENT PROGRAM YEAR 2 (2018)
	Final Rule with Comment Period for Year 2 All-Payer Combination Option: Determination of Other Payer Advanced APMs
	Payer Initiated Process
	Eligible Clinician Initiated Process
	Overview –Payer Initiated Process
	Overview –Eligible Clinician Initiated Process

	Advanced APMsAll-Payer Combination Option: Performance Year 2019 Timeline for Other Payer Advanced APM Determinations
	Medicaid Submissions
	2019 Medicaid Other Payer Advanced APMs Lessons Learned

	Questions
	Introduction and Overview
	Stakeholder process to design innovation models
	Clinical advisory group process
	Example: Asthma Exacerbation Clinical Advisory Group

	Ohio’s reporting and performance years by episode wave
	Episodes quick reference (1/2)

	Threshold methodology
	Episodes Based Payments: Thresholds
	Ohio Medicaid spend threshold methodology
	Episode Based Payments: Alignment with QPP
	Intense clinical design process identified robust quality measures for 9 episodes linked to payment

	What are Ohio’s Episodes of Care quality metrics?
	Examples of episode quality metrics and externally endorsed comparable measures

	How many Ohio Hospitals & Physicians use Certified EHR Technology (CEHRT)?
	76% of Ohio physicians have adopted certified EHR technology
	100% of All Eligible Ohio Hospitals have demonstrated Meaningful Use (MU) of Certified Health IT
	Does the Payment Arrangement meet QPP’s Other Payer Advanced APM standard?
	Questions

	Health Information Technology (IT) Strategies for Addressing Payment Models
	Advancing Health IT Supporting Multiple State Priorities
	Health IT Modular Infrastructure to Support Data/Information
	Health IT Uses in the Context of Payment Models
	ONC and Certified EHR’s
	Meaningful Use and MACRA
	Data sources and Health IT infrastructure
	Digitized Clinical Data Sources & Users
	Digitized Claims Data Sources & Users
	Digitized Survey Data Sources
	Digitized Administrative Data Sources & Users
	Digitized Registries (Sources & Users)
	Patient Generated Health Data (Sources & Users)

	Priority Use Cases for Clinical Quality Measure Information
	Quality Measurement Continuum
	Choosing a Strategy for Using EHR Data for Quality Measurement
	Measure Extraction
	Data Extraction

	Implementation Guide 10 Key Activities
	Considerations, Challenges, and Potential Barriers
	Questions
	Key Takeaways on MACRA Alignment
	Thank You for Joining Today’s Webinar!

	Appendices
	Appendix A: Other Payer Advanced APM Informational Slides
	Final Rule with Comment Period for Year 2 Agenda
	Final Rule with Comment Period for Year 2 All-Payer Combination Option: Overview
	FINAL RULE WITH COMMENT PERIOD FOR QUALITY PAYMENT PROGRAM YEAR 2 (2018)

	Appendix B: Ohio Slides
	Retrospective episode model mechanics
	Elements of the Episode Definition
	Ohio Medicaid Provider NetworkData





<<

  /ASCII85EncodePages false

  /AllowTransparency false

  /AutoPositionEPSFiles true

  /AutoRotatePages /None

  /Binding /Left

  /CalGrayProfile (Dot Gain 20%)

  /CalRGBProfile (sRGB IEC61966-2.1)

  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)

  /sRGBProfile (sRGB IEC61966-2.1)

  /CannotEmbedFontPolicy /Error

  /CompatibilityLevel 1.4

  /CompressObjects /Tags

  /CompressPages true

  /ConvertImagesToIndexed true

  /PassThroughJPEGImages true

  /CreateJobTicket false

  /DefaultRenderingIntent /Default

  /DetectBlends true

  /DetectCurves 0.0000

  /ColorConversionStrategy /LeaveColorUnchanged

  /DoThumbnails false

  /EmbedAllFonts true

  /EmbedOpenType false

  /ParseICCProfilesInComments true

  /EmbedJobOptions true

  /DSCReportingLevel 0

  /EmitDSCWarnings false

  /EndPage -1

  /ImageMemory 1048576

  /LockDistillerParams false

  /MaxSubsetPct 100

  /Optimize true

  /OPM 1

  /ParseDSCComments true

  /ParseDSCCommentsForDocInfo true

  /PreserveCopyPage true

  /PreserveDICMYKValues true

  /PreserveEPSInfo true

  /PreserveFlatness true

  /PreserveHalftoneInfo false

  /PreserveOPIComments true

  /PreserveOverprintSettings true

  /StartPage 1

  /SubsetFonts true

  /TransferFunctionInfo /Apply

  /UCRandBGInfo /Preserve

  /UsePrologue false

  /ColorSettingsFile ()

  /AlwaysEmbed [ true

  ]

  /NeverEmbed [ true

  ]

  /AntiAliasColorImages false

  /CropColorImages true

  /ColorImageMinResolution 300

  /ColorImageMinResolutionPolicy /OK

  /DownsampleColorImages false

  /ColorImageDownsampleType /Bicubic

  /ColorImageResolution 600

  /ColorImageDepth 8

  /ColorImageMinDownsampleDepth 1

  /ColorImageDownsampleThreshold 1.50000

  /EncodeColorImages true

  /ColorImageFilter /FlateEncode

  /AutoFilterColorImages false

  /ColorImageAutoFilterStrategy /JPEG

  /ColorACSImageDict <<

    /QFactor 0.15

    /HSamples [1 1 1 1] /VSamples [1 1 1 1]

  >>

  /ColorImageDict <<

    /QFactor 0.15

    /HSamples [1 1 1 1] /VSamples [1 1 1 1]

  >>

  /JPEG2000ColorACSImageDict <<

    /TileWidth 256

    /TileHeight 256

    /Quality 30

  >>

  /JPEG2000ColorImageDict <<

    /TileWidth 256

    /TileHeight 256

    /Quality 30

  >>

  /AntiAliasGrayImages false

  /CropGrayImages true

  /GrayImageMinResolution 300

  /GrayImageMinResolutionPolicy /OK

  /DownsampleGrayImages false

  /GrayImageDownsampleType /Bicubic

  /GrayImageResolution 600

  /GrayImageDepth -1

  /GrayImageMinDownsampleDepth 2

  /GrayImageDownsampleThreshold 1.50000

  /EncodeGrayImages true

  /GrayImageFilter /DCTEncode

  /AutoFilterGrayImages true

  /GrayImageAutoFilterStrategy /JPEG

  /GrayACSImageDict <<

    /QFactor 0.15

    /HSamples [1 1 1 1] /VSamples [1 1 1 1]

  >>

  /GrayImageDict <<

    /QFactor 0.15

    /HSamples [1 1 1 1] /VSamples [1 1 1 1]

  >>

  /JPEG2000GrayACSImageDict <<

    /TileWidth 256

    /TileHeight 256

    /Quality 30

  >>

  /JPEG2000GrayImageDict <<

    /TileWidth 256

    /TileHeight 256

    /Quality 30

  >>

  /AntiAliasMonoImages false

  /CropMonoImages true

  /MonoImageMinResolution 1200

  /MonoImageMinResolutionPolicy /OK

  /DownsampleMonoImages false

  /MonoImageDownsampleType /Bicubic

  /MonoImageResolution 1200

  /MonoImageDepth -1

  /MonoImageDownsampleThreshold 1.50000

  /EncodeMonoImages true

  /MonoImageFilter /CCITTFaxEncode

  /MonoImageDict <<

    /K -1

  >>

  /AllowPSXObjects false

  /CheckCompliance [

    /None

  ]

  /PDFX1aCheck false

  /PDFX3Check false

  /PDFXCompliantPDFOnly false

  /PDFXNoTrimBoxError true

  /PDFXTrimBoxToMediaBoxOffset [

    0.00000

    0.00000

    0.00000

    0.00000

  ]

  /PDFXSetBleedBoxToMediaBox true

  /PDFXBleedBoxToTrimBoxOffset [

    0.00000

    0.00000

    0.00000

    0.00000

  ]

  /PDFXOutputIntentProfile (None)

  /PDFXOutputConditionIdentifier ()

  /PDFXOutputCondition ()

  /PDFXRegistryName ()

  /PDFXTrapped /False



  /CreateJDFFile false

  /Description <<



    /BGR <>

    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>

    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>

    /CZE <>

    /DAN <>

    /DEU <>

    /ESP <>

    /ETI <>

    /FRA <>

    /GRE <>



    /HRV (Za stvaranje Adobe PDF dokumenata najpogodnijih za visokokvalitetni ispis prije tiskanja koristite ove postavke.  Stvoreni PDF dokumenti mogu se otvoriti Acrobat i Adobe Reader 5.0 i kasnijim verzijama.)

    /HUN <>

    /ITA <>

    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>

    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>

    /LTH <>

    /LVI <>

    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor prepress-afdrukken van hoge kwaliteit. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)

    /NOR <>

    /POL <>

    /PTB <>

    /RUM <>

    /RUS <>

    /SKY <>

    /SLV <>

    /SUO <>

    /SVE <>

    /TUR <>

    /UKR <>

    /ENU (Use these settings to create Adobe PDF documents best suited for high-quality prepress printing.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)

  >>

  /Namespace [

    (Adobe)

    (Common)

    (1.0)

  ]

  /OtherNamespaces [

    <<

      /AsReaderSpreads false

      /CropImagesToFrames true

      /ErrorControl /WarnAndContinue

      /FlattenerIgnoreSpreadOverrides false

      /IncludeGuidesGrids false

      /IncludeNonPrinting false

      /IncludeSlug false

      /Namespace [

        (Adobe)

        (InDesign)

        (4.0)

      ]

      /OmitPlacedBitmaps false

      /OmitPlacedEPS false

      /OmitPlacedPDF false

      /SimulateOverprint /Legacy

    >>

    <<

      /AddBleedMarks false

      /AddColorBars false

      /AddCropMarks false

      /AddPageInfo false

      /AddRegMarks false

      /ConvertColors /ConvertToCMYK

      /DestinationProfileName ()

      /DestinationProfileSelector /DocumentCMYK

      /Downsample16BitImages true

      /FlattenerPreset <<

        /PresetSelector /MediumResolution

      >>

      /FormElements false

      /GenerateStructure false

      /IncludeBookmarks false

      /IncludeHyperlinks false

      /IncludeInteractive false

      /IncludeLayers false

      /IncludeProfiles false

      /MultimediaHandling /UseObjectSettings

      /Namespace [

        (Adobe)

        (CreativeSuite)

        (2.0)

      ]

      /PDFXOutputIntentProfileSelector /DocumentCMYK

      /PreserveEditing true

      /UntaggedCMYKHandling /LeaveUntagged

      /UntaggedRGBHandling /UseDocumentProfile

      /UseDocumentBleed false

    >>

  ]

>> setdistillerparams

<<

  /HWResolution [2400 2400]

  /PageSize [612.000 792.000]

>> setpagedevice





