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Mission: 
To be your medical home

Vision: 
To be the model for physician-led 

health care in America

Values: 
As a physician owned and directed company, 

we are committed to ensuring that patient care is 
efficient, effective, equitable, patient centered, 

safe, and timely



CHESS is a health care services 
company that empowers 
physicians and health systems to 
make the transition to value-based 
medicine, a model where they are 
financially rewarded for improving 
the quality of care and reducing 
the cost of care they deliver to 
patients.

MISSION To empower 
providers to make 
the transition to 
value-based 
medicine

VISION To be the force that 
builds healthy 
communities 
through 
coordinated and 
sustainable care

VALUES Collaboration, 
Innovation, 
Expertise, Integrity



Enabling Superior Healthcare through the 
Power of Precision Genomic Medicine
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Learning Objectives:

Participants will understand 
the evolution of payment 
reform in the US healthcare 
system and how this reform 
is likely to affect psychiatric 
practices.

1
Participants will gain the 
skills necessary to evaluate 
alternative payment model 
contracts.

2
Participants will understand 
the ways they need to 
transform their practices to 
prepare for the move to 
value-based contracting. 

3
Participants will explore 
ways psychiatrists can bring 
value to primary care. 
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All health 
care talks 
seem to 
present the 
same three 
concepts:



First, the health care system is doomed!



Second, doctors are cats!



And third, we should 
all play hockey like

Wayne Gretzky!



But I don’t 
believe any of 

that…



The health 
care delivery 
system is 
going 
to get much 
better over 
the next ten 
years. 



Doctors and other health care providers are going
to help lead the transformation of health care.



As far as Gretzky goes… there are a lot 
of people playing hockey and trying 
to figure out where to skate…



That’s OK, but 
I’m not the 
least 
interested in 
where the 
puck is going 
to be…



Because 
we’re playing 

an entirely 
different 

game now.



The U.S. health care 
system is too expensive, 

wildly variable, with 
lower-than-desired 

quality and outcomes.



The unsustainability of the US health care 
system naturally leads to policy changes 

because it represents one sixth of the entire 
US economy.



January 26, 2015:
HHS Secretary Sylvia Burwell announced goal of tying 
85% of all traditional Medicare payments to quality or 

value by 2016 and 90% by 2018.

Obama signed SGR repeal with OVERWHELMING 
BIPARTISAN SUPPORT that accelerated payment 

reform.

April 16, 2015:

As a result, a miracle occurred in Washington in 
2015…



But health care reform has been going on a 
long time….

1954:Tax 
deductibility 

of health 
insurance

1965: Great 
Society 

Medicare and 
Medicaid

1974: 
Medicare 
HMOs and 

ERISA

1983: 
Prospective 

Payment 
System

1985: COBRA

1989: OBRA 
Stark Anti-
Kickback 
Statute

1990s: Rise of 
managed care

1997: 
Balanced 

Budget Act 
Sustainable 

Growth Rate

2003:Medicare 
Prescription 

Drug, 
Improvement, 

and 
Modernization 

Act

2009: HITECH

2010: Patient 
Protection and 

Affordable 
Care Act

2015: MACRA



MACRA
Medicare Access and CHIP 

Reauthorization Act

• Ended the Sustainable Growth Rate formula 
and implemented a pay-for-performance 
system called the Quality Payment Program 
(QPP)

• Eliminated and consolidated previous 
quality initiatives such as PQRS, the Value-
Based Modifier, and Medicare EHR incentive 
program known as Meaningful Use.

• Encourages the transition of the payment 
system from standard fee-for-services to 
payment for high value care through 
financial incentives and penalties.

• Establishes two separate tracks for 
participation: MIPS and APMs.

• Establishes the Physician-Focused Payment 
Model Technical Advisory Committee (PTAC)

MACRA will 
ultimately have a 
larger impact on 
how providers 

deliver care than 
the Affordable 

Care Act



Fee-for-Service

Primary Care 
Incentives

Performance-
Based Contracts

Bundled/ Episode 
Payments

Shared Savings

Shared Risk

Capitation + PBC

Accountable Care 
Programs

Centers of Excellence

Performance-Based 
Programs
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Modular set of payment 
models align with a care 
providers’ risk readiness

Merit-based incentive payment system will impact physicians 
who do not participate in Alternative Payment Models.



Over time 
Medicare 

payments will 
be at 

increasing risk.



Responses to MACRA have varied. . .
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“If you don’t know where 
you are going, any road 
will take you there.”

The Cheshire Cat



So let’s get 
started….



• Provides financial incentives (5% annual 
bonus in 2019-2024, 0.75% annual payment 
increase from 2026 on) and exemption from 
MIPS

• Requires that physicians meet increasing 
targets for revenue at risk

• Qualifying APMs must involve downside risk 
and quality measurement that is comparable 
to the MIPS

Advanced Alternative Payment 
Models (APMs)

The Quality Payment Program has two tracks 
you can choose from:

The Merit-Based Incentive 
Payment System

• Consolidates existing P4P programs 
including Meaningful Use, Physician 
Quality Reporting System, and Value-
Based Payment Modifier 

• Gives providers performance score 
based on four categories: quality, 
resource use, clinical practice 
improvement, and EHR use

• Adjustments reach -9% / +27% by 
2022

• From 2019 through 2024, potential 
to share in $500M annual bonus pool



The Merit Based Incentive Program



Source: http://leavittpartners.com/

Merit-based incentive payment system will impact physicians 
who do not participate in Alternative Payment Models.



Who are MIPS eligible 
professionals? 

• Annual Medicare Part B 
billings > $30,000

• Provide care for more than 
100 Medicare Part B patients

• Are not in your first year as a 
Medicare Provider

• Are not participating in an 
Advanced Payment Model



There are four categories in MIPS 
performance reporting.

Quality Improvement 
Activities

Advancing Care 
Information

Cost

• Replaces PQRS
• 60% weight 2017-2019
• Individuals report up to 6 

quality measures including 
outcome measure (TIN/NPI)

• Groups use web to report 15 
quality measures for a full year 
(TIN/group mean score)

• MIPS APMS (MSSP Track 1, 
Oncology Care model) report 
quality through APM

• This is a new category
• 15% weight in 2017-2019
• Attest you completed up to 4 

IA for a minimum of 90 days
• PCMH automatically earn full 

credit
• MSSP 1 and Oncology Care 

Model automatically receive 
points

• Participants in any other APM 
automatically earn half credit

• Replaces the Medicare EHR 
Incentive Program know as 
Meaningful Use

• 25% weight in 2017-2019
• Required measures for 90 days:
 Security Risk Analysis
 e-Prescribing
 Provide Patient Access
 and Summary of Care
 Request/Accept Summary of    

Care

• No data submission is required
• Calculated from adjudicated 

claims
• Counting starts in 2018

•Cost category will be calculated in 2017 but will not be used to determine payment until 
2018 (or later based upon 2018 proposed rule)

•Performance year determines payment 

•Weighted scores total to determine Composite Performance Score (CPS)

•Weights will change over time: By year 2022 Quality and Resource Use = 30%



Medical home recognition 
becomes more important.

• Medical homes receive “full credit” for CPIA score if 
certified:

• Accreditation Association for Ambulatory Health Care

• NCQA

• Joint Commission

• URAC

• Medicaid Medical Home or Medical Homes Model

• Specialty Practice that has NCQA Patient-Centered 
Specialty Recognition



MIPS Improvement Activities are 
divided into 9 subcategories.

Expanded Practice 
Access

Population 
Management

Care Coordination

Beneficiary 
Engagement

Patient Safety and 
Practice Assessment

Participation in an 
EPM

Achieving Health 
Equity

Integrating 
Behavioral and 
Mental Health

Emergency 
Preparedness and 

Response

Currently, 92 Activities are listed on the QPP website 
including:

 Depression screening

 Implementation of methodologies for 
improvements in longitudinal care management 
for high risk patients

 Implementation of practices/processes for 
developing regular individual care plans

 Use of telehealth services that expand practice 
access

 Use of tools to assist patient self-management
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MIPS: Data Submission

Individual Group
• Quality

• QCDR

• Qualified Registry

• EHR Vendors

• CMS Web Interface (GPRO)

• CAHPS

• Resource Use
• Claims (No submission needed)

• Advanced Care Information
• Attestation

• QCDR

• Qualified Registry

• EHR Vendor

• CMS Web Interface (Group of 25+) (GPRO)

• Clinical Practice Improvement Activities
• Attestation

• QCDR

• Qualified Registry

• EHR Vendor

• CMS Web Interface (Group of 25+) (GPRO)

• Quality

• Qualified Clinical Data Registry (QCDR)

• Qualified Registry

• EHR Vendors

• Claims (No submission needed)

• Resource Use

• Claims (No submission needed)

• Advanced Care Information

• Attestation

• QCDR

• Qualified Registry

• EHR Vendor

• Clinical Practice Improvement Activities

• Attestation

• QCDR

• EHR Vendor

• Claims (No submission needed)



The Age of Transparency is here: MIPS 
information is publically available.

• MIPS scores will be publically available on the CMS Physician 
Compare website 

• Consumers able to view individual provider’s score and compare 
to other providers both regionally and nationally

• EPs may request an “informal review” of their CPS

• Feedback reports available to providers through the Quality and 
Resource Use Report (QRUR)

• Information on Quality Measures

• Claims-Based Outcome Measures

• Claims-Based Cost Measures



MIPS: Payment 
Adjustment

• Physicians will receive a CPS expressed as a 
percentage 

• Scores known before payment year

• CMS will compare the CPS to a “performance 
threshold”

• A CPS below the performance 
threshold results in a negative payment 
adjustment

• A CPS at the performance threshold 
results in no adjustment

• A CPS above the performance 
threshold results in a positive 
adjustment. 

• CMS will score small, rural, and “non-patient 
facing” EPs differently

• The MIPS adjustment is made to the Part B 
physician fee base rate

• MIPS adjustments are BUDGET NEUTRAL

Image Source: https://www.sgo.org/public-policy/macra/

https://www.sgo.org/public-policy/macra/


Advanced Alternative Payment Models



MACRA significantly incentivizes physicians to 
participate in APMs.

0%

1%

2%

3%

4%

5%

6%

2015 2020 2025

2015 – 2019: 
0.5% annual 
update

2020 – 2025:  
Frozen 
payment rates Advanced Alternative 

Payment Models: 
2026 and on 0.75% 
annual update

The Merit-Based 
Incentive System: 
2026 and on 0.25% 
annual update

Annual Bonus for APM 
Participation

Bonus awarded each year 
from 2019 on to providers 
that qualify for the APM 
payment track

5%
2019 and on
APM track participants 
receive 5% annual bonus

Baseline Provider Payment Adjustments Under Each Track



Advanced 
Alternative 
Payment Models:
• Exempt participating providers 

from MIPS

• Award them a 5% lump sum bonus 
for six years

• Give providers a higher annual 
increase in their FFS revenues

• Must involve “more than nominal 
risk”

• Use quality measures comparable 
to MIPS

• Must use certified EHR technology

Image source: https://revcycleintelligence.com/news/cms-announces-new-advanced-alternative-payment-model-options

https://revcycleintelligence.com/news/cms-announces-new-advanced-alternative-payment-model-options


Not all Alternative Payment Models are 
“advanced”.

MIPS 
APMs 

(No 5% 
Bonus)

Partially-
Qualifying 

APMs 

(No 5% 
Bonus & 

MIPS Choice)

Advanced 
APMs 

(5% 
Bonus)



Who qualifies for Advanced Payment 
Models?

2017
• Comprehensive ESRD Care 

Model

• CPC+

• MSSP Track 2 and 3

• Oncology Care Model OCM 

• Next Generation ACO Model

2018
• 2017 Approved AAPMs

• ACO Track1+

• New Voluntary Bundled Payment 
Model

• Comprehensive Care for Joint 
Replacement Payment Model (CEHRT)

• Advancing Care Coordination through 
Episode Payment Models Track 1 
(CEHRT)

• Vermont Medicare ACO Initiative (All-
Payer ACO Model)



Participation in alternative payment models 
exempts physicians from MIPS but thresholds 
increase over time.
Performance 
Year

2017 2018 2019 2020 2021 2022 and 
Beyond

Percentage of 
Medicare 
Payments 
through an 
Advanced APM

25% 25% 50% 50% 75% 75%

Percentage of 
Medicare Patients 
through an 
Advanced APM

20% 20% 35% 35% 50% 50%

Starting in 2019, the clinician 
may also meet an alternative 
standard for Advanced APM 
that will include non-
Medicare payments and 
patients



APMs: Bonus Payments

Participate 2 years in 
Advance

(2019 payment based 
on 2017 performance)

Bonus Payment Based 
on Prior Year 

(2019 payment based 
on 2018 Data)

5% Bonus on aggregate 
Part B services

• The 5% bonus crosses all billing TINS
• Payment is made to the TIN
• Payment made no later than 1 year after “incentive base year”
• Shared savings and other incentive payments excluded from 5% 

calculation and bonus, in turn, excluded from shared savings rebasing



Physician Focus Payment Models (PFPMs)

• MACRA created a physician-focused payment model technical advisory 
committee: P-TAC

• Applications submitted on ongoing basis

• Models test APMs under Medicare along with other payers

• Not limited exclusively to physician care (additional types of entities)

• Criteria includes quality measures, cost reduction, difference from current 
Medicare payment methodologies, have evaluable goals



Transformation 
requires 
comprehensive 
change to our 
business models.



How should we think about 
all of this? 



All businesses have the same strategic choices:

Status Quo Sell Collaborate Innovate Transform



Transformation completely restructures how services are 
delivered.



Healthy 
independent

Health risk 
factors

Early stage 
chronic

Complex 
conditions

Late state or 
poly-chronic

End of life

Systemic conditions

Complex episodic 

conditions

Progressive, 

degenerative 

conditions

Conditions with 

episodic manifestation

Preference sensitive 

conditions

Independent 

conditions

Catastrophic episodes

Major and minor 

episodes

Routine/well care

Integrated Progressive 
Condition Management 
(e.g., cardiology model for CHF and CAD)

EBM Adherence 
(e.g., benign prostatic hypertrophy)

Preference Sensitive Shared Decision Making and EBM Adherence 
(e.g., low back pain)

Early Identification and Effective Exacerbation Control
(e.g., irritable bowel syndrome)

Orthopedic Factory (e.g., for hips, knees, shoulders) 
General Surgery Factory (e.g., for gall bladder, bowel, stomach)

Catastrophic Stabilization (e.g., following major trauma)

Intensivist  Medical Home 
and Hospice CarePrimary Care Medical Home

Efficient Convenience Care
(for routine and well care services)

Integrated Oncology 
Management

Integrated Complex 
Condition Management 
(e.g., cystic fibrosis)
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Payment methodologies should be evaluated at the intersection of 
population health segments and health conditions segments.



Aging Population
• One in eight Americans are 65+
• In 2009 65+ comprised 12.9%
• By 2030 19% of the population is projected to be 65+
• That is 72.1 million people

Hospital Readmissions
• In 2011 nearly one in five patients admitted to the hospital 

were readmitted within 30 days
• This represents an estimated preventable cost burden of $25 

billion annually

Chronic Disease
• $1.875 Trillion in annual health care costs
• $3 out of every $4 spent on health care in the U.S.

Success requires an understanding of the 
drivers of health care costs.



Health care system clinical 
needs evolve over time.
Year Life Expectancy

Death Rate 
(per 100,000)

Leading Causes 
of Death

Clinical Need

1900 47 1,719
Pneumonia 
Influenza
Tuberculosis 
Diarrhea
GI disease

Acute

1950 68 963
Heart Disease
Cancer
Cerebrovascular 

Acute
Chronic

2000 77 865
Heart Disease/Cancer
Cerebrovascular 

Chronic
Acute
Prevention

2020 ? ?
? Prevention

Chronic
Acute
Integrated Care



Interventions
work…but it 

may take 
time.

Source: Geisinger



End of life
• Palliative care experts
• Support for caregivers
• Hospice centers
• Legal/financial advisers 

for family 
• Etc. 

Poly-chronic/complex
• Dedicated “Extensivists”
• Remote monitoring
• Specialty clinics
• Integrated behavioral health
• Etc. 

Severe behavioral
• Dedicated psychiatric 

NPs/MDs
• Bio-monitoring of Rx 

adherence
• Dedicated social worker and 

PCP
• Etc.

Chronic with 
social needs
• Case worker embedded in 

care team
• Dedicated coach focused on 

nutritional and mental 
health needs

• Etc. 

Early chronic/at-risk
• Dedicated health coach 

focused on fitness, nutrition
• Attention to behavioral health
• Rewards for meeting 

health goals
• Etc. 

Generally healthy
• Affordable acute 

care options
• Rewards and incentives
• Social/mobile health 

tracking tools
• Etc. 

Potential 
Care Model 
Components

Specialized care models will be supported by new population-specific ecosystems

Next generation PHMs will thrive on complex adaptive systems that are 
highly-tailored to particular segments of the population.



Whole-person care will integrate behavioral, clinical and social risk into models of care that 
provide superior value.
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