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Module 1 Script  

--------------------------Module 1: Part 1 ------------------------------- 

Slide 1: Introduction to Alternative Payment Models (APMs) 

• Hello, my name is John Feore and I am an Associate Principal with Avalere Health’s Center 
for Healthcare Transformation. This webinar is the first component of a broader educational 
series focused on how certified registered nurse anesthetists (CRNAs) can understand the 
health care system’s transformation from volume to value.  

• This educational series will explain various alternative payment models, or APMs, and 
analyze six APMs to see where and how CRNAs and anesthesia services fit into each 
model. This series will provide insights, guidance, recommendations, and contracting 
strategies to assist CRNAs in their pursuit of value-based care. 

• Each of the four training modules will cover a separate topic and we encourage CRNAs to 
attend each of the webinars to get the full picture, from “What is an APM?” to “How can I 
succeed if presented with the opportunity to participate in an APM?” 

 

Slide 2: Presentation Roadmap 

• This module will provide an overview of 4 primary topics: (1) alternative payment models, or 
APMs; (2) accountable care organizations, or ACOs; (3) bundled payments; and (4) the 
Merit-based Incentive Payment System, or MIPS.  

 

Slide 3: Learning Outcomes of Module 1 

• By the end of this training module, you should be able to: 
o Understand, at a high-level, the Medicare value-based care landscape; 
o Articulate the basic structure and incentives of different alternative payment models; 

and 
o Begin to conceptualize the role of anesthesia and CRNAs in different models 

 

Slide 4: Executive Summary  

• Before we dive into the specifics, let’s briefly summarize some of the key findings about 
these payment models: 

o The ACO Program is the Largest Medicare APM. The number of ACOs have steadily 
increased over time and there are now over 600 Medicare ACOs, all of which likely 
utilize anesthesia services at some point across the annual performance period. 

o Bundled Payment Programs Differ Based on Participation Parameters. CMS 
continues to invest in different bundled payment programs, most of which give 
providers the opportunity to select certain clinical conditions to participate with, which 
creates unique arrangements and opportunities for partnership across the 90-day 
episode period. 
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o The MIPS Program Affects a Large Number of Clinicians. Congress created MIPS to 
consolidate and streamline quality programs, which requires hundreds of thousands 
of Medicare clinicians to report on specific quality measures, improvement activities, 
and be subject to payment adjustments based on performance scores. 

 

Slide 5: Overview of Alternative Payment Models 

• Over the next few slides, we will review in more detail alternative payment models, or APMs, 
why we are even discussing APMs, and how CMS is moving toward these new payment and 
delivery models. 
 

Slide 6: US Healthcare System’s Challenges Require Payment and 

Delivery Reform 

• The United States’ healthcare system has faced increasing problems over the past decade 
related to the cost of providing care and the quality of care delivered to patients. 

• Health care is often siloed across different provider settings, a reality created in part by the 
differing way we pay for each type of provider. 

• In a siloed health care system, care coordination rarely occurs and once a patient leaves 
one medical office or facility, they face the same challenges in the next setting. Doctors and 
medical professionals haven’t had the ability to track their patients once they leave their 
doors, so to speak, and the next providers are not working with the previous providers. 

• We have seen poor health outcomes, often avoidable, such as readmissions to a hospital or 
avoidable admissions in the first place. 

• While these challenges have occurred, the cost of care is increasing incommensurate with 
any improvement in health outcomes.  

• Payment and delivery reforms are seeking to upend the provider revenue models, shifting 
focus away from the fee-for-service paradigm, also referred to as paying for volume. The 
new paradigm is focused on paying for value, efficiency, effectiveness, and outcomes. 
 

Slide 7: Continued Payment Reform Increasingly Shifts Risk to 

Providers & Drives Value-based, High Quality Care 
• Payment and delivery reform is not an easy jump for providers to take. It’s a process that 

takes years of experimentation, a willing and open attitude, and generally stepwise 
approach. 

• Payment and delivery reform involves a shift of risk from the payer (for example, Medicare) 
to providers, such as CRNAs. The basic premise of payment and delivery reform is to drive 
value-based, high-quality care. 

• The evolution of value-based care can be summarized as follows: 
o The existing system, the one that needs to be changed, is fee-for-service, or paying 

for volume. 
o By incorporating value-based payments – which can be characterized as paying for 

quality outcomes – providers take the first step into value-based care. 
o Shared savings, which is the accountable care organization model, provides 

incentives (which can be positive or negative) for providers to control costs and 
improve quality. 

o Episodic bundles, or bundled payments, focus on the costs of particular procedures 
or services. 
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o Partial capitation and full capitation hold providers partially and fully at-risk for the 
cost of care provided to patients. Full capitation is where the full financial risk of 
caring for a patient has been transferred to the provider. 

• CRNAs will be part of the shift toward value, even if you’re currently not aware of how this 
impacts you. It’s likely that hospital and physician group partners of yours – or perhaps your 
employers – already fall somewhere in the middle of this evolution.  

• But don’t see this as a threat. Rather, CRNAs should view this transition to risk as an 
opportunity to leverage and showcase the value and quality of care you provide to other 
stakeholders with which you partner. 
 

Slide 8: CMS Has Continued to Experiment with Implementing New 

Models and Quality Programs 

• With support from Congress, the Centers for Medicare & Medicaid Services, or CMS, has 
led the charge in the US healthcare system’s testing of new payment and delivery models.  

• The Medicare program covers roughly 15% of the US population – almost 44 million 
beneficiaries. This number is expected to almost double in the next 20 years, making 
Medicare an ideal payer to help transition to value-based care. 

• The Affordable Care Act gave CMS the authority to test APMs and in the ensuing years, 
multiple new payment models have been tested or implemented. These models may include 
upside only risk, upside and downside risk, or allow providers to choose optional downside 
risk. 

• In 2015, Congress went further and enacted the MACRA law, which seeks to move the 
entire physician fee schedule away from its focus on volume and instead to improve the 
value of care. Through the Quality Payment Program, which implements MACRA’s charge, 
providers are given incentives to join APMs and begin to take on financial risk for the 
patients they treat. 

• I won’t review each of the alternative payment models on this slide, but it’s important to 
understand how these models have taken off since 2010, which was the year that the 
Affordable Care Act was signed into law. This Educational Series will discuss in detail 
elements of MACRA, the Accountable Care Organization (or ACO) model, along with the 
Bundled Payments for Care Improvement (or BPCI) and Comprehensive Care for Joint 
Replacement (or CJR) models. 
 

--------------------------Module 1: Part 2 ------------------------------- 

 

Slide 1: Overview of Accountable Care Organizations 

• This segment will discuss accountable care organizations, or ACOs. ACOs are the largest 
APM tested by traditional Medicare. The ACO model was made a part of the Medicare 
statute with the passage of the Affordable Care Act and CMS is testing other ACO concepts 
and advanced versions concurrently with the primary ACO program, the Medicare Shared 
Savings Program. 
 

Slide 2: An ACO is a Total Cost of Care Model With Five Different 

Components 

• So, what is an ACO? 
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• An ACO is a total cost of care payment model comprised of five key components: 
o (1) Voluntary provider participation. Providers, whether they are hospitals, 

physicians, non-physician practitioners, or outpatient facilities choose to join an ACO. 
ACOs require active selection and willing participants. 

o (2) Providers are incentivized to control costs through financial rewards or risks. 
These are called shared savings or shared losses.  

o (3) The patient population is either passively enrolled into an ACO or depending on 
some models, may actively choose to align with an ACO. Often times, patients are 
not even aware they are “assigned” to an ACO. However, it’s important to note that 
in Medicare, while patients may be assigned to an ACO, they retain full Medicare 
rights to see any Medicare provider, whether or not the provider is part of an ACO. 

o (4) ACOs are graded on their quality performance, which often has a financial 
implication on the amount of shared savings payments an ACO may receive. This 
quality measurement seeks to improve quality of care, while the financial incentives 
seek to reduce costs – the basic premise of alternative payment models. 

o (5) Finally, ACO performance is matched against an annual spending benchmark. In 
other words, ACOs must spend below the benchmark to be eligible to earn shared 
savings payments. For ACOs that accept downside risk, they may have to pay 
money back to CMS if they spend above the annual benchmark. These benchmarks 
are adjusted annually.  

• The ACO itself is a legal entity formed by its participants that agree to joint, legal 
accountability for the cost and quality of care delivered by a group of providers. These 
providers may include CRNAs. The ACO is responsible for the total cost of care for patients 
during a full calendar year. Through their provider group and/or hospital, CRNAs may be 
participating in ACOs and treating ACO beneficiaries without being aware of the full 
specifics of the arrangement. 

• Because an ACO is a total cost of care model, an ACO is responsible for all spending on 
patients assigned to the ACO, including for anesthesia services. This is the case even if a 
patient seeks care from providers outside of the ACO. This provides a strong incentive for 
ACOs to track their patients and coordinate care among all providers. 
 

Slide 3: Medicare Has Multiple ACO Programs 

• CMS is currently testing two ACO programs. The first program is the Medicare Shared 
Savings Program, or MSSP, and was established by the Affordable Care Act. The second 
program is a 5-year demonstration called the Next Generation ACO model.  

• The MSSP is a statutory program and is the largest Medicare fee-for-service alternative 
payment model. The Next Generation model tests a more advanced version of the ACO 
model, where participants are required to accept greater risk in order to reap greater 
financial rewards if successful.  

• In December 2018, CMS modified the MSSP to attempt to shift ACOs to downside risk more 
quickly. Through the Pathways to Success for the MSSP, new ACOs may choose to take 
upside only risk for 2 or 3 years instead of 6, while more experienced ACOs must start down 
the path of accepting downside risk immediately or at their next participation renewal. Next 
Generation ACOs are required to accept downside risk in their first performance year. 

• Both ACO models require a certain number of beneficiaries to be aligned to the ACO. Only 
with a sufficient population size can an ACO truly be judged on whether interventions have 
been successful. Certain ACOs may waive Medicare requirements, most notably the 3-day 
hospital stay required before a patient may be admitted to a skilled nursing facility. CMS is 
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beginning to experiment with beneficiary incentives whereby an ACO may make a payment 
directly to an assigned beneficiary in order to encourage the use of primary care providers 
and services within the ACO’s network. 

• Finally, for all ACO models, the benchmark includes all spending under Medicare Parts A 
and B. You will note that Medicare part D, the prescription drug benefit, is not included in 
ACO benchmarks. 
 

Slide 4: As of February 2019, 487 MSSP and 51 Next Generation 

ACOs are Operating in the US 

• As of February 2019, 487 ACOs were participating in the MSSP and 51 ACOs participated 
in the Next Generation ACO model. These ACOs provide care to over 12 million Medicare 
beneficiaries. The 487 ACOs is a reduction of 74 ACOs from 2018 participation numbers, 
due in part to the Pathways to Success final rule and standard, annual dropouts from the 
program.  

• With an initial reduction in the number of MSSP ACOs for 2019, CMS does anticipate ACO 
growth as providers get used to the new MSSP requirements.  

• 58% of ACOs include partnerships among physicians, hospitals, and other facilities; 

• 30% of ACOs are physician-led; and 

• 12% of ACOs are federally qualified health centers or rural health centers. 
 

Slide 5: ACOs Receive FFS Payments and Shared Savings or 

Shared Losses 

• This slide reviews how the benchmark is used to judge an ACO’s financial performance. The 
following 3 steps detail this process: 

o (1) First, CMS will set a benchmark target, which is based on historical spending for 
the ACO and the ACO’s patients or assigned beneficiaries. Spending for the ACO 
will include anesthesia services. 

o (2) Second, CMS will pay to ACO providers and suppliers their standard fee-for-
service rates. In other words, regular Medicare billing practices will occur under 
existing payment mechanisms. 

o (3) Third, CMS will compare the ACO’s spending for the year to the benchmark 
projected spending amount. If spending exceeds the benchmark by a minimum 
amount (called the minimum loss rate), the ACO will owe money to CMS to repay a 
portion of this excess spending. This is only the case for ACOs taking downside risk. 
If an ACO is upside only and spends more than the benchmark, CMS does not 
recoup any cost overruns. If the ACO spends less than the benchmark beyond a 
threshold called the minimum savings rate, the ACO will share in the cost savings 
with CMS. 

• An ACO determines how to distribute shared savings or recoup shared losses from its 
providers. These decisions are contractual decisions between an ACO and a provider, such 
as a CRNA.  
 

Slide 6: ACOs Will Receive Shared Savings or Losses Based on 

Model Type and MSR/MLR 
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• As noted previously, one-sided ACOs are eligible to receive shared savings but do not have 
to repay losses. Two-sided ACOs are those ACOs eligible to receive shared savings but 
also subject to shared losses. This acceptance of risk provides greater financial rewards for 
being successful but also may subject an ACO to substantial financial penalties if spending 
is increased substantially. 

• The minimum savings rate (or MSR) and minimum loss rate (or MLR) are specific spending 
thresholds that ACOs must meet or exceed compared to their benchmark prior to receiving 
any shared savings or owing any shared losses. The exact amount varies depending on 
what type of ACO you are, but they are designed to prevent an ACO from being rewarded or 
penalized for any variation in spending that cannot be attributed to positive or negative 
actions by the ACO. 

• Most ACOs have chosen the upside only track of the MSSP; however, recent CMS 
regulatory changes seek to push these ACOs into downside risk more quickly. The primary 
goal of the Pathways to Success final rule was to push ACOs into downside risk more 
quickly and limit the amount of years an ACO could participate in the upside-only track.  
 

Slide 7: ACOs Responsible for Quality Measures Focused on 

Population Health and Patient Experience 

• Quality measurement is 1 of the 5 key components of ACOs. CMS grades an ACO’s quality 
performance on a number of quality measures that are updated annually, with a particular 
and recent focus on population health and patient experience.  

• I won’t review the specific quality measures, but you can see the categories here on the 
slide. It’s important to understand that as CRNAs, you may have a positive impact on 
population outcomes, and thus, an ACO’s ultimate financial success. 

• Therefore, CRNAs must have an awareness of the ACO quality measures to best appreciate 
the ACOs population health goals.   
 
 

Slide 8: ACO Key Takeaways 

• ACO Success Require Coordination and Communication. Since an ACO is a total cost of 
care model with an annual benchmark, providers must monitor and coordinate care for their 
patient population with other providers and over time. 

• ACOs are the Most Widely Adopted Medicare APM. There are currently over 600 Medicare 
ACOs across the US and the program will continue to evolve and grow. 

• ACO Risk Varies Based on Type of Model. MSSP Track 1 ACOs will not be responsible for 
any financial losses, while Tracks 1+, 2, and 3, and Next Generation ACOs will owe losses 
to CMS if spending is below a pre-determined benchmark. As noted previously, however, 
CMS has made changes to push ACOs into downside risk models more quickly. Under the 
new Pathways to Success, Basic Track levels A and B are the only upside-only tracks of the 
MSSP, while levels C-E and the Enhanced Track require downside risk. 

• Quality Measures Will Drive Clinical Focus and Improvement. Providers in ACOs will be 
focused on ways to achieve better processes and outcomes for quality measures, which 
creates opportunities for coordination and partnerships with CRNAs and other providers. 
 

--------------------------Module 1: Part 3 ------------------------------- 
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Slide 1: Overview of Bundled Payments 

• This segment will review bundled payments, sometimes called episodic payments. CMS is 
currently testing multiple bundled payment models covering dozens of clinical episodes. 

• Bundles represent one of the largest alternative payment models in operation today. 

• Unlike ACOs, which are population-health focused, bundled payments typically limit a 
population to a set of medical conditions or procedures. 
 

Slide 2: What is Bundling? 

• So, what is bundling? 

• A bundle represents the idea of a single payment that covers a broad array of medical 
services. In the hospital world, bundles have been used in the diagnosis-related group, or 
DRG, payment classification system for inpatient services. 

• A bundled payment is centered around a specific clinical episode or condition, such as a hip 
or knee replacement, spinal fusion surgery, or heart failure. While ACOs are population-
health focused (i.e., looking at all spending for a patient over the course of a full year), 
bundled payments focus their attention on the very specific needs of a patient during a 
shortened window (e.g., 90 days). 

• However, in the new world of exploring alternative payment models, policymakers, payers, 
and health care stakeholders have begun to test bundles that cross silos and providers of 
care to cover all or most services provided to a patient within a particular window – say, 90 
days. 

• A typical bundle tested by Medicare will cover hospital and physician services, post-acute 
care services, such as those provided in a skilled nursing facility, inpatient rehab facility, or 
through home health care, and subsequent services like readmission to the hospital, durable 
medical equipment, and Part B drugs. 
 

Slide 3: Not Truly “Bundling”: CMS Still Reimburses on FFS Basis 

With Retrospective Reconciliation 

• While we’re talking about bundled payments in this segment, operationally, they do not 
actually function as a bundle. Meaning, CMS doesn’t pay a set amount to a participant such 
as a hospital to cover the cost of all the services provided during the bundle or 90-day time 
period. Rather, CMS continues to pay all providers at their standard reimbursement rates. 

• What happens operationally are the following 3 steps: 
o (1) CMS sets a target price for the bundle. This price is established based on historic 

episode costs for the selected service. CMS then applies a discount off of the target 
price, for example, 3%. 

o (2) CMS then pays the standard fee-for-service rates to all Part A and Part B 
providers who serve patients associated with a bundle. 

o (3) Finally, CMS will look at the provider’s performance by comparing actual 
spending to the target price. If spending exceeds the target price, the participant may 
have to pay the difference to CMS. If spending is lower than the target price, 
Medicare will pay performance bonuses to the participant.  

 

Slide 4: Almost 1,300 Participants Began BPCI Advanced on 

October 1, 2018 
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• The most recent Medicare demonstration program testing bundled payments began on 
October 1, 2018. This program is an extension and modification of a previous program that 
ended. The new program is called the Bundled Payments for Care Improvement Initiative 
Advanced, BPCI Advanced, or BPCI-A. BPCI Advanced is a voluntary bundled payment 
program meaning that providers can choose whether to participate or not. 

• Initial participation in BPCI Advanced includes 832 hospitals and 715 physician group 
practices across the US. BPCI Advanced participation includes small, medium, and large 
provider groups. 

• BPCI Advanced is a 5-year demonstration program and a second round of participation will 
be available for prospective participants beginning January 1, 2020. 
 

Slide 5: Only Acute Care Hospitals and Physician Group Practices 

Can Initiate Episodes of Care 

• BPCI Advanced has two categories of participants: (1) non-conveners; and (2) conveners. 
o (1) Non-conveners are the episode initiators who bear financial risk for the bundled 

payments. They can either be acute care hospitals or physician group practices. 
o (2) A convener does not initiate clinical episodes. Rather, they coordinate 

downstream episode initiators and will assume and divide financial risk among 
partners. Conveners do not need to be Medicare billing providers or suppliers 

• CRNAs who are part of physician groups or hospitals that have chosen to participate in 
BPCI Advanced will be part of the bundle and their services will be included. Even those 
CRNAs who simply provide services to patients seeing participating providers in BPCI 
Advanced may have their services covered in the “bundle” even though they won’t officially 
be “participants.” 
 

Slide 6: Episodes of Care Include Select Services in 90 Days Post 

Discharge for Procedure 

• The BPCI Advanced episode of care includes Medicare Parts A and B services for the 
anchor procedure or hospital stay and patient care for 90 days post-discharge. 

• As a reminder, non-convener participants will be the episode initiators that trigger a BPCI 
Advanced episode of care.  

• The anchor stay or anchor procedure will include the hospitalization, physician services, and 
other services, which likely will include CRNA services. 

• For 90 days post-discharge, covered services could include related readmissions to the 
hospital, and post-acute care services such as a long-term care hospital stay, inpatient 
rehab facility stay, skilled nursing, and home health.  

• CMS will conduct a semi-annual reconciliation of target prices to actual spending, so 
participants will have 2 points in time where they will either receive savings payments from 
CMS or owe money to CMS. 
 

Slide 7: The Model Includes Inpatient and Outpatient Bundled 

Payments for Select Episodes of Care 

• BPCI Advanced includes 29 inpatient clinical episodes, with cardiovascular and orthopedic 
procedures making up a large percentage of the episodes. 
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• The program also includes 3 outpatient episodes for the first time in a Medicare bundled 
payment program. 

• I won’t review each of these episodes but as you can see, anesthesia services are clearly 
included in the spending associated with these procedures. 
 

Slide 8: Reconciliation Compares Actual Spending to Target Price 

• The semi-annual reconciliation process determines how a hospital or physician group 
practice performed under BPCI Advanced. 

• Under reconciliation, CMS will compare the actual episode spending to the target price set 
by CMS for the episode. 

• Let’s walk through an example: 
o Here, the target price for this episode is $15,000. 

̶ If actual spending is lower, say, $12,500, then the reconciliation amount or 
the spending below the target price set by CMS is $2,500. The hospital or 
physician group practice would receive $2,500 in reconciliation payments 
from CMS; or 

̶ If actual spending is higher, say, $16,000, then the reconciliation amount or 
the spending above the target price set by CMS is $1,000. The hospital or 
physician group practice would owe $1,000 in repayment to CMS. 

 

Slide 9: BPCI Advanced Adjusts Reconciliation Amount Based on 

Quality 

• Quality measurement, a staple of most alternative payment models, is present in the BPCI 
Advanced program. Episode initiators will receive a composite quality score based on their 
quality performance. 

• The composite quality score may adjust reconciliation payment amounts by up to 10%. 

• All clinical episodes will be graded on two quality measures: (1) all-cause hospital 
readmission rate; and (2) percent of patients with an advanced care plan. Five other quality 
measures may be included, depending on the episode. CMS also may add or remove 
quality measures during the course of this 5-year demonstration program. 
 

Slide 10: CJR Hospitals are Located Across the Entire Country 

• Another CMS bundled payment program is the Comprehensive Care for Joint Replacement 
model, or CJR. CJR is a mandatory payment model, which required participation from all 
hospitals located within a selected metropolitan statistical area. Halfway through the 
program, CMS made the program voluntary for hospitals located in the lowest cost 
metropolitan areas selected for participation. 

• As of April 2018, 466 hospitals were participating in the program. In 2017, the program 
covered over 33,000 major joint replacement episodes, all of which likely included 
anesthesia services.  
 

Slide 11: Hospitals are Responsible for Patients with a 469 or 470 

MS-DRG Admission 

• Under CJR, participating hospitals are responsible for a bundled payment for two 
procedures identified by their diagnosis-related group, or DRG. DRGs 469 and 470 cover 
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major joint replacement or reattachment of lower extremity with or without major 
complications and comorbidities. Essentially, CJR covers hip and knee replacement surgery. 

• Like the standard Medicare bundle, the episode is triggered by an inpatient hospital 
admission for the covered DRG service. Hospital services, physician and clinician services 
(including those provided by CRNAs), and other services provided in the hospital are 
covered. 

• Importantly, a CRNA will not initiate an episode of care. Rather, an attending or operating 
physician will trigger the 90-day bundle, however, CRNA services will certainly be included 
in the costs of the bundle.  

• The CJR bundle will cover all services provided within 90 days post-discharge from the 
hospital, including post-acute care and hospital readmissions. 
 

Slide 12: Medicare Expenditures are Compared to Target Prices 

During an Annual Payment Reconciliation 

• Just like with BPCI, the CJR payments do not actually function as a bundle. CMS continues 
to pay all providers at their standard reimbursement rates. 

• Operationally, the following 3 steps occur: 
o (1) CMS sets a target price for the CJR bundle. This price is established based on 

historic episode costs for the selected service. CMS then applies a discount off of the 
target price, which is generally 2%.  

o (2) CMS then pays the standard fee-for-service rates to all Part A and Part B 
providers who serve patients associated with the CJR bundle. 

o (3) Finally, CMS will look at the provider’s performance by comparing actual 
spending to the target price after the episode ends. If spending exceeds the target 
price, the participant may have to pay the difference to CMS. If spending is lower 
than the target price and the participant meets the minimum quality standard, 
Medicare will pay the difference to the hospital participant. 

• Under CJR, reconciliation occurs annually, up to 14 months after the episode begins.  
 

Slide 13: CJR Hospitals Are Responsible for 3 Primary Quality 

Measures 

• Under CJR, hospital participants are scored on 3 quality measures. The final score is not a 
numerical percentage, like 95 or 90%, but rather a qualitative grade that will either be: 
“acceptable”, “good”, or “excellent”. Hospitals with an acceptable or good grade  will not be 
eligible for performance bonus payments. 

• The first quality measure is an assessment of a hospital’s facility-level, risk-standardized 
complication rate in the 90-day post-surgery period.  

• The second quality measure is the HCAHPS survey of patients’ experience of hospital care. 

• The third quality measure is patient-reported outcomes, which are focused on pain 
management. 

• CRNAs working in hospitals that are participating in CJR should understand how their 
services can improve the quality of care for these procedures, with a particular focus on 
these quality measures. 
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Slide 14: Some of the Current Fee-For-Service Restrictions are 

Relaxed in CJR 

• One of the benefits to joining or participating in an alternative payment model such as CJR 
is that CMS relaxes certain Medicare restrictions that otherwise are faced by providers.  

• This slide lists several of these enhancements that help make participation more beneficial 
to the Medicare program, providers, and beneficiaries. I won’t detail them, but they include 
risk sharing opportunities to enhance collaboration, waivers to encourage more efficient use 
of skilled nursing, telehealth, and home health, and beneficiary incentives. 

• As one example, under CJR, physician and non-physician CJR collaborators, such as 
CRNAs, may enter into gainsharing arrangements with hospital participants. 
 

Slide 15: Bundled Payment Key Takeaways 

• Here are 4 key takeaways regarding bundled payments: 
o Bundled Payments are a Popular Type of APM. CMS/CMMI continue to invest in and 

test bundled payment programs, which reinforces the need to understand the basic 
structure and nuances of different bundled payment programs. 

o Hospitals are the Most Likely to Participate in Bundled Payments. Across the two 
major bundled payment programs (e.g., BPCI-A and CJR), hospitals are the most 
common providers participating in the models. 

o Participants in BPCI-A Will Have Different Priorities Based on Condition Selection. 
Participants’ specific selection of 29 different conditions, including the inpatient and 
outpatient settings, will determine providers’ focus and investments in the program. 

o BPCI-A and CJR Providers Can Share in Savings With Collaborators. PGPs and 
hospitals in BPCI-A and CJR will have the opportunity to share in savings with other 
providers involved in the care process, which creates opportunities for CRNAs to 
partner with bundled payment participants and create a financial arrangement. 

 

--------------------------Module 1: Part 4------------------------------- 

 

Slide 1: Overview of Merit-based Incentive Payment System 

• The final segment of this module will cover the Merit-based Incentive Payment System, also 
known as MIPS. 
 

Slide 2: MACRA Established the Quality Payment Program (QPP), 

Further Encouraging the Shift to Value-Based Payments 

• In 2015, Congress passed the Medicare Access and CHIP Reauthorization Act of 2015, or 
MACRA. MACRA created the Quality Payment Program, also known as the QPP, which 
repealed the long-standing sustainable growth rate system that determined Medicare 
reimbursement rates for clinicians. 

• The QPP seeks to move physicians and clinicians, such as CRNAs, away from the fee-for-
service, pay for volume, system and toward one that rewards providers for high-quality and 
cost-efficient care. 

• The legislation encourages providers to participate in advanced alternative payment models, 
which are generally APMs that require providers to accept upside and downside risk. 
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Slide 3: Under QPP, Clinicians Will have Two Payment Options for 

Moving to Value-Based Payments 

• The QPP, which began in 2017, outlines two tracks for physicians and clinicians to choose: 
(1) the Merit-based Incentive Payment System – MIPS; and (2) advanced alternative 
payment models, or advanced APMs.  

• Under MIPS, which is the focus of this segment, clinicians will receive fee-for-service 
payments with annual payment adjustments based on clinician performance in 4 categories: 
(1) quality measures; (2) cost; (3) promoting interoperability; and (4) improvement activities. 

• Elements of the 3 quality reporting programs prior to 2017 were folded into MIPS and ended 
in 2017 once MIPS began.  

• Payment adjustments are budget neutral, so there will be winners and losers under MIPS. 

• For the Advanced APM track, providers who qualify will be exempt from MIPS and will 
receive a lump sum 5% bonus payment. Clinicians must meet increasing patient or revenue 
thresholds based on their participation in an Advanced APM to qualify for the MIPS 
exemption and 5% bonus.  

• Most CRNAs will be subject to the MIPS program in the early years of the program until 
more advanced APM options become available to specialty providers. 
 

Slide 4: Advanced APMs Require Active Participation from 

Clinicians 

• Most providers subject to the Quality Payment Program will fall under the MIPS 
requirements. However, for those providers that choose to participate in advanced APMs, 
they will be exempt from MIPS and will not have to report under the MIPS regime. 

• Advanced APMs are those APMs that require providers to take more than nominal financial 
risk. Under the MACRA statute, they must also require clinicians to use certified electronic 
health records and grade quality performance using quality measures comparable to those 
in the MIPS program. 

• Other than MIPS exemption, the great draw to the Advanced APM pathway is the automatic 
5% bonus payment. This bonus payment under the QPP does not depend on successful 
financial results in the Advanced APM. In other words, your Advanced APM may have to 
pay money back to CMS for spending too much, but the QPP will still provide a clinician with 
a 5% bonus payment – paid based on all Part B physician fee schedule revenues – not just 
those revenues associated with the Advanced APM. 

 

Slide 5: MIPS Consolidated and Replaced PQRS, VM, & EHR 

Meaningful Use in 2017* 

• As noted previously, MIPS consolidated and replaced the 3 quality reporting programs for 
clinicians: 

o (1) the physician quality reporting system, or PQRS, was folded into the MIPS quality 
performance category; 

o (2) the Medicare electronic health record meaningful use program was folded into the 
MIPS Promoting Interoperability performance category; 

o (3) the value-based payment modifier program was folded into the MIPS cost 
performance category; and 
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o (4) a new fourth category covering practice improvement activities was created by 
MACRA. 

• A clinician’s total performance will be measured as a composite score of all 4 MIPS 
performance categories using a 0-100 point scale. Payment adjustments will be negative, 
neutral, or positive. 
 

Slide 6: MIPS Includes a Number of Eligible Providers & Will Likely 

Include More in Future Years 

• In the first years of MIPS, physicians, physician assistants, nurse practitioners, clinical nurse 
specialists, and CRNAs were the eligible providers subject to MIPS. 

• Beginning in 2019, CMS expanded the list of eligible providers by including physical and 
occupational therapists and other practitioners. CMS has authority to continue to expand the 
list of eligible providers. 

• Eligible professionals may participate in MIPS as individuals, groups, or even virtual groups. 
Virtual groups are a collection of solo and small practices who aren’t required to be located 
in the same geographic location or even practice in the same specialty, yet they will report 
and be graded as a group. 

• Clinicians who are new to Medicare, have a low-volume of Medicare patients or revenue, or 
who qualify for the advanced APM track will be exempt from MIPS. 

• CMS has expanded the low-volume threshold so that a large percentage of anesthesia 
providers are exempt from MIPS. MIPS exemption does not preclude participation in an 
Advanced APM. 
 

Slide 7: The MIPS Program is Comprised of Four Components 

• Let’s provide a little more detail on the 4 components of MIPS: 
o (1) The Quality category grades a clinician’s performance based on quality measures 

created or approved by CMS and selected by the clinician. Generally, a clinician 
must report on 6 quality measures or 1 specialty- or sub-specialty-specific set of 
measures. 

o (2) Promoting Interoperability is the latest iteration of the meaningful use, electronic 
health record program. This category measures the productive use of healthcare 
information created to be shared with other clinicians or patients. A clinician must 
report on 5 required measures, with the remaining measures optional. 

o (3) Improvement Activities measure the improvement in care processes, 
enhancements in patient engagement, and increased access to care. A clinician 
must report on 4 medium-weight or 2 high-weight improvement activities. 

o (4) the Cost category measures the cost of care that can be attributed to a clinician. 
A new category applicable to clinicians, CMS has developed episode-based cost 
measures, which act like bundled payments in that they measure total cost of a 
certain procedure and the follow-up care provided. 

̶ It is important to note that Cost is not the same as an APM. Each APM 
grades its participants on overall spending compared to a target spending 
amount, so cost and utilization are vital to successful APM participation. But 
APMs use their own quality metrics to determine a participant’s total quality 
score. 
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Slide 8: CMS’ General Methodology for Structuring MIPS Episode-

Based Cost Measures 

• Let’s look into the episode-based cost measures that CMS has developed, and continues to 
develop, for use in MIPS as the fourth performance category. 

o Trigger and Attribution. An episode begins or initiates when a clinician performs a 
CMS-specified procedure, such as a colonoscopy. A clinician will be subject to an 
episode’s total costs for patients attributed to that clinician. 

o Timing Window. This refers to the pre- and post-window for when services are 
included in the episode. For example, 10 days prior to a procedure and 90 days post-
procedure. 

o Related Services are covered in an episode, added to the total cost by which a 
clinician is judged, and would include anesthesia services if provided during the 
timing window. 

o Payments in the Episode. Medicare continues to make regular payments to providers 
including CRNAs. 

o Cost Benchmark. Similar to accountable care organizations, an episode is given a 
cost benchmark by which providers would be judged against. 

o MIPS Cost Component. If a clinician is attributed to a minimum number of episode-
based cost measures, each of the episodic scores will be applied to the clinician’s 
final MIPS cost performance category score. 

• It is unlikely with the current and proposed set of episode-based cost measures that patients 
will be attributed to CRNAs. Thus, the cost component of the final MIPS score is not likely to 
be relevant at this time to CRNAs. However, it may be an important factor in the MIPS score 
of other providers with which CRNAs work, so being aware of the impact can only help your 
cause. 
 

Slide 9: MIPS Cataract Removal Episode-Based Cost Measure 

Structure 

• We’ll provide 2 examples of MIPS episode-based cost measures on this slide and the next 
slide. 

• Cataract removal has a 60-day lookback window prior to the actual removal procedure. The 
episode continues for 90 days post-procedure so all services provided during this window 
would be covered in the cataract removal episode-based cost measure. 3 anesthesia 
services listed on the chart on this slide are included in the costs that make up this episode.  

• Cataract removal and the relevance of anesthesia and CRNAs will be examined in future 
educational modules. 

 

Slide 10: MIPS Colonoscopy Episode-Based Cost Measure 

Structure 

• The second example of a MIPS episode-based cost measure is colonoscopy. 

• The colonoscopy episode-based cost measure is a shorter, 14-day episode that begins with 
the colonoscopy screening and ends 14 days after the screening. Dozens of anesthesia 
services are included in this episode.  

• Again, the colonoscopy cost episode and the relevance of anesthesia and CRNAs will be 
examined in future educational modules. 
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Slide 11: MIPS Key Takeaways 

• Here are 4 key takeaways regarding MIPS: 
o MIPS Affects a Large Number of Clinicians. Although CMS is trying to transition 

providers from MIPS to AAPMs, hundreds of thousands of Medicare clinicians will be 
responsible for MIPS reporting and subject to MIPS adjustments. 

o The Cost Category in MIPS is Relatively New. Due to a delay in implementation, the 
Cost category in MIPS is still in its beginning stages and there is not much 
experience to-date with the episode-based cost measures. 

o MIPS Cataract and MIPS Colonoscopy Episodes Will Include Anesthesia Services.  
Although CRNAs will likely not be attributed episode-based cost measures, their 
services will likely be included, which creates opportunities for potential partnerships. 

o APM Options Remain Limited But Are Expected to Increase. CMS is pushing 
providers to join Advanced APMs and plans to release new payment models in 2019 
and beyond, hoping to increase participation in Advanced APMs. 

 

Slide 12: Executive Summary  
• Let’s review the key takeaways of each section: 

o The ACO Program is the Largest Medicare APM. The number of ACOs have steadily 
increased over time and there are now over 600 Medicare ACOs, all of which likely 
utilize anesthesia services at some point across the annual performance period. 

o Bundled Payment Programs Differ Based on Participation Parameters. CMS 
continues to invest in different bundled payment programs, most of which give 
providers the opportunity to select certain clinical conditions to participate with, which 
creates unique arrangements and opportunities for partnership across the 90-day 
episode period. 

o The MIPS Program Affects a Large Number of Clinicians. Congress created MIPS to 
consolidate and streamline quality programs, which requires hundreds of thousands 
of Medicare clinicians to report on specific quality measures, improvement activities, 
and be subject to payment adjustments based on performance scores. 

 

 

Slide 13: What’s Next 

• Congratulations! You’ve completed the first module of the APM Educational Series. 

• Now, let’s see what the focus of the next module will be… 
 

Slide 14: Module 2 Will Focus on the Risk Analysis of Different 

APMs 

• By the end of this training module, you should be able to: 
o Be aware of the specific anesthesia codes that are most commonly included in 

APMs; 
o Understand the breakdown of providers that provide anesthesia services across 

different APMs; 
o Understand how anesthesia services fit into APM costs relative to other provider 

costs; and finally 
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o Be able to articulate the variation in anesthesia services across different APMs. 

• Thank you and have a great day. 


