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Your Roadmap

Increasing Cardiac Rehabilitation Participation 

From 20% to 70%: A Road Map From the 

Million Hearts Cardiac Rehabilitation 

Collaborative

Philip A. Ades, MD; Steven J. Keteyian, PhD; Janet S. 

Wright, MD; Larry F. Hamm, PhD; Karen Lui, RN, MS; 

Kimberly Newlin, ANP; Donald S. Shepard, PhD; & Randal 

J. Thomas, MD, MS

Mayo Clinic Proceedings. 2017:92(2):234-242
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Road map to 70% CR participation

Cardiac rehabilitation adherence
* Set 36 CR sessions as goal

* Home-based CR option

 Flexible CR hours

* Work to minimize CR co-pays

Cardiac rehabilitation enrolimen
* CR staff liaison

 Early appointment at CR

* CR enrollment as performance measure
* Work to minimize co-pays

Cardiac rehabilitation referral
* EMR-based referral
* CR staff liaison

* CR referral as performance
measure
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Going Down the Current Road

•

Over-all enrollment/participation rates are 20% to 

40%

•

Average # of sessions often falls below number of 

insurance allowed or covered sessions

–

median # of visits for most CR programs is 18-25

•

Hitting the 70% target is going to require:

–

more programs

–

bigger programs

–

more efficiently operated programs 
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Average # of sessions often falls below number of insurance allowed or covered sessions

median # of visits for most CR programs is 18-25
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more programs

bigger programs
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Mayo Clinic Proceedings

2017:92(2):234-242

Table 1

•

Strategies that influence referral & enrollment 

to CR

Table 2

•

Strategies that influence adherence in patients 

enrolled

AACVPR R2R Web Site

•

http://www.aacvpr.org/R2R
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Best Practice Strategies

•

Establish a Philanthropic Fund

•

CR Referral Performance Measures in a Quality 

Improvement System

•

Use of Text Messaging and Mobile Apps

•

Use of Video

•

12-Month Cardiovascular Condition Episode (Bundle)

•

ECG Monitoring Based on Clinical Need

•

Accelerated Use of CR

•

Safe Start Self-Pay

•

Open Gym

•

Group Screening

•

Inpatient Liaison for Outpatient CR
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AACVPR Web Site Resources

•

https://www.aacvpr.org/Advocacy/Regulatory

-Legislative-UpdatesRegulatory & Legislative 

Information

•

Resource Links

•

Medicare provisions for CR & PR

•

HF CR and ICR regulations

•

CMS publications & instructions

–

Change Requests, Transmittals, MLN Matters 
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Step 1 – Hospital Assessment

What is your admin’s perspective & experience 

with EPM & CR?

If your institution is:

•

In EPM & CR inc pay

–

Incentivized to provide more CR?

•

In CR inc pay only

–

Incentivized to provide more CR
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Step 1 – Hospital Assessment

If your institution is:

•

In EPM but not CR inc pay

–

Admin incentivized to be cost-efficient

–

Varied strategies may be an option 

•

In neither model

–

May depend on institution’s philosophy

–

Is CR viewed as a service that adds value to 

your institution or is it a cost center?
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Episode Drivers

EPM providers have financial incentive to 

furnish fewer services

•

Despite being medically necessary?

–

Especially when health benefits of the service 

are not apparent until after episode has ended

–

CR may be particularly vulnerable to stinting

•

Medicare Payment Advisory Commission (MedPAC) 

letter to CMS, 9-30-16
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Step 2 – Program Assessment

•

What is your average discharge to enrollment 

wait time?

•

What is your referral (of eligible) %?

•

What is your referral to enrollment %?

•

What is the average # of sessions completed?

•

What is your mix of FFS to Medicare Advantage?

•

Is your program break even or profitable?
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Step 3 – Best Practice Strategies  

What are your program barriers to utilization?

•

Delayed wait times from discharge to 

enrollment

•

Poor adherence

•

Capacity limitations

–

Hours, space, staff, equipment, MD 

availability, # of ECG monitors, etc
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AACVPR Web Site Resources

https://www.aacvpr.org/Advocacy/Regulatory-Legislative-UpdatesRegulatory & Legislative Information

Resource Links

Medicare provisions for CR & PR

HF CR and ICR regulations

CMS publications & instructions

Change Requests, Transmittals, MLN Matters 
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Step 3 – Best Practice Strategies  

What are your program barriers to utilization?

Delayed wait times from discharge to enrollment

Poor adherence

Capacity limitations

Hours, space, staff, equipment, MD availability, # of ECG monitors, etc
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Step 3 - Best Practice Strategies

What are your program barriersto tilization?
+ Delayed waittimes from discharge to
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+ Poor adherence.
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CMS Regulations=More Flexibility

Cardiac Rehabilitation:

•

No minimum or maximum sessions per week

–

As of 1-1-2010

•

No “exit criteria”-in fact, dose dependent effect

–

Hammill BG et al, Circ. 2010;121:63-70
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CMS Regulations=More Flexibility

Cardiac Rehabilitation:

No minimum or maximum sessions per week

As of 1-1-2010

No “exit criteria”-in fact, dose dependent effect

Hammill BG et al, Circ. 2010;121:63-70
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CMS Regulations=More Flexibility

Cardiac Rehabilitation:

•

No restrictions on space, staff, or mixing patient 

populations

•

No staff to patient ratio (never was)

•

ECG monitoring is not a Medicare requirement

–

“ECG-Light” @ Mass General: taper off

–

Duke CR Program: “Seamless Rehab”

•

Exclusively use CPT 93797  
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CMS Regulations=More Flexibility

Cardiac Rehabilitation:

No restrictions on space, staff, or mixing patient populations

No staff to patient ratio (never was)

ECG monitoring is not a Medicare requirement

“ECG-Light” @ Mass General: taper off

Duke CR Program: “Seamless Rehab”

Exclusively use CPT 93797  
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Good/Best Practice CR in 2017

Improve efficiency & build self-efficacy

•

Use ECG monitoring when clinically indicated

•

Don’t use ECG monitor if not clinically indicated

•

Decrease/stratify frequency of BP measurement

*AACVPR webinar-Steven Keteyian 2/22/17 
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+ Use ECG monitoring when clinically ndicated

+ Dor't use ECG monitor if notclinically indicsted
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“AACVPR webinar-Steven keteyizn 2/22/17
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Good/Best Practice CR in 2017

Improve adherence & solve capacity limitations

•

CR enrollment within 30 (ideal 17) days of 

discharge, excluding HF

–

Grace et al 

•

Open gym over classes
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Good/Best Practice CR in 2017

Improve adherence & solve capacity limitations

CR enrollment within 30 (ideal 17) days of discharge, excluding HF

Grace et al 		

Open gym over classes



4/20/17

GRQ, LLC

62







Good/Best Practice CR in 2017

Improve adhrenca & solve capaciy limications.
+ CR enrollment within 30(ideal 17) days of
sischarge, excluding HF

+ Open gym overclasses





image63.emf
Good/Best Practice CR in 2017

Improve adherence

•

Offer CR 5 days/week 

•

Accelerated CR-2/day

–

Fast-track to maintenance

–

Safe-start Phase III

4/20/17 GRQ, LLC 63


image5.emf
ICR HCPCS Code Definitions

•

G0422: Intensive CR; with or without 

continuous ECG monitoring with exercise, 

per session

•

G0423: ICR; with or without continuous ECG 

monitoring without exercise, per session
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Good/Best Practice CR in 2017

Improve adherence

Offer CR 5 days/week 

Accelerated CR-2/day

Fast-track to maintenance

Safe-start Phase III
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Best Practice Strategies

ECG Monitoring Based on Clinical Need

•

Self-efficacy improves adherence

•

Dept policy reflects your protocol for stratifying

–

Keteyian; 3-13-17

Accelerated Use of CR

•

Goal-pts receive maximal gains from CR

•

More CR in shorter time period

–

More days/week

–

2/day
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Best Practice Strategies

ECG Monitoring Based on Clinical Need 

Self-efficacy improves adherence

Dept policy reflects your protocol for stratifying

Keteyian; 3-13-17

Accelerated Use of CR

Goal-pts receive maximal gains from CR

More CR in shorter time period

More days/week

2/day
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Best Practice Strategies

Open Gym

•

Accommodate more patients/day

•

Only limitation is # of pieces of equipment

•

Improves adherence

Group Screening

•

Reduce discharge to start time

•

1 staff:4-8 pts improves staff resource use 

from 8-10 hrs to 2-3 hrs

–

Keteyian; 3-13-17
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Best Practice Strategies

Open Gym

Accommodate more patients/day

Only limitation is # of pieces of equipment

Improves adherence	

Group Screening 

Reduce discharge to start time

1 staff:4-8 pts improves staff resource use from 8-10 hrs to 2-3 hrs

Keteyian; 3-13-17
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There’s always a better way to do something.

Solutions abound, but you have to want to find 

them.
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New CMS policies in 2017
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Off-Campus - Location Matters

•

Per Bipartisan Budget Act of 2015 (Section 

603), new or re-located off-campus hospital 

outpatient depts opened after 11/2/2015 will 

be reimbursed per Physician Fee Schedule 

(PFS), not Outpatient Prospective Payment 

System (OPPS) as of January, 2017

•

Huge negative reimbursement implications of 

this new regulation

•

Bottom line: remain on-campus
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ICR HCPCS Code Definitions

G0422:	Intensive CR; with or without continuous ECG monitoring with exercise, per session



G0423: ICR; with or without continuous ECG monitoring without exercise, per session
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ICRHCPCS Code Definitions

+ 604221 Intensive CF; with or without
Continuous ECG monitoring ith exercize,
persession

+ G0423: ICR; with or withoust continuous ECG
monitoring without exercise, persession
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Off-Campus - Location Matters

Per Bipartisan Budget Act of 2015 (Section 603), new or re-located off-campus hospital outpatient depts opened after 11/2/2015 will be reimbursed per Physician Fee Schedule (PFS), not Outpatient Prospective Payment System (OPPS) as of January, 2017

Huge negative reimbursement implications of this new regulation

Bottom line: remain on-campus
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Off-Campus - Location Matters

+ perBiparcisan Budget Act of 2015 Section
503), new or redlocated oft-amus hospital
outparient depts opened afr 11/2/2015 will
be raimbursed per Physician Fee Schedule
(¢FS), not Outpatient Prozpactive Fayment
System (0PFS) a5 of January, 2017

+ Huge negative reimburzementimplications of
ehisnewregulation

+ Bottom line:remsin on-campus
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Supervised Exercise Treatment (SET) for PAD

CMS Proposed Decision Memo 3/2/17

•

30-60 minute sessions of exercise for 

symptomatic PAD pts

•

3 sessions/week-36 sessions

•

Hospital outpatient setting

•

MD referral

•

Reimbursement amount TBD
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Supervised Exercise Treatment (SET) for PAD

CMS Proposed Decision Memo 3/2/17

30-60 minute sessions of exercise for symptomatic PAD pts

3 sessions/week-36 sessions

Hospital outpatient setting

MD referral

Reimbursement amount TBD
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Supsrvised Exerciz Trestment (SET) for PAD

M pragosed Decision Memo 3/2/17

+ 3060 minute zessions of exerciss or
symptomatic D prs

+ 3 sessions/week 36 sessions

+ Hospial outpatient setting

+ WD reterral

+ Reimbursement amountTeD.
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Supervised Exercise Treatment (SET) for PAD

•

Regulation is posted on AACVPR Regulatory & 

Legislative Information web page under 

Resource Links

Proposed Decision Memo for Supervised Exercise Therapy 

(SET) for Symptomatic Peripheral Artery Disease (PAD) (CAG-

00449N); March 3, 2017

•

30-day public comment period

•

Final National Coverage Determination (NCD) with 

effective date is expected summer, 2017
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Supervised Exercise Treatment (SET) for PAD

Regulation is posted on AACVPR Regulatory & Legislative Information web page under 

	Resource Links

	Proposed Decision Memo for Supervised Exercise Therapy (SET) for Symptomatic Peripheral Artery Disease (PAD) (CAG-00449N); March 3, 2017

30-day public comment period

Final National Coverage Determination (NCD) with effective date is expected summer, 2017
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Supsrvised Exerciz Trestment (SET) for PAD

Reguaton i posted on AACVFR Regulatony &
Legats Inormaton web page under
e e T P T Y
ey
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Change in Rule: ICR to CR

•

Beneficiary may switch from an ICR program 

to a CR program

•

Limited to a 1-time switch per episode, i.e., 

multiple switches not allowed

•

May not switch from CR to ICR

•

Example: beneficiary switching from ICR to 

CR after 12 sessions will have 24 sessions of 

CR remaining

•

CMS Change Request 9982 (2/17/17)
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Change in Rule: ICR to CR

Beneficiary may switch from an ICR program to a CR program

Limited to a 1-time switch per episode, i.e., multiple switches not allowed

May not switch from CR to ICR

Example: beneficiary switching from ICR to CR after 12 sessions will have 24 sessions of CR remaining

CMS Change Request 9982 (2/17/17)

4/20/17

71

GRQ, LLC







Change in Rule: ICR to CR
Beneficiary may switehirom an ICR program
t03 CR program
Limitedto s Luime switch per episode, ..,
multple switches not allowed
May ot switchfrom CR o 1CR
Example:beneficiary switching rom ICR to
R fter 12 sessions will ave 24 sessions of
R remaining
M Change Request 9282 (2/17/17)
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Questions, Discussion,  

and

Thank-you
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CR HCPCS Code Definitions

•

93797: Physician services for outpatient CR; 

without continuous ECG monitoring (per 

session)

•

93798: Physician services for outpatient CR; 

with continuous ECG monitoring (per session)
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CR HCPCS Code Definitions

93797: Physician services for outpatient CR; without continuous ECG monitoring (per session)



93798: Physician services for outpatient CR; with continuous ECG monitoring (per session)
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CR HCPCS Code Definitions

+ 93797: Physician services for outpatient C;
without continuous ECG manitoring (per
session)

+ 93798: Physician senvices for outpatient C;
with continuous ECG monitoring (per session)
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CR - Frequency Limitations

Maximum of 2 one-hour sessions per day

•

< 36 sessions within 36 weeks

•

Option for an additional 36 sessions over an 

extended period of time if approved by your local  

Medicare contractor

–

Remember-it is a Retroactive reimbursement or

denial based on documentation of continued 

medical necessity 

–

Get ABN signed 
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CR - Frequency Limitations

Maximum of 2 one-hour sessions per day

< 36 sessions within 36 weeks



Option for an additional 36 sessions over an extended period of time if approved by your local  Medicare contractor

Remember-it is a Retroactive reimbursement or denial based on documentation of continued medical necessity 

Get ABN signed 
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CR - Frequency Limitations

Maximum of 2 one-hour sassions per day
+ 36 sessions within 38 weeks

- opton for ansditoral 35 3assons oversn
xtended perio of tme f approved by yourlocsl
Miedwe convacor
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Coding Scenarios for CR Services

•

One 93798 session & one 93797 session

–

1

st

day exercise assessment /orientation & 

ITP  development 

–

One ECG monitored ex (98) & one education 

(97)

•

Two 93798 sessions

–

95 min ECG-monitored ex (aerobic & 

resistance)
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Coding Scenarios for CR Services

One 93798 session & one 93797 session

1st day exercise assessment /orientation & ITP  development 

One ECG monitored ex (98) & one education (97)

Two 93798 sessions

95 min ECG-monitored ex (aerobic & resistance)
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Coding Scenarios for CR Services

+0ne 93758 sassion & one 93757 session
1% day exarcise sssessment orisntation &
P gevelopment
—One £CG monitored ex(33) & one sducation
o7

“Tuo 93758 sessions
55 min ECG-monitored ex serobic &
resistance]
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Coding Scenarios for CR Services

•

Two 93797 sessions

–

One non-ECG ex session & one education 

session (group or 1:1)

–

95 min non-ECG exercise

Bottom line:

1. Give each patient the care that best serves 

that patient.

2. There is value in every session you provide.
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Coding Scenarios for CR Services

Two 93797 sessions

One non-ECG ex session & one education session (group or 1:1)

95 min non-ECG exercise

Bottom line: 

Give each patient the care that best serves that patient.

There is value in every session you provide.
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Coding Scenarios for CR Services

“Tuo 93757 sessions
—One non-£CG ax session & one education
session group or 11]

55 min non-£06 exercise

Bottom line:

1. Give each patient the care that best serves.
ehatpatient

2. There is value in every session you provide.
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Medicare Advantage Plans 

Two Medicare program options:

1. Fee-for-service (FFS or “traditional”)

-Set reimbursement & co-pay amounts

2. Managed Care (“Medicare Advantage”)

-MA plan has some leeway in setting 

co-pay amount 

Bottom line: Beneficiaries purchase their 

choice of coverage option
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Medicare Advantage Plans 

Two Medicare program options:

Fee-for-service (FFS or “traditional”)

	-Set reimbursement & co-pay amounts

Managed Care (“Medicare Advantage”)

	-MA plan has some leeway in setting co-pay amount 

Bottom line: Beneficiaries purchase their choice of coverage option
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Medicare Advantage Plans

Two Medicare program options:
1. Feeforsenice (FFS or“traditional’)

et reimbursement & co-pay amounts
2. Managed Care (Medicare Advantage")

“MA plan has some lssway in stting
copay amount

Bottom line: Bensficiaries purchass their
hoice of coverage option
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Medicare Advantage Plans

•

MA plans process & pay claims in their plan

–

MAC serves that role for Fee-for-Service 

Medicare patients

•

MA plans practice “cost-shifting”, i.e., 

decrease or eliminate premiums by raising 

co-pays for post-acute services

–

Why?
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Medicare Advantage Plans

MA plans process & pay claims in their plan

MAC serves that role for Fee-for-Service Medicare patients

MA plans practice “cost-shifting”, i.e., decrease or eliminate premiums by raising co-pays for post-acute services

Why? 
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Medicare Advantage Plans

* MA plans process & pay claims ntheir plan
ZMAC zerves that ol for FesforSerice.
Megicare patients
+ WA plans practice "costshitting’ e,
ecrease or sliminate premiums by rasing
co-paysor post-acute senices.
Zwnyr
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Medicare Advantage Plans

•

Penetration varies by state from 10-40% of 

Medicare market

•

MA plans are experiencing healthy expansion

•

CMS publishes guidance for MA plans

•

CMS set 2017 & 2018 co-pay upper limits at:

–

CR-$50/session

–

PR-$30/session

–

ICR-$100/session

•

What does that do to your attrition rates?
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Medicare Advantage Plans

Penetration varies by state from 10-40% of Medicare market

MA plans are experiencing healthy expansion

CMS publishes guidance for MA plans

CMS set 2017 & 2018 co-pay upper limits at:

CR-$50/session

PR-$30/session

ICR-$100/session

What does that do to your attrition rates?
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Medicare Advantage Plans
Penetration varies by state from 10-40% of
Medicare market
WA plans are experiencinghealthy expansion
VS publishes suidance or M plzns
VS 522017 & 2018 corpay upper limies at:
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What does that do o your serition rates?
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Non-Medicare CR Coverage Policies 

•

Commercial plans determine their own 

coverage rules

•

Pre-authorization is important to clarify 

criteria

–

# sessions, co-pay amount, is education covered?, 

codes (93797?)

•

Pre-Authorization Template will help 

consistently obtain this information up front
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Non-Medicare CR Coverage Policies 

Commercial plans determine their own coverage rules

Pre-authorization is important to clarify criteria

# sessions, co-pay amount, is education covered?, codes (93797?)

Pre-Authorization Template will help consistently obtain this information up front
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Non-Medicare CR Coverage Policies

+ Commercial plans determine their own
coversgz ules
+ pre-sutharization s important o clariy
s sessors, copay amoun, s educston covered,
codes (537977)
+ preAuthorzation Template will elp.
consistently obtain this information up ront
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AMI/CABG Episode Payment Model
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Regulatory Terms

•

MSA: Metropolitan Statistical Area

•

EPM or “Episode”: episode payment model or 

“bundle”

•

90-day episode: from hospital admission to 90 

days after hospital discharge

•

Participant: hospital in MSA selected for EPM

•

EPM-CR beneficiary or FFS-CR beneficiary: 

patient
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Regulatory Terms

MSA: Metropolitan Statistical Area

EPM or “Episode”: episode payment model or “bundle”

90-day episode: from hospital admission to 90 days after hospital discharge

Participant: hospital in MSA selected for EPM

EPM-CR beneficiary or FFS-CR beneficiary: patient
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Regulatory Terms

MsA: Metropolitan StatsticalAvea

EPM or "Episode”: episod payment modelor
“bundle”

50-day episode: from hospital admission 1050
ays shar hospitaldischarge
Participant: ospital in MSA selected for 1A

EPM-CR bensiciar or FRS-CR bensfician
patient
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Regulatory Terms

•

AMI or CABG EPM: participant (hospital) & 

beneficiaries in the episode

•

EPM-CR participant: hospital in EPM and in CR 

incentive model = “90-day EPM”

•

FFS-CR participant: hospital in CR incentive, but 

not in EPM model = “90-day care period” 
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Regulatory Terms

AMI or CABG EPM: participant (hospital) & beneficiaries in the episode



EPM-CR participant: hospital in EPM and in CR incentive model = “90-day EPM”



FFS-CR participant: hospital in CR incentive, but not in EPM model = “90-day care period” 
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Regulatory Terms
+ AV or CABG ERM: paricipant hospical &

bensficaries inthe spisode.

* EPILCR parcicipant: hospital in EPM and in CR
incentive modsl - 50-day EPM

+ FRSCR parcicipant: hospital in CRincentive, but
ot in EPM model = *50.day care period”
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Regulatory Terms

•

FFS: Fee-for-Service

•

CMMI: Centers for Medicare & Medicaid 

Innovation Office @ CMS

•

Following cited pg #s refer to CMS final 

regulation in Federal Register, Vol. 82, No. 1, 

January 3, 2017

–

This regulation is posted in AACVPR Advocacy

section under Regulatory & Legislative Information
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Regulatory Terms

FFS: Fee-for-Service

CMMI: Centers for Medicare & Medicaid Innovation Office @ CMS

Following cited pg #s refer to CMS final regulation in Federal Register, Vol. 82, No. 1, January 3, 2017

This regulation is posted in AACVPR Advocacy

	section under Regulatory & Legislative Information
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Regulatory Terms

+ F5S: Fasforsanice

+ CMMI: Canters for Medicare & Msdicaid
Innovation Office @ CMS

* Following ited ps # rafer o CMS final
regulationin Fecerat Regiter, Vol.52,No. 1,
Janvary3, 2017
i reguiaton i psted n AACVPR Advocaey

secton under regustory 8 Legatve nfomaton
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AACVPR Regulatory & Legislative Information 

Web Page

Resource Links

•

Medicare Program - Advancing Care Coordination 

Through Episode Payment Models (EPMs); 

Cardiac Rehabilitation Incentive Payment 

Model; Federal Register - 1-3-2017

•

Episode Payment Model (EPM)-Selected MSAs 

with Institutions (CMS web site); 12-2016

•

CR Incentive Payment Model-Selected Institutions 

(CMS web site); 12-2016
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AACVPR Regulatory & Legislative Information 


Web Page


Resource Links


•


Medicare Program - Advancing Care Coordination 


Through Episode Payment Models (EPMs); 


Cardiac Rehabilitation Incentive Payment 


Model; Federal Register - 1-3-2017


•


Episode Payment Model (EPM)-Selected MSAs 


with Institutions (CMS web site); 12-2016


•


CR Incentive Payment Model-Selected Institutions 


(CMS web site); 12-2016
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AACVPR Regulatory & Legislative Information Web Page


Resource Links


			Medicare Program - Advancing Care Coordination Through Episode Payment Models (EPMs); Cardiac Rehabilitation Incentive Payment Model; Federal Register - 1-3-2017


			Episode Payment Model (EPM)-Selected MSAs with Institutions (CMS web site); 12-2016


			CR Incentive Payment Model-Selected Institutions (CMS web site); 12-2016
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Indiana:

Are you in or are you out?

•

63 institutions in AMI/CABG episode payment 

model (EPM)

•

13 institutions in cardiac rehabilitation incentive 

payment model

–

Some in both in AMI/CABG EPM (“EPM-CR”) & in CR 

inc pay model

–

Some in CR inc pay model, but not in EPM (“FFS-CR”)
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Indiana:
Are you in or are you out?

63 institutions in AMI/CABG episode payment model (EPM)

13 institutions in cardiac rehabilitation incentive payment model

Some in both in AMI/CABG EPM (“EPM-CR”) & in CR inc pay model

Some in CR inc pay model, but not in EPM (“FFS-CR”)
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Indiana:
Are you in or are you out?
€3 nstittions in AVI/CABG epsode payment
model EPH)

+ 13 institutions n cardiscrehbiltation ncentive:
payment model

—Somein boh i AI/CABG E9M (EPIA-R) & CR
inc pay mose

—somein CR nc 2y mose), bt rot n £ (FFCR)
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EPMs and CR Model

What about CAHs & rural CR programs?

•

Hospitals paid under “reasonable cost 

methodology” (CAHs) are excluded from EPM 

& CR inc pay models 

(228)

What should those programs do?

•

Expect and prepare for increased referrals

•

Implement R2R strategies that increase 

capacity and early enrollment (i.e., R2R)

•

Market your CR program to referring 

“participants”
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EPMs and CR Model

What about CAHs & rural CR programs?

Hospitals paid under “reasonable cost methodology” (CAHs) are excluded from EPM & CR inc pay models (228)

What should those programs do?

Expect and prepare for increased referrals

Implement R2R strategies that increase capacity and early enrollment (i.e., R2R)

Market your CR program to referring “participants”
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EPMs and CR Model
What sbout CaHs & urs! CR programs?
* Hospitals paid under “reasonsble cost

methodology” (CAHs) are excluded from EPM
& CR inc pay models (228

What should those programs do?
+ Expect and preparefor increased referrals

* Implement R2R strategies that incresse
capacityand early enroliment .2, R28)

+ Market your CR program to referring
“participants”
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AMI/CABG Episode Payment Model

EPM Overview

CMS CMMI Episode Model Goals

•

Quality & efficiency in delivery

–

1980’s

•

Coordination across in-pt & post-acute 

services

•

Reduced readmissions & complications

•

Coordination between providers & suppliers

•

Choosing most appropriate post-acute settings

$$$$
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AMI/CABG Episode Payment Model
EPM Overview

CMS CMMI Episode Model Goals

Quality & efficiency in delivery

1980’s

Coordination across in-pt & post-acute services

Reduced readmissions & complications

Coordination between providers & suppliers

Choosing most appropriate post-acute settings

		    $$$$

4/20/17

22

GRQ, LLC







AMI/CABG Episode Payment Model
EPM Overview

M CMI Episod Model Goals.

+ Quality & sfficiency in delivery

sos0s

‘Coordination across n-pt & post-acute

Reduced resdmissions & complications

Gooraination between providers & suppliers

Choosing most appropriate post-acute setings
sss5
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AMI/CABG Episode Payment Model

EPM Design

•

Episode is 90 days

–

Initiated at hosp admission to 90 days post-

DC

•

EPMs are hospital-based only (not MD offices) 

•

Model covers 5 performance years (PY)

–

Begins 10/1/17

–

May delay to 1/1/18
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Indianapolis 

April 20, 2017
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AMI/CABG Episode Payment Model
EPM Design

Episode is 90 days

Initiated at hosp admission to 90 days post-DC

EPMs are hospital-based only (not MD offices) 

Model covers 5 performance years (PY)

Begins 10/1/17

May delay to 1/1/18
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AMI/CA8G Episods Paymen Model
£°M Dasign
+ Episodeis 50 days

—Initated at hosp admission t0 50 days post-
oc

+ €Mz sre hospital-bazed only not MD offces)
+ Model covers s performance years (P1)
—egins 10/1/17
—May delay o 1/1/13
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AMI/CABG Episode Payment Model

Eligible Diagnoses

•

Primary & secondary diagnoses (MS-DRGs)   

at discharge initiate episode 

(270-71)

–

Ex: Admitted for cholecystectomy & have AMI

•

Initiation & attribution of AMI & CABG 

episodes will vary, based on scenario 

(282)
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AMI/CABG Episode Payment Model
Eligible Diagnoses

Primary & secondary diagnoses (MS-DRGs)   at discharge initiate episode (270-71)

Ex: Admitted for cholecystectomy & have AMI

Initiation & attribution of AMI & CABG episodes will vary, based on scenario (282)
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AMI/CABG Episods Paymen Model
Eigible Disgnoses

+ Primary & secondary disgnoses (MS-DRG]
at discharge initate spisods (27071)
e Adnies for hoecysectomy & have AW
+ Initition & attribution of A & CABG
episodes il ary, based on scenario 252)
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Transfer-Initiation of EPM

If patient is discharged from anchor (1

st

) 

hospitalization, discharge MS-DRG  initiates 

either AMI or CABG episode,

Then patient remains under anchor hospital 

for initial episode

–

Even if re-admitted to anchor or other hospital 

for further interventions
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Transfer-Initiation of EPM

	If patient is discharged from anchor (1st) hospitalization, discharge MS-DRG  initiates either AMI or CABG episode,

	Then patient remains under anchor hospital for initial episode

Even if re-admitted to anchor or other hospital for further interventions
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Transfer-Initiation of EPM

Irpatientis ischarged rom anchor (1%]

Rospitalization, discharge MS.DRG initiates
sither AMI or CABG spisads,

Inen patient ramains under anchor hospital
orinital pisode

evenfresamines 10 anhor o ot hasptal
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Transfer-Initiation of EPM

If patient transfers during initial hospitalization 

or ED,

Then episode initiation is based on discharge 

MS-DRG from final transfer admission

Bottom line: Episode attributed to final 

hospital (after transfer) based on discharge 

MS-DRG (AMI or CABG)
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Transfer-Initiation of EPM

	If patient transfers during initial hospitalization or ED,

	Then  episode initiation is based on discharge MS-DRG from final transfer admission



	Bottom line: Episode attributed to final hospital (after transfer) based on discharge MS-DRG (AMI or CABG)
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Transfer-Initiation of EPM

Itpatient transfers during niial hospitlzatin
orp,

Tnen epizode initistion i based on discharge
MS-DRG from fin transfer sdrmission

Bottom line:Episode attributed tofinal
Rospita (afer ransfer) based on discharge.
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Episode Payment Model-Payment

•

Services continue to be paid according to FFS

•

EPM is retrospective payment methodology

•

At end of performance year, Medicare 

payment from submitted claims for all 

services furnished in the episode are 

combined to calculate an actual episode 

payment
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Episode Payment Model-Payment

Services continue to be paid according to FFS

EPM is retrospective payment methodology

At end of performance year, Medicare payment from submitted claims for all services furnished in the episode are combined to calculate an actual episode payment
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Quality-Adjusted Target Price

•

Quality-adjusted target price is calculated 

from historical data of: 

–

hospital-specific to

–

blend in regional to

–

fully regional data

•

Financial risk begins at end of performance 

year 3
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Quality-Adjusted Target Price

Quality-adjusted target price is calculated from historical data of: 

hospital-specific to

blend in regional to

fully regional data

Financial risk begins at end of performance year 3
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Quality-Adjusted Target Price

Services included over 90-day episode related to 

treating episode:

•

MD services

•

In-pt services 

•

In-pt rehab facility (IRF)

•

Skilled nursing facility (SNF)

•

Long-term care

•

Home Health

•

Out-pt services (CR, PT, labs, DME, Part B drugs)

•

Hospice
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Quality-Adjusted Target Price

Services included over 90-day episode related to treating episode:

MD services

In-pt services 

In-pt rehab facility (IRF)

Skilled nursing facility (SNF)

Long-term care

Home Health

Out-pt services (CR, PT, labs, DME, Part B drugs)

Hospice
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EPM Quality Measures 

AMI

•

Hospital 30-day all-cause mortality 

(NQF #0230)

•

Excess days in acute care

•

HCAHPS Survey 

(NQF # 0166)

•

Voluntary hybrid 30-day all-cause mortality 

(NQF #2473)

CABG

•

Hospital 30-day all-cause mortality 

(NQF #0230)

•

HCAHPS Survey 

(NQF # 0166)

•

Voluntary STS composite measure 

(NQF #0696)

(CMS Reg, pgs 354-56)
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EPM Quality Measures 

AMI

Hospital 30-day all-cause mortality (NQF #0230)

Excess days in acute care

HCAHPS Survey (NQF # 0166)

Voluntary hybrid 30-day all-cause mortality (NQF #2473)

CABG

Hospital 30-day all-cause mortality (NQF #0230)

HCAHPS Survey (NQF # 0166)

Voluntary STS composite measure (NQF #0696)

							(CMS Reg, pgs 354-56)











4/20/17

30

GRQ, LLC







£PM Quality Measures
- espta 30ty i cuse monaty var ez
+ s daysinaate e
o suney i soiee
- Voot s 30y sk case moratty (73
- esptal 30ty icuse monaty \arczz0)
o suney e
- Vourtary TS compeste measue \ar0856)
st sz





image31.emf
Episode Payment Model-Payment

Actual payment is reconciled against quality-

adjusted target price,  for example:

–

Hospital gains if actual cost is less than 

target with acceptable or higher quality 

score 

–

Hospital re-pays Medicare if actual payment 

exceeds target and quality score is not 

acceptable
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Episode Payment Model-Payment

	Actual payment is reconciled against quality-adjusted target price, for example:

Hospital gains if actual cost is less than target with acceptable or higher quality score 

Hospital re-pays Medicare if actual payment exceeds target and quality score is not acceptable
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Episode Payment Model-Payment

ctusl paymant is reconciled sgainstqualt-
adjusted target price, for example:
—Hospicalgains factual costsless than
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EPM Rules

•

Patient choice 

(410-15)

–

May not opt out of EPM (rule for geographic area)

–

Do maintain choice of provider

–

Participant may provide recommended and must 

provide complete list of post-acute care providers 

in geographic area

•

Beneficiary engagement incentives (483)

•

Collaborators & financial sharing arrangements (435+)

•

Beneficiary notification of model (416-24)
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EPM Rules

Patient choice (410-15)

May not opt out of EPM (rule for geographic area)

Do maintain choice of provider

Participant may provide recommended and must provide complete list of post-acute care providers in geographic area



Beneficiary engagement incentives (483)

Collaborators & financial sharing arrangements (435+)

Beneficiary notification of model (416-24)
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Cardiac Rehabilitation Incentive Payment Model
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CR Incentive Payment Model

Overview

CMS Goals

•

CR/ICR achieves significant improvements in long-

term patient outcomes (thanks to CR Collaborative)

–

CV mortality;  Health-related QOL; Reduced re-admissions

•

CR is underutilized

•

CR helps in long-term care management & care 

coordination for AMI/CABG

•

CR has dose-dependent effect on mortality

•

Timely referral & early enrollment post-dc improve 

utilization 

(578)
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CR Incentive Payment Model
Overview

CMS Goals

CR/ICR achieves significant improvements in long-term patient outcomes (thanks to CR Collaborative)

CV mortality;  Health-related QOL; Reduced re-admissions

CR is underutilized

CR helps in long-term care management & care coordination for AMI/CABG

CR has dose-dependent effect on mortality

Timely referral & early enrollment post-dc improve utilization (578)
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CR Incentive Payment Model
Overview
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CR incentive Payment Model

•

CR/ICR programs may be hospital owned 

(out-pt dept) or physician-based (MD-owned)

•

Beneficiary has choice of which CR/ICR 

program he/she attends
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CR incentive Payment Model

CR/ICR programs may be hospital owned (out-pt dept) or physician-based (MD-owned)

Beneficiary has choice of which CR/ICR program he/she attends
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CRincentive Payment Model

* CR/ICR programs may be hospital owned
outpt dept) orphysician-based (MD-owned)

+ Baneficiary has choice of which CR/ICR
program he/she stiends
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CR Incentive Payment

•

“CR incentive payment is not a payment for 

CR/ICR services…it is for CR participant work 

to coordinate & increase utilization of 

beneficiary’s participation…” 

(579)

•

CR inc pay is separate & distinct from 

reconciliation payments & repayments for 

EPM-CR participants

•

CR inc pay is separate from reimbursement 

based on submitted claims data
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CR Incentive Payment

“CR incentive payment is not a payment for CR/ICR services…it is for CR participant work to coordinate & increase utilization of beneficiary’s participation…” (579)

CR inc pay is separate & distinct from reconciliation payments & repayments for EPM-CR participants

CR inc pay is separate from reimbursement based on submitted claims data
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CR Incentive Payment

+ “CR incentive payment is ot & payment for
CR/ICR sevice..i sfor CR participant work
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CR Incentive Payment

•

CR inc pay is outside quality-adjusted target 

price

•

However, cost to CMS for delivery of CR 

services is included in episode costs

–

No matter where it is received

–

CR program not in CR model is reimbursed per 

usual FFS process (submitted claims)
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CR Incentive Payment

CR inc pay is outside quality-adjusted target price

However, cost to CMS for delivery of CR services is included in episode costs

No matter where it is received

CR program not in CR model is reimbursed per usual FFS process (submitted claims)
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CR Incentive Payment
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CR Incentive Payment

•

“At least 12 CR/ICR services provides a strong 

incentive for CR participants to expand CR 

referrals and to increase likelihood that 

beneficiaries complete a clinically meaningful

# of CR services.”   (Hammill et al)

•

Incentive amounts:

–

#1-11=additional $25/session

–

#12-36=additional $175/session
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CR Incentive Payment

“At least 12 CR/ICR services provides a strong incentive for CR participants to expand CR referrals and to increase likelihood that beneficiaries complete a clinically meaningful # of CR services.”  	(Hammill et al)



Incentive amounts:

#1-11=additional $25/session

#12-36=additional $175/session
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CR Incentive Payment

+ At least 12 CR/ICR seruices provides a strong
incentive for CR parcicioant to expand CA.
referrals and co ncrease lkelinood that

eneficiaries complete o clinicallymeaninaful
HofCRseruices” (Hammill et 3i)
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CR Incentive Payment

•

Programs in CR inc pay model will want to 

consider strategies that increase CR sessions  

within that window of time

•

Incentive payments stop at end of 90 days

•

FFS reimbursement for CR/ICR continue per 

statute:

–

Up to 36 CR sessions within 36 wks

–

Up to 72 ICR sessions within 18 wks

(576-80)

4/20/17 39 GRQ, LLC


Microsoft_PowerPoint_Slide39.sldx
CR Incentive Payment

Programs in CR inc pay model will want to consider strategies that increase CR sessions  within that window of time

Incentive payments stop at end of 90 days

FFS reimbursement for CR/ICR continue per statute:

Up to 36 CR sessions within 36 wks

Up to 72 ICR sessions within 18 wks

								(576-80)
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CR Incentive Payment

+ Programs n G inc pay model will wantto
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+ FFS reimbursement for CR/ICR continus per
~Up 0 36 CR sessions within 38 wks

~Up 20 72 ICR sessions within 18 wks.

e





image40.emf
CR Incentive Payment

•

Model is designed to reward CR participant 

efforts to coordinate and increase utilization 

of beneficiary’s participation in CR services

•

Incentive $ is only for participants in CR inc 

pay model

–

Doesn’t matter where beneficiary receives 

CR sessions
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CR Incentive Payment

Model is designed to reward CR participant efforts to coordinate and increase utilization of beneficiary’s participation in CR services

Incentive $ is only for participants in CR inc pay model

Doesn’t matter where beneficiary receives CR sessions
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Waiver of Physician Definition for 

EPM-CR & FFS-CR Participants

Only for beneficiaries in EPM or FFS-CR

•

Qualified NPP (NP, PA, CNS) may:

–

Serve as daily supervising MD/NPP only for 

beneficiaries in EPM or care period

–

Prescribe exercise

–

Establish, sign, review ITPs

•

Qualified NPP (NP, PA, CNS) may not:

–

Independently order CR (MD must co-sign)

–

Serve in medical director role
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Waiver of Physician Definition for 
EPM-CR & FFS-CR Participants

Only for beneficiaries in EPM or FFS-CR

Qualified NPP (NP, PA, CNS) may:

Serve as daily supervising MD/NPP only for beneficiaries in EPM or care period

Prescribe exercise

Establish, sign, review ITPs

Qualified NPP (NP, PA, CNS) may not:

Independently order CR (MD must co-sign)

Serve in medical director role





4/20/17

41

GRQ, LLC







‘Waiver of Physician Definitionfor
EPNI-CR & FFS-CR Participants.
Onlyfor beneficiaries in P or FESCA
* Qualifid NPP (WP, PA, CIS) may:
—serve s daty supenvising MO/NGP ony for

venefcaras 1 £81 o care s
[Re——"

—estabin, s, revew T

* Qualified NPP (NP, PA, CHS) may not:
indapencerty order CA (WD must co-s)
—senvein mesica drecr e






image42.emf
Waiver of Physician Definition for 

EPM-CR & FFS-CR Participants

•

Participant CR program could extend hours or 

days for EPM-CR or FFS-CR beneficiaries with 

NPP immediately available

•

This flexibility does NOT extend to non-

participant CR programs 

–

EPM-CR or FFS-CR beneficiary referred  to local 

rural CR program must follow MD supervision 

requirements in Medicare CR regulation, 42 CFR 

410.49 
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Waiver of Physician Definition for 
EPM-CR & FFS-CR Participants

Participant CR program could extend hours or days for EPM-CR or FFS-CR beneficiaries with NPP immediately available

This flexibility does NOT extend to non-participant CR programs 

EPM-CR or FFS-CR beneficiary referred  to local rural CR program must follow MD supervision requirements in Medicare CR regulation, 42 CFR 410.49 
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Beneficiary Engagement Incentives

Incentive:

•

Provided directly by FFS-CR or EPM participant

•

Reasonably connected to medical care

•

Preventive care item/service that advances a 

clinical goal

–

Adherence to drug regimens, to care plan

–

Reduction of readmissions & complications

–

Management of chronic diseases affected by 

AMI/CABG tx

(592)
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Outline

•

Resources & quick review of basic rules

•

Episode Payment Model 

•

Cardiac Rehabilitation Incentive Payment Model

•

Roadmap to Reform 

•

New CMS policies in 2017
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Beneficiary Engagement Incentives

Incentive:

Provided directly by FFS-CR or EPM participant

Reasonably connected to medical care

Preventive care item/service that advances a clinical goal

Adherence to drug regimens, to care plan

Reduction of readmissions & complications

Management of chronic diseases affected by AMI/CABG tx

								(592)
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Beneficiary Engagement Incentives

Incentive:

•

Not for home based CR (not billable)

•

Not tied to receipt of item/service outside 

EPM or care period

•

Not tied to particular provider or supplier

(i.e., ICR site)

•

Not advertised or promoted beyond 

beneficiary being made aware

•

Documented for items/services that exceed 

$25
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Beneficiary Engagement Incentives


Incentive:

Not for home based CR (not billable)

Not tied to receipt of item/service outside EPM or care period

Not tied to particular provider or supplier

	(i.e., ICR site)

Not advertised or promoted beyond beneficiary being made aware

Documented for items/services that exceed $25
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Beneficiary Engagement Incentives.
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*+ Not ied o receipt of tem/service outside
EPM or cars pariod

+ Not tisd to partcular provider o supplier
(i, R site]

*+ Not advercised or promoted beyond
bencficiary being made sware

* Documentedfor ftems/services that exceed
B





image45.emf
No Financial Arrangements

•

No collaboration beyond what is permitted 

under existing law

–

Allowed:

•

Utilization data analysis

•

Beneficiary outreach

•

Care coordination

•

Management for CR referral & adherence to 

treatment plan

(593)
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No Financial Arrangements

No collaboration beyond what is permitted under existing law

Allowed:

Utilization data analysis

Beneficiary outreach

Care coordination

Management for CR referral & adherence to treatment plan

							 (593)
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Beneficiary Engagement Incentives

Technology:

•

Not to exceed $1000/beneficiary 

•

Must be minimum necessary to advance goal

•

Exceeding $100 must:

–

Remain property of EPM/FFS participant

–

Be returned at end of EPM/care period
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Beneficiary Engagement Incentives

Technology:

Not to exceed $1000/beneficiary 

Must be minimum necessary to advance goal

Exceeding $100 must:

Remain property of EPM/FFS participant

Be returned at end of EPM/care period
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Beneficiary Engagement Incentives

Transportation:

•

Provided directly by & under control of FFS-CR or EPM-

CR participant

•

Not tied to receipt of items/services other than CR/ICR 

during 90-day period

•

Not tied to particular program (i.e., provider or 

supplier)

•

Not advertised or promoted other than beneficiary 

made aware of availability

•

Document date, beneficiary, & cost amount exceeding 

$25/bene 

(588)
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Beneficiary Engagement Incentives

Transportation:

Provided directly by & under control of FFS-CR or EPM-CR participant

Not tied to receipt of items/services other than CR/ICR during 90-day period

Not tied to particular program (i.e., provider or supplier)

Not advertised or promoted other than beneficiary made aware of availability

Document date, beneficiary, & cost amount exceeding $25/bene 					 (588)
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Slide courtesy of Dr. Rich Josephson
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