Making
CONNECTIONS

Creating the Community of Care

A two-day conference for
CHA’s Center for Post-Acute Care

CALIFORNIA

r'ﬁﬁ HOSPITAL

ASSOCIATION
Cenier for Post-Acute Care



i Making
connections

Measuring Quality:
The IMPACT Act and Beyond

Akin Demehin
American Hospital Association



CHA Post-Acute Care Conference

Measuring Quality:

[ The IMPACT Act and Beyond
‘ Z Akin Demehin %

Director of Policy American Hospital
February 16, 2017 e




1:1/‘

* Policy context

. CMS implementation of = ﬂ-‘

IMPACT Act &

e Looking ahead
— Pay-for-performance
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Our Shared Goals

The IHI Triple Aim

Population Health

A

e Better health

. apiciuc
Better care N Huw i [ —
e Greater efficiency Mﬁ
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QUALITY

STRATEGY
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Measurement as a Policy Lever

e Data for improvement

e Transparency for
patients, policymakers

* Provider accountabillity

© American Hospital Association
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Federal Quality Measurement Landscape

= Mandated by the Affordable Care Act

Pay-for-Reporting

Hospitals:

*I0R
«OQR

Post-Acute Care:
*IRF QRP
LTCH QRP

* SNF QRP

*HH QRP

Physicians
* PQRS (through 2018)

Other

« ASCOR

*IPF QRP
* Hospice

Pay-for-performance
A

[

Upside and Payment Penalty
Downside Risk Only
Hospitals Hospitals
e Value-Based e Readmissions
Purchasing » Hospital Acquired
. Conditions (HACs)
Fhysiclans » Medicare EHR
» Value Modifier (thOUQh Incentive Program
2018) (AKA — Meaningful
 MIPS/APMs (starting Use)
2019)
Post-Acute Care
e SNF VBP
Others

* Medicare Shared
Savings Program

« ESRD QIP



PAC Quality Measurement Policy:

Overarching Themes

e Measures, measures, measures

— But how to focus on what's most
Important?

 Demands for greater standardization... beoMhe
— How far can/should this go?

 Links to payment
— How will incentives drive change?
— Are there unintended consequences?

 Public accountability [[V
— What information does the public want/ —
American Hospital

need? Association



What is the IMPACT Act

-t | LEQISIOtIVE AdVisOry

okt nn.

o Bipartisan legislation signed INt0 [aW ™5 oo ecveremi o
on Oct. 6, 2014

Sackground

Signed INio 13w 0n OGL 6. Mhe IMProving Medicans Post-Acute Care TransTammaton (IMPACT) Act of 2014
expands the reparting requirements for post-acute care (PAC) prowiders. Specifcaly, It requires long-tem
cara hospitals (LTCH), inpatient rehabiitation faciitles (IRFs), skilsd nursing faciiss (SNFs) and homa
healih [HH) agencies 1o report standardized patient assessment data, and quakty and respurce Lse
measures. The collaction of this Information ks ntended o bulkd 3 commen gats-raposting infrastructure for
PAC providers. to alion quallty measursment acioss PAC setinos. and fo Infom fldure PAC oavment reform
efforis. PAC providars that fail to meet the ouality measurs and patient sssessment data renorting
renuiraments will ba sublact to a 2 percentans point reduction to the pavment undats undsr th
reapactive M payment systems. The reporting requirements will be phased In over tma. Init
T2D0ATING 0f 0ME QUAIY Me25UrEs Will be equred Tor Tiscal vear (FY) 2017 payments to LTCHS. IRFs and
SNFs and for calendar yaar [C) 2017 payments o HH agencies. Patiant assassmant data reporting wik be
Tequired Tor FY and CY 2019 payments.

The leaisiation 3o reoulres the Secratary of Health and Human Services (HHS) o make chanoes i e
Condiions of Farticiation perfaining to the discharpe olanning Drocess for PAC orovidess. Inaatient
prospeciive payment system (PRS) hosgitals and crtical assess hosphais. In additon, the Iaw raquirss HHS

- - -
and ine Medicare Payment Advisory Commission i make recommendations 1 Cangress on @ PAC payment
. e I r e S C O e C I O n a n re O r I n O i pmmmu‘arﬂmm“ G e
u The IMPACT Act affsets the cost of the [w (5155 million over 10 yaars) by aigning the annual changes o

hospice payment rates and the hospice aggregate fnancial cag wilh a common Infiabonary Index (Me
haepital marketbasket), In addition i other hospice changes.

Qur Take

L L]

[4 17 ™ The new reporting requiraments mandated by the IMPACT Actwil rquire Signficant resources tn
Implement. However, e ArA appreciaies e overal intent of he legisiation — to promote 3 consistent,
tat3-iiven 3pproach to quality Mprovement and PAC payment reform. We alsp 3 plaasad that this final

. Version of e |aw responds 0 anumber of the AHA'S [Eommendalions. Specificaly, the IMPACT Act does

nat raquire Inpatient PAS, critical aceess and cancer Nospitaks (D repon patient assassmant data. The law
ais0 expliclly requires consigeration of risk adJusment for quallly MEASUTES aNd [BSDUCE USE Gata and
rEmovEs some potentialy redundant reporting requirements. The AHA expects the Centars for Medicare &
Medicald Senvices o begin promulgating requiabons Implementing he IMPACT Act's reporting requirsments
In 2015, In adition, the st of IMPACT s five reports related to post-scite payment raform will be ssu2d In
2016. The AHA wil ciosely moniltor and provide Input on the Implementation of this mult-faceted law o

— Patient assessment data =~ A
— Quality measures

officars, 10 355655 the Impact of the IMPACT Act's requiraments 0n your organization.

Furmher Quesnons
IT you have questions, please contact AHA Member Relations at 1-800-424-4301.

* Expands data collection and reportin
requirements for LTCHSs, IRFs, SNFs
and HH agencies

— Payment penalties for non-
. American Hospital
9 reporting Association



What is the IMPACT Act

Supposed to Achieve?

® Provide “building blocks” for PAC
delivery system reforms

—E.qg., Unified PAC payment system
based on patient characteristics

® Standardized measures and
assessment data to facilitate:

—Enhanced care coordination (among
PACs and with hospitals)

—Data to inform choices on most
appropriate care settings

—Transparency, and cross-PAC
performance comparisons

American Hospital

10 Association
© American Hospital Association
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Measures must address:

IMPACT Act: Quality Measures

Functional status

SKin integrity

Medication reconciliation
Major falls

Transfer of care information and care
preferences

Resource use, including at a minimum:
— Medicare spending per beneficiary
— Discharges to community

— Potentially preventable admissions and %

readmissions

American Hospital
Association
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IMPACT Act:

Patient Assessment Data Domains

Functional status (e.g., mobillity, self care)

Cognitive function and mental status (e.g.,
depression, ability to understand)

Special services, treatments, and
Interventions (e.g., ventilator use, dialysis,
chemotherapy, central line placement, TPN)

Medical condition (e.g., diabetes, CHF,
comorbidities such as severe pressure ulcers)

Impairments (e.g., incontinence, impaired and
an impaired abillity to hear, see, or swallow)

Other categories deemed necessary and
appropriate by the Secretary of HHS @f—

American Hospital
Association

© American Hospital Association



Is this deja vu all over again?

IMPACT Act gives teeth to some existing
policy ideas asking for more standardization

REPORT TO THE COMNGRESS

Medicare and the
Health Care

Delivery System

13

O H.R. 5661
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1
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Does IMPACT Act Mandate the CARE Tool?

(or any single assessment tool for all PAC Providers?)

No ... but aspects of CARE tool are part
of CMS’s implementation of IMPACT Act

e Data can be collected through existing
assessment instruments (e.g., IRF-PAI)

— But CMS must revise or replace “duplicative”
or “overlapping” data elements for
“Interoperable” data

e Some quality measures (particularly functional
status) being collected using questions/rating
scale from CARE tool @.ﬁ.

American Hospital
Association



Other Key IMPACT Act Provisions

« Changes to Medicare Conditions of Participation for
hospitals and PAC providers

— Requires use of IMPACT Act quality data in
discharge planning

— Proposed rule in Oct. 2015, final rule pending

 Development of a PAC PPS “prototype”
— CMS, with input from MedPAC

 Reports on the impact of sociodemographic factors
on ALL Medicare quality and pay-for-performance

programs
— First report released Dec. 2016 @f—
— Next report due in 2019 A Association

15
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Timeline for IMPACT Act Payment

Reform Reports

MedPAC
reporton a
unified post-
acute
payment
system

HHS and
ASPE report
on SOCIo-
€conomic
status

HHS report
on Post-
Acute PPS
prototype

MedPAC
report on
Post-Acute
PPS

prototype

HHS report on
nsk factors

American Hospital
Association



17

IMPACT Act Quality Measures:

Administrative Requirements

Encourages (but does not require) use of NQF-
endorsed measures

Review by Measure Applications Partnership (MAP)
required prior to being proposed in a rule

— But can be waived to meet statutory deadline

Quality data must be publicly reported

— Feedback reports to PAC providers with
opportunity for review/corrections

— Accessible through CASPER

American Hospital
Association



Measure Development is Ongoing

(and Fast-Paced)

Home | About CMS | Newsroom | FAQs | Archive | Share @) Help [ Print

C Ms . g O v Learn about your health care options —

Centers for Medicare & Medicaid Services

Medicaid/CHIP Medicare-Medicaid Private Innovation Regulations & Research, Statistics, Dutreach &

Medicare Coordination Insurance Center uidance Data & Systems Education

Home = Medicare > Measures Management System > Measures Management System

Measures Management

System Measures Management System

Measures Management System Quality measures are tools that help measure or quantify healthcare processes, outcomes, patient perceptions, and

Call for Measures organizational structure andfor _51. stemns that are associated with the §b|llt} to prD»|FIe high quall_tg._ health Fare and/or
that relate to one or more quality geals for health care. These goals include: effective, safe, efficient, patient-centered,

Technical Expert Panels equitable. and timely care. CMS uses quality measures in its quality improvement, public reporting, and pay-for-

reporting programs for specific healthcare providers.

Public Comment

Resource Materials In response to an ever-increasing demand for quality measures, the Centers for Medicare & Medicaid Services (CMS)

developed a standardized system for developing and maintaining the quality measures used in its various accountability

initiatives and programs. Known as the Measures Management System (MMS3), measure developers (or contractors)

MMS Listserv should follow this core set of business processes and decision criteria when developing, implementing, and maintaining
quality measures.

MMS Blueprint

Additional Quality Resources

Best practices for these processes are documented in the manual, A Blueprint for the CMS Measures Management
System (the Blueprint). CMS uses the standardized processes documented in the Blueprint to ensure that the resulting
measures form a coherent, transparent system for evaluating quality of care delivered to its beneficiaries.

CMS wants you to get involved! There are numerous opportunities to actively engage in MMS efforts, such as through
information sessions, calls for measures, expert panels and public comment periods. Select the link below based on

. L
Measures Management website American Hospital

Association
18

your role in healthcare to see how you can help make the measure development process better.




Timing of IMPACT Quality Measure

Reporting Requirements

| LTCH | IRF_| SNF_| HH _

Functional status 'Apr 2016 Oct 2016 Oct 2016 Jan 2019

Skin integrity (i.e.,

Apr 2016 Oct 2016 Oct 2016 Jan 2017
pressure ulcer)

Medication

L Oct 2018 Oct 2018 Oct 2018 Jan 2017
reconciliation

Incidence of

; Apr 2016 Oct 2016 Oct 2016 Jan 2019
major falls

Transfer of health
Information and Oct 2018 Oct 2018 Oct 2018 Jan 2019
care preferences

19 — : : — Source: Adapted from CMS Open Door
Green = Measure finalized Red = Measure not yet proposed Forum, Feb. 2016
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“Functional Status” Measurement

Prior to IMPACT Act

LTCHSs
— No specific tool required in LTCH QRP

IRFs
— Function items in the IRF-PAI

SNFs
— Function items part of ADLs in MDS

Home Health
— Function items incorporated in OASIS %

American Hospital
Association



Standardizing Functional Assessment: IRFs

e Five new functional status measures finalized
for FY 2018 IRF QRP

— One assessing whether functional status
assessment completed at admission and
discharge

— Two assessing change in self-care and mobility
functional status between admission and
discharge

— Two assessing whether self-care and mobility
scores at discharge meet or exceed “expected”
level

 Reporting began Oct. 1, 2016
21 N Reieton

© American Hospital Association



IRFs: Double Data Collection on

Functional Status

Patient gentiner Date

MFunctional Abilities and Goals

Coarphete the folboming specilic famcthmasl eam priss to scortag the Admission  Discharge  Gosl
FIM™ hantrament: SELF-CARE
Maission  Discharge A Eatieg (m] (m] a GGO0130. Self-Care (3-day assessment period)
; o . Gty o o o i -
a c g g g Code the patient's usual performance at admission for each activity using the 6-point scale. If activity was not attempted at
- - o dmission, code the Code the patient’s discharge goal(s) using the 6-point scale.
(=] (m o CODING:
- - - Safety and Quality of Performance - If helper assistance is required because patient's performance is unsafe or of poor quality, score according to
amount of assistance provided.
=) o a o ; : "
o B Activities may be completed with or without assistive devices.
s, . » (=) () [m] 06. Independent - Patient completes the activity by him/herself with no assistance from a helper.
(m] (m] I Toiet (m) O a 05. Setup or clean-up assistance - Helper SETS UP or CLEANS UP; patient completes activity. Helper assists only prior to or following the activity.
y K Teb, Show =) m] =] 04. Supervision or touching assistance - Helper provides VERBAL CUES or TOUCHING/STEADYING e as patient comp! activity.
=] o Assistance may be provided throughout the activity or intermittently.

03. Partial/moderate assistance - Helper does LESS THAN HALF the effort. Helper lifts, holds or supports trunk or limbs, but provides less than
half the effort.

02. St - Helper does MORE THAN HALF the effort. Helper lifts or holds trunk or limbs and provides more than half
the effort.

01. Dependent - Helper does ALL of the effort. Patient does none of the effort to complete the activity. Or, the assistance of 2 or more helpers is
required for the patient to complete the activity.

If activity was not attempted, code reason:

07. Patient refused

09. Notapplicable

88. Not attempted due to medical condition or safety concerns

Discaarge

=]

1. 2
= Admission Discharge
- Performance Goal

Mdwission  Discharge

| Enter Codes in Boxes +

A. Eating: The ability to use suitable utensils to bring food to the mouth and swallow food once the meal is
presented on a table/tray. Includes modified food consistency.

 Measure data collected in addition to (not in place of)
FIM functional status items on the IRF-PAI

 FIM uses 7-level scale, proposed measures use 6-level
scale
G=

2 2 American Hospital
Association



Functional Status Measurement:

Double Trouble for SNFs, Too

Resident entifier Date
Resident identifier Date
Section G | Functional Status el
| Section GG Functional Abilities and Goals - Admission (Start of SNF PPS Stay)
G0110. Activities of Daily Living (ADL) Assistance — = =
Refer to the ADL flow chart in the RAI manual to facilitate accurate coding g:::;:; ?:I:Ii:‘%{a?us;?:rm period is days 1 through 3 of the SNF PPS Stay starting with A24008)
Instructions for Rule of 3 ~
= \When an activity occurs three times at any one given level, code that level Code the resident’s usual performance at the start of the SNF PPS stay for each activity using the 6-point scale. If activity was not attempted at
® When an activity occurs three times at multiple levels, code the most dependent, exceptions are total dependence (4), activity must require full assist ,thf ‘E'},n' the SNF PPS stay, code the reason. Coda the petient's snd of SNF PPS stay goslis) using the 6-point scale.
every time, and activity did not occur (8), activity must not have occurred at all. Example, three times extensive assistance (3) and three times limited Ss‘::‘“g" Ty T Pact e - - e e - .
e (2), code ext @) ety and Quality of Performance - If helper assistance is required because resident’s performance s If activity was not attempted, code
= When an activity occurs at various levels, but not three times at any given level, apply the following: unsafe or of poor quaur:y. score according to amount of assistance provided. reason:
o When there is a combination of full staff performance, and extensive assistance, code extensive assistance. Activkigs coay be completed withor ”'":a“”””""dmc“: i - 07. Resident refused.
o When there is a comb n of full staff perf e, weight bearing assistance and/or non-weight bearing assistance code limited assistance (2). g‘;" 's'ﬁ'”"‘:m b R“""T‘mmp E;“I ‘he::;'s";by E'L?::S"Jg W"”ﬂ”“:”’““:“(’ froma “‘r:' 09. Not '”'k‘::; e
If none of the above are met, code supervision. . up or clean-up assistance - Helper or ; resident completes activity. Helper 88. Not attempt e to medical
. assists only prior to of following the activity. condition or safety concerns.
1. ADL Self-Performance 2. ADL Support Provided 04, Pt or - Helper provides VERBAL CUES or TOUCHING/STEADYING
Cede for resident’s performance over all shifts - not including setup. If the ADL activity Code for most support provided over all assistance as resident completes activity. Assistance may be provided throughout the activity or
occurred 3 or more times at various levels of assistance, code the most dependent - except for shifts; code regardless of resident’s self- intermittently.
total dependence, which requires full staff performance every time performance classification 03. Partial/moderate assistance - Helper does LESS THAN HALF the effort. Helper lifts, holds, or
rts trunk or limbs, but provides less than half the effort.
Coding: Coding: supports trun
9 9 ; i 02. Si imal assi: - Helper does MORE THAN HALF the effort. Helper lifts or holds
Activity Occurred 3 or More Times 0. No setup or physical help from staff trunk or imbs and provides more than haif the effort.
0. | 1t - no help or staff oversight at any time . " - s =
Independent -no p. s "y ki 1. Setup help only 01. Dependent - Helper does ALL of the effort. Resident does none of the effort to complete the activity,
1. Supervision - oversight, encouragement or cueing 2. One person physical assist Or the assistance of 2 or more helpers is required for the resident to complete the activity.
2 L:mh:d lsstshuncev res»dir;r;ugn ¥ mvol:ed in activity; staff provide guided maneuvering 3. Two+ persons physical assist 1 2]
. :x”“ ; oro i‘""“"“"e'g i ’:‘”"’9 a:“ '“;9 R e n 8. ADL activity itself did not occur or family e || {RAechaine
. tensive assistance - resident involved in activity, staff provide weight-bearing suppo: and/or nan-facility staff provided care Performance Goal
4. Total dependence - full staff performance every time during entire 7-day period 100% of the time for that activity over the 1 Enter Codes in Boxes l
Activity Occurred 2 or Fewer Times entire 7-day period =g :
7. Activity occurred only once or e - activity did occur but only once or twice r 1. T 2. B. Sitto lying: The ability to move from sitting on side of bed to lying flat on the bed.
8. Activity did not occur - activity did not occur or th ly and/or non-facility staff provided Self-Performance | Suppol C. Lying to sitting on side of bed: The ability to safely move fram lying on the back to sitting on the side of the bed
care 100% of the time for that activity over the entire 7-day period ‘ Enter Codes in Boxes | wiith feet flat on the flocr, and with no back support.
A. Bed mobility - how resident moves to and from lying position, turns side to side, and D. Sitto stand: The ability to safely come to a standing position from sitting in a chair or on the side of the bed.
positions body while in bed or alternate sleep furniture |
B. Transfer - how resident moves between surfaces including to or from: bed, chair, wheelchair, E. Chair/bed-to-chair transfer: The ability to safely transfer to and from a bed to a chair (or wheelchair).
standing position (excludes to/from bath/toilet) |
C. Walk in room - how resident walks between locations in his/her rcom ¥ “ToRa transfer: Tha ahiiy.to salely et ontand off & tolet or commads:
[ [ H1. Does the resident walk?
D. Walk in corridor - how resident walks in corridor on unit
E. Locomotion on unit - how resident moves between locations in his/her room and adjacent
corridor on same floor. If in wheelchair, self-sufficiency once in chair

 Functional status measure data collected In
addition to (not in place of) activities of daily living

(ADLSs) section of the MDS
_/-‘

American Hospital
2 3 Association
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TABLE 1. ACTIONS TO BE TAKEN BY CMS

Action

Suspend hospital
Star ratings

Cancel Stags 3 of
ma aninghul use
program

Updated Nov. 30, 201

© 2017 America

Description

Dl obpecions rom o magonity of T Conghisis, CMWS publshed 2 sel of deeply
Riwed hodplal 4t fatnegd On @5 welriite Tud L3l The ralngd. wete Dioadiy
onfstired by Quaiity expets and Congheis o bewg nacourale and mekeadng io
COMMETIErS Jeckong I know whath hospdal were mone lusly 10 provade saler
Fughuer ity care The AHA calls on the Adminig raton o fulgand the faulty
star ratings from the Hospital Compare wabsite

Horipellal fa0E EXlETTE DU OeTEROmE N UnineCELRy meanangiul uie

g CMIS Bl recuae SagnafeC nl Meporieng on e Of eleciions Feslk

records. (EHES ) with no ciear benefd 1o pabent care  These eacessse requirements

ae el 10 beCome ewen mone onerous when Stage 3 begem n JO18 They a0 wl

% by fonieng hidplals 1o 4pend ige tumd upgradng s EFHRL Lokl
lof e prarpote of meelng reguibiony reguerements. The AMA urges e
Adminiatration to cancel Stage J of meaningful ute by remeving the 2011
start date from the reguilation. The Admindsiration 210 thould institute 3 #0-
N" I"lmﬂﬂ perrpd o avery Tuture year of e program lﬂﬂ'ﬂ-ﬂ'ﬂ"f input
from stsheholders on way3 1o further reduce the Burden of the mesningful
uvie program from current requirements

Horpsialy hawe Speend sagnibcand e and resountes i revee oortdeed EHRS 1o
mueed CIAS election chrecal qualty mediure requiements ke 2018 wilh no
Bl oo paileind Care Morecwssd TS acknowiedige s Thal e chciion e
subsmrs o by hospatals and phrysacaes. 9o nol acourdiely measurne the gualty of
care provaded Desple Mt facts, TS reguiitons doubls the slectione: clinecal
Quiity Mpdiunt Reporang Megueements kor hoipdal for 2017 cresteny sddbonal
buardien wothout an expectabon that the data generaled by EHRs wil be acourate
The AHA urges the Pew Adminiilridion B0 suigend all regulstony
reguirement that mandate ubmiteon of ehectronic clwical qualiy
measures

n Hospital Association - Mot for Distribution

Action

Bemove faulty
mospitsl guality
mediures

Eliminate untair
Long-term Care
Hospital [LTCH)
regulation

End onerous
home health
agency pre-claim

Postpons and
redvaluate post-
acute care guality
M3t ure
Fequirements

Withdraw

propoled
mandatary Part B

demonstration
Protect Medicaid
DSH Hospital
Payments

Description

Imgeoreemeenls. i QuaSty ol paleenl Salehy are OOl Dol The &l Moreasang
naEmibeE of ConfeCling . OweTLEpping mediures n s PrOogE TS ke e g
fesoroes awary from whil mafters The moat - emgrong e [ TR =Ll
meatune addions 1o e npatent qualty reporting (HIR) and cwtpatsent qualiy
oG
rmpoiiant opporuntssd 0 mprove cae We urge the Administration o remove
all /OR and OOR measures added o the programs on or after dug. 1, 2014
These meatures dlso should be removed from CMS pay-for-performance
programg, such a3 readmissions and hospital value-based purchasing

L progeam prownds nadcui bl data, and GO il SO On thes Mgl

With the snplemeniabon of ste-neutral payments. for LTCHs, whech began n
Orctober 2015 (a8 mandated by the Bpansan Budget Act of 2013), he LTCH “25%
Rule” has become wholly ouldated, excessive and unnecesiary The pupose of
the 25% Rule i io reduce cverall payments fo LTCHs by apphang a penalty o
seleched admeisend exceading 3 specihed threshold even d the pabent meets
LTCH medacal necessily gusdelnes Gaven the magnitude of the LTCH sle.neylral
parymeenl cl = 8 TI% reduchon, on average, 10 one oul of two cuitent canes -
CMS should rescind the 25°% Ruls and nztead rely on the tite-neutral
payment policy 1o bring ransformative change to the LTCH Neld.

Home health agencers n e 3L2% s have been unlay subsiClind 1o 8 masndatony
Blhichare Semonilrabon Wondhed n August 2016
e -CLEAT FEvEwW T Fw chrrmcar e gl 3ebcbs aphureey eLaaly paperaork and delrys
pargrreenl for an cstimated 1 mallkon cloems per year The AMA urges the
Admnigtraton to and thit onerous demoniiralion program

il 3 regqueiement Ion

Dhvarng thi tiardateon 40 WoD-10-CM, CMS reduced the number Condibeons that
gualfy toward comphance under the IRF 60 Rule * whach i 2 cnlenon that marst
b ot o @ Peripetad of wnel b maenlaen s payment classdcaton as an IRF Yet
certaen codes thal qualfed under ICD-8-CM were nadveriently ometied a3 a result
of the corversaon to ICD-10-CM We urpe the ddministration to restore those
cades that counted toward the &0% Rule presumptive compliance test but
lost their aligibility as of June 1, 2018, during the iransition fo the new coding

fyatem.

Hecon laws and reguiabons are rapsdly expandmg the qualty and patsent

A dmeenl dald idDorteg feguetimentd o Bodl aCule Care piovediedi  The
reguEemenis huve been nplemenied aggresanvely  and wihout adeguaie e of
SnketolE] il The resull B s Sl reDorEan Iejueiciments - fuch 55 hn
different mandated ways of collectng pabent functaonal status data for IRF S - and
enoimows confusecn i e beld We urge the Administration to suspend sny
poit-scute care guality reporting requirementa finalired on or sfter Aug. 1
2015, and o work with the posi-acuie care community fo develop
requiraments thar strike 3 more approgriate balance berween value and
burden

CMS has proposed a mandatony Medecare demonsirabion program thad would
uniarty hobd hospials fnancually acoountable lon the hagh pices chasged by dnug
manufacieers The ANA urges the Adminiztration fo. withdraw thiz proposed
rule.

S PO ruke ol SO0reSads how Terd-prty payments e healed o
PAEDOSss O CORULNG The Rospla- SpeCil B alon on Bl auct QD OpDrenie
shure horspuls DSH prymenls Could Gervy hospilals SO0ERE 10 needed Bl il

ndd The blede sed [ISH program picades edtenhal hancial Sisnlance i
haorapetals. that Care for cur nabon s mos! yulnerable populatons. CMS has

Updated Moy, 30, 2016
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IMPACT Resource Use Measures:

Medicare Spending per Beneficiary

Calculated for each PAC setting

— Compared within PAC provider type, NOT
across PAC provider types

Assesses risk adjusted, standardized Medicare
part A and B payments during a defined episode
of care

— Ratio of observed to expected

Comparable to hospital MSPB measure

American Hospital
Association



PAC MSPB — Episode Construction

* Episode “trigger”
— Patient is admitted to an PAC setting

 One episode, two timeframes:
— Treatment Period

* Begins at trigger, ends on day of PAC
discharge

* Includes part A and B services “directly or
reasonably managed” by PAC

— Assoclated Services Period

e Begins at trigger, ends 30 days after the
end of treatment period -
merican nospita

Association
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PAC-MSPB Measure Construction

/- Attributed Provider’s Episode -\ l | |
\ Trigger Service
[

Treaiment Penod l

Aszsocialed Senvices Penod ]

I W Treatment/Associated Service
PAC

Provider ‘v Clinically Unrelated Service (Excluded)

Services aAAAAA
| etk L Ll e e >
0 ot
over  TARAS ST AESTE]TATATA
Services
Source: Acumen, Measure Specifications: Medicare Spending per W
Beneficiary — Post Acute Resource Use Measures. April 2016. —

American Hospital
Association
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PAC-MSPB Measure —

Intentional Overlap with Other Providers

IRF Provider A
/- 1 \ lTrigger Service

I Azsociaied Senaces Penod l

Treatment/Associated Service
PA C ' Traaiment Pancd 1 v
Provider

== | Dywevwy  yyvvyy

N 1105 Y I S Y B

Services I

v Clinically Unrelated Service (Excluded)

PAC
Provider
Services

--------------------------

Sow ERAS ST L QN TR

l Treatmant Perod

l ' Azsociated Services Panod ]
Adapted from Acumen, Measure Specifications: |

Medicare Spending per Beneficiary — Post Acute

28 Resource Use Measures. April 2016. k HHA Provider B Episode _/




PAC-MSPB Measures — Other Detalls

e Excluded from PAC-MSPB calculation
— Planned hospital admissions within episode
— Certain services outside PAC provider’s control

 Management of some preexisting chronic conditions
(e.qg., dialysis)

e Treatment for preexisting cancers, organ
transplants, preventive screenings

Measure Is standardized and risk adjusted

— Standardization removes geographic variation like
wage index and other add-on payments

— RIisk adjusted for clinical factors contributing to
spending

— NOT adjusted for socioeconomic factors %

American Hospital
Association
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IMPACT Act Resource Use Measures:

Discharge to Community

 Measure assesses “successful discharge to the community”
In the 31 days after discharge from PAC care

e “Successful” in this context means risk standardized rate of
Medicare FFS patients discharged to community who

— Are NOT readmitted to acute hospital or LTCH; and
— Remain alive during time period

o “Community” defined as
— Home/self-care (with or without home health services)

— Uses patient discharge status codes 01, 06, 81 and 86
on the FFS claim

American Hospital
Association
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Discharge to Community:

Other measure detalls

« Key Exclusions
— Discharges to inpatient psych
— Discharges to hospice
— Planned discharges to acute or LTCH setting
— Part A benefits exhausted
— Swing bed stays in CAHs

* Risk adjusted for clinical factors contributing to
likelihood of readmission or death, but not
adjusted for socioeconomic factors

American Hospital
Association
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PAC Resource Use Measures:

Potentially Preventable Readmissions

« Assesses risk-adjusted rate of unplanned,

potentially preventable hospital readmissions in
the 30 days post-PAC discharge

* |IRF discharge must have occurred within 30 days
of a prior proximal hospital stay

 Measure is risk adjusted for clinical factors
contributing to likelihood of readmission, but not
for socioeconomic factors

American Hospital
Association
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What is Potential Preventable??

CMS uses ICD-9 codes (and preliminary list of ICD-10
codes) codes to define three broad categories of
potentially preventable readmissions

PPR Category Conditions
Inadequate management of Adult asthma
chronic conditions Chronic obstructive pulmonary disease (COPD)
Congestive heart failure (CHF)
Diabetes short-term complications
Hypertension / hypotension

Influenza

Urinary tract infection / kidney infection
C. Difficile infection

Sepsis

Skin and subcutaneous tissue infections

Inadequate management of
infection

Inadequate management of
other unplanned events

Dehydration / electrolyte imbalance

Aspiration pneumonitis ; food/vomitus

Acute renal failure [[V
Arrhythmia —/—
Intestinal impaction American Hospital
Pressure Ulcers Assocation
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How Many Readmission Measures

Do We Need?

[:] - HRRP Measures
Post- é);?c?arge Y PostDI:;;c,%%arge

IRF Within Stay
PPR M%asure

\ IRF PPR Measure

{  IRF Stay —
IRF All-Cause Readmissions

Post-Discharge Post-Discharge
Day 1 Day 30

American Hospital
Association
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SNF VBP Program

 Required by PAMA of 2015
* Applies to payment starting in FY 2019

« CMS must select measure of either all-cause
readmissions or potentially avoidable
readmissions, and publicly report both

— All-cause measure will be used in first year

o 2.0 percent withhold to create pool (but only 50-
70 percent of funds paid back)

— Non-budget neutral @f—

American Hospital
Association
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SNF VBP Measures:

All-Cause Readmissions

» All-cause, unplanned hospital readmissions for
SNF residents within 30 days discharge from
IPPS hospital, CAH, IPF)

e Only includes patients directly admitted to SNF
(i.e., SNF admission must be within one day of
prior proximal acute hospitalization)

 However, also includes patients who may have
already been discharged from SNF within the 30-

day timeframe
H=

American Hospital
36 Association



SNF VBP Measures:

PPR Measure

« Unplanned, potentially preventable readmission
rate within 30 days (definition of “potentially
preventable” similar to SNF QRP measure)

e Only includes patients directly admitted to SNF
(i.e., SNF admission must be within one day of
prior proximal acute hospitalization)

— However, also includes patients who may
have already been discharged from SNF
within the 30-day timeframe

 Risk adjusted, but lacks sociodemographic %
adeStment American Hospital

Association
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SNF VBP — Scoring Methodology

 Each SNF will get a “Total performance score” (TPS)
based on the better of “achievement” or “improvement”
scores on each measure

— Baseline year for all program years is CY 2015
— Performance period is CY 2017

e Achievement scores

— “Achievement threshold” = 25" percentile of SNF
performance

— “Achievement benchmark” = top decile of scores

— Receive 0 points if performance period score below
threshold, and 100 points if at or above benchmark

— |If performance period score between threshold and

benchmark, score of 0 to 100 using formula m
—

American Hospital
38 Association



SNF VBP — Improvement Scores

e Score of O If SNF scores worse In performance
period than baseline

* Receive 0 to 90 points if score better than
baseline but below achievement benchmark
using formula

« Score of 90 if equal to or higher than benchmark

American Hospital
Association
39
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SNF VBP — Proposed Scoring Approach

FIGURE BB: SNF B Performance Scoring

0.79551 0.83915
Achievement Benchmark
Threghold I
Achievement Range
SNF B Performance
Baseline Period
b |
0.78756
Performance Period
| ¢ !
0.81668
| |
0 Achievement Range 100
l |
0 Improvement Range 90
SNF B Earns: 49 points for achievement performance
51 points for improvement performance
SNF B SNF Performance Score: Higher of achievement or improvement

51 points

Source: FY 2017
SNF PPS Final
Rule

American Hospital
Association
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HH Value-Based Purchasing (VBP)

CMS invoking its authority under the ACA to “test” payment
models intended to improve quality / reduce cost

CMS mandates participation in a VBP program for HH
agencies in 9 states

— AZ, FL, IA, MD, MA, NE, NC, TN, WA

HH agencies in selected states subject to upward, neutral
or downward adjustments of up to 8 percent based on
performance on 24 measures

Program will score HH agencies both on achievement
versus CMS-established benchmarks, and improvement

versus their own baseline [:V
— Somewhat like Hospital VBP —~

Association
© American Hospital Association

American Hospital
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HH VBP — Assessment and Payment

Adjustment Timeframes

Performance |Payment Adjustment| Level of Payment
Period Year Adjustment
CY 2016 CY 2018 +/- 3.0 percent
CY 2017 CY 2019 +/- 5.0 percent
CY 2018 CY 2020 +/- 6.0 percent
CY 2019 CY 2021 +/- 7.0 percent
CY 2020 CY 2022 +/- 8.0 percent

Performance period occurs two years before payment
adjustment

Level of payment at stake will rise over time

Payment adjustment is greater than existing hospital [y
VBP program

Amerlcan Hospital
Association



PAC VBP Legislation

as &0
[ 00

* Introduced in last Congress A

Association.

September 2, 2016

The: Heaorble Revis Hraly The Hufsrabi Hon Kind

115, Hinsee of Repessentalives 115, Hinse of Represcstative

301 Canreon Hosse Offics Building 1502 Longrannth Hissse (fTice Building
Wishirgton, [ 20515 Wisingsis, DC 10515

 Bases performance on subset of e
IMPACT Act measures CHt o oty b b i e et s

inpatien relabiliation fezilities, hospials with skilled nuesing and exeded care bods, and Bospital-
based o -aTiliaeed Bon: Bealth agcsces - the Amenican Hospilsl Adssocintion | AHA) wriics w share
= ol costmid coacera segarding HUR 3258, de Medicae Pos- Acste Care Value-Based Puichesing
M S P B an d fu N Ctl on aI Statu S [PAC ISP} Act af 2015, While we mppreciaic the commumcs"s willngness b make changcs w this
proposs] based on sakehokder eodback, we Brlicve B pavent changes do sol 2o B crcsgh i
addies The usaerlying probleans with de bepslstasi.

The AHA suppois The coscept of ' BP prograsis that tic provider povscsl i pofsmime:. When
sppropmiately desigaed, VAP sppoaches con support the tnssition fiom volume o value di already
is umadermay in the health care fleld. Congres passed the lngroving Medicas Poe- Acse Cae
Tanafirmatasn { PFACT) Act in 20048 10 expand e reporling rogenenents s posl-soane daie. The
collection of this mfsmation i inended 1o Build & commos 4o reponsg inlimsEucuse S PAC
. . providess in order w slgn qual oy messureten woms PAC semings and o e fubae el
Y Non_budget neutral deslgn Wlth up refisim efTons. The infiormaion S will be colleesd doe o the IMPACT Act will be vigal w the
y coeatasn of ary PAC VBP progrss. Lintil we have socess b relisble, well salidatad dats Som e

IMPACT At maw ing Forwasd with & PAC VEP program wosld be prematus.

.
I litions, The current design of the PAT VEP progn is 100 namowly focusad on celtisg provider
O e rC e n O a l I I e n a rI S Pyl ralher disn pEomoling “velee™ - tha i, Be delivery ol consstentdly ligh-quality core a1 8
- Towes et The PAC VEP foogrum csahisbed in tis legislation woeld withbeld 5.0 pescest of PAC
paymemes in Tiscald wear (FY) 2000 snd beyool. Regrenably, dee progrss is sol Tl nesl - enly
50 1 T prercens of dhe wishelil fands coud be paid Back 1o peoviders, with the 12 being setaised by
Mledicane & savisgs. The AHA sraegly opposes wilizing VEP o schieve redacnons & the Medicare
progam; This propo s be Budges neutrsd overall and within sch PAC payment sysiem. The
AHA also o very concemed that the PAD VEF progen’s payeent withlold is oo high, snd & om of
e with other Medicare VP prograss, The sote vare bospial VEP peogras, the Ead-5mge Ressl
Dhiseaie Cuality Impeovement Progranm, s skilled messing feility VEP peogram ol have siumnum
witshokds of i mose than 2,0 pescest, Any PAC VEP program shosld have & payment withbold

« Potential use of regional T L o e i s sent s e
comparisons

 Work underway on updated bill in
new Congress —

American Hospital
Association
43



A Few Thoughts About the Future ...

« Measurement here to stay
— Wil pace remain the same?

o Pay-for-performance is attractive to many
policymakers, but how will it be used?

— For improvement? Medicare savings?

 More work needed on ensuring coordination of
measurement across settings (i.e., creating a
consistent incentive for all)

American Hospital
Association
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