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Objectives
I. Recognize the difference between fee-for-service 

and value-based care
II. High-level recognition of the Quality Payment 

Program (QPP):
I. Merit-Based Incentive Program (MIPS)
II. Alternative Advanced Payment Models (A-APMs)

III. Recognize and describe the components of value-
based care:

I. Chronic Care Management (CCM)
II. Transitional Care Management (TCM)
III. Remote Patient Monitoring  (RPM)
IV. Annual Wellness Visits (AWV)
V. Clinical Documentation and Hierarchical Condition 

Categories (HCC)



Fee-For-Service to Value-Based Care

• Fee-for-service (FFS) is a payment model where services are 
unbundled and paid for separately. 
• This gives an incentive for physicians to provide more 

treatments because payment is dependent on the quantity of 
care, rather than quality of care.
• Value-Based Care (VBC) is a reimbursement model based on 

quality and  cost outcomes rather than the quantity of 
services provided
• Gives incentives and payments to physicians to improve 

outcomes, processes and cost reduction for their population 
they serve
• The shift from FFS to VBC provides physicians and clinical 

teams to be directly responsible for clinical outcomes



Changing to a New 
ParadigmToday Future

Treating Sickness / Episodic Managing Populations

Fragmented Care Collaborative Care

Specialty Driven Primary Care Driven

Isolated Patient Files Integrated Electronic Records

Utilization Management Evidence-Based Medicine

Fee for Service Shared Risk/Reward

Payment for Volume Payment for Value

Adversarial Payer-Provider 
Relations

Cooperative Payer-Provider 
Relations

“Everyone For Themselves” Joint Contracting



The Shift from Volume to Value 

Payment: Outcomes based

Providers reimbursed on health outcomes (i.e., was 
patient readmitted within 30 days? Did patient 
condition improve following intervention?)

Incentives: Keep patients healthy and reduce 
unnecessary interventions

Focus: Outcomes across continuum of care

Role of Provider: Team-based across care 
continuum 

d
Value BasedVolume Based 

Payment: Fee-for-Service

Providers reimbursed for number of interventions 
performed (e.g., lab tests, x-rays, procedures, etc.)

Incentives: Order/perform as many interventions 
as possible to maximize reimbursement  

Focus: Individual patient episode

Role of Provider: Siloed approach based on 
specialty-driven interactions



Why Now for Value-Based Care??
•QPP
•Bundled Payments
•Quadruple Aim 

Regulatory 
Pressures

•Commercial 
•Medicaid/Managed Medicaid
•Medicare Advantage

Consolidation & 
Financial Risk

•Patients have more choices
•Patients are less loyal
• Interoperability

Rise of 
Consumerism

•Medicare aging in
•Millennials

Demographic 
Shift





Quality Payment Program
• Medicare Access and CHIP Reauthorization Act of 2015
• Referred to as the Quality Payment Program (QPP)
• Year 1 began on January 1, 2017 

OBJECTIVES:
1. Ending the Sustainable Growth Rate (SGR) for Medicare payments for health care 

provider’s services
2. Created a new framework for rewarding health care providers for giving better care 

not just MORE care (Value from Volume)
3. Combined existing quality programs into one new system

• Rewards Practices for Patient-Centered Care through the use of data through two 
ways:
• Merit-Based Incentive Payment System (MIPS)
• Advanced Alternative Payment Models (APMs)



Quality Payment Program - Paths
Merit-Based Incentive Payment System (MIPS): eligible clinicians report to Medicare for four categories:

• Quality

• Cost

• Improvement Activities

• Advancing Care Information

• These categories are weighted, and physician/physician groups receive an Overall Performance Score (0 –

100)

• This score is adjusted either positively, negatively or neutrally based on performance score

• Score is compared to all other eligible clinicians/groups participating in MIPS 

Advanced Alternative Payment Models (APMs):  payment model that provides incentives or reimbursement 

based on quality and cost outcomes; takes on nominal risk 

• Examples of APMs:

• Medicare Shared Savings Program, Track 2 & 3

• CPC+

• Next Generation ACO 

• APMs do not attest to the QPP program and receive an automatic 5% increase on Medicare Part B 

payments



Quality 
Payment 
Program

MIPS Advanced APMs

MIPS includes the following categories:
• Quality (PQRS)
• Advancing Care Information (MU)
• Cost (Value-Modifier)
• Improvement Activities (NEW)

To Participate in Alternative Payment Model:
• Use of CEHRT
• Payment based on Quality Measures
• Financial Risk or Medical Home Model



What is at stake financially? 

60%
50%

45% 40%

10%
15% 20%

15% 15% 15% 15%

25% 25% 25% 25%

2019, +/-4% 2020 +/-5% 2021 +/-7% 2022 +/-9%

Quality

Cost

ACI

CPIA



Components of Value-Based Care

• Chronic Care Management (CCM)
• Transitional Care Management (TCM)
• Remote Patient Monitoring (RPM)
• Annual Medicare Wellness Visit (AWV)
• Hierarchical Condition Categories (HCC)



Chronic Care Management

Chronic Care Overview:
• Half of all adult Americans have a 

chronic condition – 117 million people
• One in four Americans have 2+ 

chronic conditions
• 7 of the top 10 causes of death in 

2014 were from chronic diseases
• People with chronic conditions 

account for 86% of national 
healthcare spending

• Racial and ethnic minorities receive 
poorer care than whites on 40% of 
quality measures, including chronic 
care coordination and patient-
centered care

CMS and Chronic Care

• Medicare benefit payments totaled 
$597 billion in 2014

• Two-thirds of Medicare beneficiaries 
have 2+ chronic conditions

• 99% of Medicare spending is on 
patients with chronic conditions

• Annual per capita Medicare spending 
increases with beneficiaries’ number of 
chronic conditions



What is Chronic Care Management 
(CCM)?

• Chronic Care Management (CCM) services by a physician or non-
physician practitioner (Physician Assistant, Nurse Practitioner, Clinical 
Nurse Specialist and/or Certified Nurse Midwife) and their clinical staff, 
per calendar month, for patients with multiple (two or more) chronic 
conditions expected to last at least 12 months or until death, and that 
place the patient at significant risk of death, acute exacerbation/ 
decompensation, or functional decline 

• Timed services – threshold amount of clinical staff time performing 
qualifying activities is required per month

• CCM is a critical component of primary care that contributes to better 
health and care for individuals

• CCM requires more centralized management of patient needs and 
extensive care coordination among practitioners and providers 



CCM Coding Summary
BILLING CODE PAYMENT 

(PFS NON-FACILITY)
CLINICAL STAFF 
TIME

CARE PLANNING BILLING PRACTITIONER WORK

Non-Complex 
CCM 
(CPT 99490)

$43 20 minutes or more of 
clinical staff time in 
qualifying services

Established, implemented, 
revised or monitored

Ongoing oversight, direction and 
management

Complex CCM 
(CPT 99487)

$94 60 minutes Established or substantially 
revised

Ongoing oversight, direction and 
management + Medical decision-making of 
moderate-high complexity

Complex CCM 
Add-On 

(CPT 99489, use 
with 99487)

$47 Each additional 30 
minutes of clinical 
staff time

Established or substantially 
revised

Ongoing oversight, direction and 
management + Medical decision-making of 
moderate-high complexity

CCM Initiating 
Visit (AWV, IPPE, 
TCM or Other 
Face-to-Face E/M)

$44-$209 -- -- Usual face-to-face work required by the billed 
initiating visit code

Add-On to CCM 
Initiating Visit 

(G0506) 

$64 N/A Established Personally performs extensive assessment 
and CCM care planning beyond the usual 
effort described by the separately billable 
CCM initiating visit



Transitional Care Management 
(TCM)

CMS Definition:
“The management of (Medicare) patient’s transition from an inpatient to 
a community setting. Contact with the patient within 2 business days 
following discharge, and a face-to-face visit within either 7 or 14 calendar 
days of discharge depending on the complexity of the medical decision-
making involved in the patient’s care.” 

• Code 99495 - for moderately complex cases seen within 14 days  ~ 
$160 reimbursement

• Code  99496 - for highly complex cases seen within 7 days
~ $225 reimbursement

• 20% patient coinsurance and deductible apply



TCM Requirements
TCM period begins on the date of discharge and continues for 29 days:

There are three required elements:

• An interactive contact (telephone, portal, email or face-to face) with 
patient and/or caregiver within 2 business days of discharge, M-F
excluding holidays 

- Prompt interactive communication
- Clinical staff under general supervision1

• Medication reconciliation and management performed no later than the 
date of the face-to-face visit

• 7 or 14 Day follow up office visit (based on medical complexity as 
determined by Physician or Advance Practice Provider)



TCM Management Requirements
• 7 day visit for highly  complex - extensive number of possible diagnoses and/or 

management of options, extensive  complexity of medical data (e.g., tests) to be 
reviewed, and a high risk for significant complications, morbidity and/or 
mortality, as well as co-morbidities.

• 14 day visit for moderately complex – multiple diagnoses and/or management 
of options, moderate complexity of medical data (e.g. tests) to be reviewed and 
moderate risk of complications, morbidity or mortality as well as co-morbidities.



Remote Patient Monitoring (RPM)

• Remote patient monitoring:  technology to enable 
monitoring of patients outside of conventional 
clinical settings, which may increase access to care 
and decrease healthcare delivery costs. 
• Incorporating RPM in chronic disease management 

can significantly improve an individual's quality of 
life.

• CMS is recognizing the role that new communications technologies play 
in increasing patient engagement and reducing unnecessary costs



Remote Patient Monitoring 
Billing Codes

• CPT code 99091:  collection and interpretation of physiologic data (e.g., 
ECG, blood pressure, glucose monitoring) digitally stored and/or 
transmitted by the patient and/or caregiver to the physician or other 
qualified health care professional, qualified by education, training, 
licensure/regulation (when applicable) requiring a minimum of 30 
minutes of time.

• CPT code 99453: Remote monitoring of physiologic parameter(s) (eg, 
weight, blood pressure, pulse oximetry, respiratory flow rate), initial; 
set-up and patient education on use of equipment.

• CPT code 99454: Remote monitoring of physiologic parameter(s) (eg, 
weight, blood pressure, pulse oximetry, respiratory flow rate), initial; 
device(s) supply with daily recording(s) or programmed alert(s) 
transmission, each 30 days.

• CPT code 99457: Remote physiologic monitoring treatment 
management services, 20 minutes or more of clinical 
staff/physician/other qualified healthcare professional time in 
a calendar month requiring interactive communication with the 
patient/caregiver during the month.



Annual Wellness 
Visit & Quadruple 

Aim• Improved 
Patient 
Satisfaction 

• Proactive 
Care

• Improved 
outcomes

• Disease 
Management

• Decreased 
cost of care

• Disease 
Detection & 
Maintenance

• Improved 
Care Team 
Satisfaction

• Improved 
workflow 
efficiency



Importance of AWVs
• Free covered preventive services when performed at the AWV

• Breast Cancer Screenings
• Colorectal Cancer Screening
• Depression Screenings

• Proactive care leads to early disease detection and identification of 
patient barriers that impact their care
• Fall screening
• Social Determinants

• Improvement of quality metrics that are reflected in Medicare STARS 
ratings (now publicly reported) 

• Collapsed E/M Rates in 2021
• NEW Patient Level 2 – 4 = $130
• EST Patient Level 2 – 4 = $90
• AWV codes are not impacted by this!

• Important for our learners 
• Not prepared for private practice or other progressive health systems



Annual Wellness Visit 
Coding & Reimbursement

Annual Wellness Visit Services CPT Code
Medicare 

Reimbursement,
Part B

wRVU

Annual Wellness Visits, Initial G0438 $                  166.66 2.43

Annual Wellness Visits, Subsequent G0439 $                  112.36 1.50

Depression Screenings G0444 $                       9.47 0.18

E/M CPT Medicare Reimbursement, 
Part B wRVU

99213 $                        50.62 0.97

99214 $                        78.01 1.50



You will know if a patient is due for an adult wellness from the Recommendations Tab 
in Cerner.  It will also list other services that are due  (Colon Cancer screening may not 
be accurate, along with vaccinations if done outside of AU)



Go to Scales and Assessments and then click on Medicare Annual Wellness Visit

















You want to provide 
as many services as 
possible at this visit, 
as Medicare pays 
100% if 
ordered/done at 
the AMWV



Recent News on March 15, 2019

Medicare Beneficiaries Pay Nothing For “Annual Wellness Visits,” But 
May Be Responsible For The Entire Cost Of Physicals.

Kaiser Health News (3/15) reported that federal law prohibits Medicare 
“from paying for annual physicals, and patients who get them may be on 
the hook for the entire amount.” However, “beneficiaries pay nothing for 
an ‘annual wellness visit,’ which the program covers in full as a 
preventive service.” The article said that over time, “preventive services 
have gradually been added to the program, and the Affordable Care Act 
established coverage of the annual wellness visit. Medicare beneficiaries 
pay nothing as long as their doctor accepts Medicare.” 



Additional Information can be found on the CMS website:

https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-

MLN/MLNProducts/Downloads/AWV_Chart_ICN905706.pdf

https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-

MLN/MLNProducts/Downloads/PreventiveServicesPoster.pdf

https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/Downloads/AWV_Chart_ICN905706.pdf
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/Downloads/PreventiveServicesPoster.pdf


AWV Documentation 
Requirements

I. Health Risk Assessment

II. Beneficiary’s Medical & Family History

III. Beneficiary’s current list of health care providers & suppliers

IV. Cognitive Functioning Assessment

V. Preventive Screening Schedule

VI. Beneficiary’s Risk Factors

VII.Socio-economic and behavioral health referrals as needed

VIII. Advanced Care Planning

https://www.cms.gov/Outreach-and-Education/Medicare-

Learning-Network-

MLN/MLNProducts/Downloads/AWV_Chart_ICN905706.pdf

https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/Downloads/AWV_Chart_ICN905706.pdf


Accuracy 
throughout the 

notes
Details in the HPI

Unique and 
Accurate Physical 

Exams

Correct Diagnosis 
Codes  (ICD-10)

Accurate Problems 
List 

Documentation of 
Quality Measures 

Clinical Documentation is the Foundation for 
success in Value- Based Healthcare



Risk Adjustment Model for MSSP & ACO Patients
CMS- Hierarchical Condition Category (HCC) Coding 
Category (HCC) Category (HCC)  Coding(CMS-HCC) Model

• The CMS-HCC model uses demographics and a diagnosis-based medical 
profile captured during all clinician encounters—both inpatient and 
outpatient—to produce a health-based measure of future medical 
need.
Risk adjustment is the tool used to predict health care costs (your 
budget) .

A RAF score is a reflection of how sick a patient is and what resources 
may be needed to provide healthcare for the patient. 
• RAF scores determine reimbursement and aid us in 

identifying the patients who need more outreach and 
particular care models.  Average RAF 1.0



How is Risk Adjustment Calculated? 

• RAF scores are calculated from:  Demographics and a diagnosis-based 
profile (HCC diagnoses) via claims data.  

• The CMS Risk Adjustment model does not carry a patient’s chronic 
conditions into the next calendar year.  ALL chronic conditions must be re-
documented every calendar year during a face-to-face visit.  
• This includes chronic conditions that do not change from year-to-year. 

• Each diagnosis assessed (HCC or not) at a specific date of service must:  
• be relevant to the visit 
• have supporting documentation in the medical record describing how each 

diagnosis is being managed, evaluated, assessed or treated.  
• This is called “Meeting the MEAT.”
• Document the status and treatment for each assessed diagnosis for 

every visit.
• Reimbursement is determined by accurate documentation in the medical 

record and diagnosis code reporting. 



If your Goal is:  Success in Value Based Agreements

Clinical Documentation Improvement will directly impact:

RAF Scores 

Quality Scores       

Medical Loss Ratio 

Revenue Cycle



Meeting the M-E-A-T!
Monitor, Evaluate, Address or Treat!

EACH and EVERY coded and billed diagnosis must have supporting 
documentation in the note for the date of service.  Give status and 
treatment plan for each diagnosis, outside of the prepopulated fields 
and the assessment. Indicate how you have:

• Monitored the condition
• Evaluated the condition
• Addressed the condition
• Treated the condition



What are HCC Diagnoses ? 

HCC : Hierarchical Condition Category

Each HCC diagnosis is given a weight (a numerical score), which is used to 
calculate the RAF (Risk Adjustment Factor) score, which in turn is used to 
calculate reimbursement for that patient’s healthcare costs.  (PMPM)

“Hierarchical” indicates that some categories of diagnoses rank “higher” than 
others (supersede others).  Credit is granted for the higher of the categories 
coded. 

Example:

In January a patient was diagnosed with Prostate Cancer (HCC12)  contributing 0.154 to 
the RAF score. Later in July, he was diagnosed with Prostate Cancer with Bone 
Metastases.  This is from HCC 8 (with a coefficient of 2.484) The HCC 8 will count, but the 
HCC 12 will not. 
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Common HCC Diagnoses

§ Diabetes Mellitus with or without complications
§ Vascular Disease
§ Heart Failure
§ Cancer
§ Major Depression, Bipolar Disorder, & Paranoid  Disorders
§ Chronic Obstructive Pulmonary Disease
§ Rheumatoid Arthritis
§ Angina Pectoris
§ Specific Heart Arrhythmia
§ Morbid Obesity





Clinical  Examples



CC: A 74 y/o female presents for follow up of COPD, anticoagulation, 
and a worsened cough. 
HPI: The patient has some issues with paperwork regarding her 
Albuterol and Atrovent nebulizers. She is past due for follow up and 
has been noncompliant with her medical care. When called for an 
appointment she stated that she “just hoped to live that long to make 
it to the appointment.” We stressed the importance of checking her 
INR and of other routine care. She is clearly benefitting from the 
nebulizers, but still refuses to see a pulmonologist. She states that she 
fell on the driveway and broke her right great toe 3 weeks ago. She is 
asking for a Chest x-ray today because of her worsening cough. 

PMH: 
Asthma,   Hypertension
Hypercholesterolemia,   Cataracts, 
Mitral Valve Prolapse, Coronary 
Artery Disease, Anxiety,
DVT x 3 and PE in the past

Tricuspid valve disorder
Chronic UTI’s

Medications:
Imdur, Spiriva, Nitrostat, 
Albuterol, Coumadin, Mirtazapine, 
Citalopram, Alprazolam, 
Trazodone, Simvastatin, Diltiazem, 
& Ipratropium. 

Clinical Example #1



Assessment:
§ Z86.718   History of DVT 
§ Z79.01 Long term (current) use of Anticoagulant therapy
§ J44.9 COPD
§ R05 Cough
§ M79.674 Pain of the Right Great Toe

Comments:
• It is recommended to code “Chronic DVT” rather than “History of 

DVT.”
• ICD-10 code from I82.--- category along with the appropriate Z code 

for the anticoagulation therapy would be most appropriate.  
• COPD is appropriately coded and supported in the documentation. 

R05 & M79.674 are supported and appropriate.
• Consider coding Major Depressive Disorder recurrent  (F33.--) 
• Consider addressing and coding the CAD with Angina (I25.119). 

Assessing the Correct Diagnoses 



Clinical Example  RAF calculationClinical Example  RAF calculation
Characteristic or diagnosis RAF

74 y.o. female community 
residing, non-dual  aged Medicare 
patient 

0.381

COPD (J44.1 & J44.9) 
Captured on prior encounters

0.346

CAD with Angina I25.119 0 Angina not 
coded

I82.-- Chronic Deep Vein 
Thrombosis

0 for History of 
DVT code 
(Z86.718)

F33.1 Major Depressive Disorder, 
recurrent, moderate

0 not coded

Estimated RAF score 0.727

Calculating the RAF Score
RAF Potential

0.381

0.346

0.141

0.299

0.330

1.497

Reimbursement example  PMPM        $618 $1,272



Clinical Document Inquery (CDI)
Hospital Setting

• 60-year-old male presented to the emergency department 
with acute dyspnea due to acute on chronic systolic heart 
failure

• Comorbid conditions: Hypertension, diabetes, hyperlipidemia, 
left bundle branch block, paroxysmal atrial fibrillation

• On physical exam was in moderate respiratory distress, 
tachypnea with O2 sats in the 80s on room air treated with 
100% nonrebreather



BEFORE QUERY AFTER QUERY

DRG 293 without cc/mcc DRG 291 with MCC

DRG Severity Weight 0.9588 DRG Severity Weight 1.4759

Principal Dx: Acute combined CHF Principal Dx: Acute combined CHF

Secondary Dx: HTN Secondary Dx: Acute Hypoxic Respiratory Failure

hypoxemia HTN
DM2 hypoxemia
LBBB DM2

LBBB

Principal Surgery Principal Surgery

LOS 3.5 LOS 4.5

SOI 1 SOI 3

ROM 2 ROM 3

Revenue $9,181 Revenue $14,133





HCC tips
• ALL conditions “reset” at the beginning of the calendar year
• “History of” or “PMH” statement mean condition has resolved in 

CMS interpretation
• Documentation in HPI or Assessment and Plan contributes to 

support
• NOT problem list, PMH, PE, ROS

• Uncertain diagnoses do not count (probable, rule out, etc.,)
• Causality needs to be clear

• i.e. “secondary to” or “due to”
• Does not count to use a comma or “and”

• Unspecified is better than not at all
• You do not have to actively manage to code for diagnosis



1) Annual Wellness Visits

a. Content - https://www.aafp.org/practice-management/payment/coding/medicare-

coordination-services/awv.html

b. Webcast - https://www.aafp.org/practice-management/payment/coding/medicare-

coordination-services/awv/getting-paid.html

2) Hierarchical Condition Categories

a. Content - https://www.aafp.org/practice-management/payment/coding/hcc.html

i. https://www.aafp.org/journalpdfrestricted/fpm/2018/0300/p21.pdf

b. Webcast - https://www.aafp.org/practice-management/payment/coding/hcc/hcc-crash-

course-webinar.mem.html

3) Chronic Care Management

a. Content – https://www.aafp.org/practice-management/payment/coding/medicare-

coordination-services/chronic-care.html

b. Webcast - https://www.aafp.org/practice-management/payment/coding/medicare-

coordination-services/chronic-care/ccm-paid-for-best.html

4) Transitional Care Management

a. Content - https://www.aafp.org/practice-management/payment/coding/medicare-

coordination-services/tcm.html

b. Webcast - https://www.aafp.org/practice-management/payment/coding/medicare-

coordination-services/tcm/webcast.html

Additional Information and Webcasts

https://protect-us.mimecast.com/s/V3QSC2kAgjsKWW3KunvcLD
https://protect-us.mimecast.com/s/LAOtC310jkf7ooK7Tq9jVe
https://protect-us.mimecast.com/s/nJ5wC4xDkliYEE5YIBgmIq
https://protect-us.mimecast.com/s/oZ71C5yElmhg339gu26vZC
https://protect-us.mimecast.com/s/vZPhC687mnfV77mVfxQnbb
https://protect-us.mimecast.com/s/PLK4C737noiE22NETRw6T8
https://protect-us.mimecast.com/s/MJGEC827opiOWWqOFzskUn
https://protect-us.mimecast.com/s/kwfmC9r7pqSRAAqRcZwH5G
https://protect-us.mimecast.com/s/pAOFC0Ry25iJQQBJIo40_I






Questions?????
















