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WHAT WE WILL COVER
• BRIEF OVERVIEW

• THE ECONOMIC VALUE OF HEALTH AND HEALTHCARE-VALUES, PERCEPTIONS 
AND ATTITUDES

• CURRENT PQRS PROGRAM VS MIPS BEYOND 2016

• SUCCESS AND PENALTIES

• CURRENT EHR & CQM 2015-16 VS MIPS

• NEW GUIDANCE RELEASED OCT 1, 2015 SUCCESS AND PENALTIES

• CURRENT VALUE BASED MODIFIERS VS MIPS

• SUCCESSES AND PENALTIES

• OTHER RELATED INFORMATION

• RESOURCES

THE EMERGING VALUE CONTEXT

• RISING COSTS

• RISING COST SHIFTING TO CONSUMERS

• EVIDENCE THAT INNOVATION MAKES A DIFFERENCE

• POTENTIAL PARADIGM EMERGING
• HIGH COST, HIGH EFFICACY, HIGH CUSTOMIZATION BUT UNAFFORDABLE 

• THE QUEST FOR VALUE 
• IOM: BALANCING COST, QUALITY, ACCESS AND EQUITY
• EVIDENCE BASED MEDICINE AND EVIDENCE BASED BENEFIT DESIGN
• PAY FOR PERFORMANCE
• VALUE PURCHASING



ATTITUDES TOWARD VALUE

• STRONG ARGUMENT → AMERICAN HEALTHCARE IS POOR VALUE

• AMERICANS LOVE HIGH TECHNOLOGY MEDICINE AND THINK, AS A 
SOCIETY, SHOULD SPEND MORE ON IT…..BUT, OPM (OTHER PEOPLE’S 
MONEY)  

• VALUE IN THE EYE OF THE BEHOLDER …..AND THE PAYER

• VALUE BEING REDEFINED AS WE MOVE TO ENGAGE CONSUMER AS 
PAYER AND DECISION-MAKER

But HOW do consumers value anything?

Doctors

Lawyers

Firefighters



THE VALUE OF HEALTH CARE

14%

21%

24%

32%

35%

36%

43%

63%

Health insurance companies

Brand name prescription drugs

Hospitals

Pharmacies

Doctors

OTC (non-prescription) drugs

Medical devices

Generic prescription drugs

Percentage of consumers rating each of the 
following a very good or fairly good value

Source:  Harris Interactive/Wall Street Journal. Aug 19, 2003

CURRENT FEE-FOR-SERVICE MODEL
• MORE WORK WITH LITTLE RETURN

• PAY FOR REPORTING

• MORE COST TO PROVIDER

• LESS TIME WITH PATIENTS MORE PAPERWORK

• TECHNOLOGY IS EXPENSIVE

• EMR

• LATEST SCANNING LASER

• VEP/ERG

• B SCAN

• RETINAL IMAGING ETC ETC ETC



WHERE HAVE WE ALREADY BEEN
• CASH UP FRONT AND LITTLE INSURANCE

• FEE FOR SERVICE AND USUAL AND CUSTOMARY PAYMENT

• HIGHER YOUR FEES THE MORE YOU GOT PAID

• FEE FOR SERVICE AND SET FEE SCHEDULES

• CARVE OUT PLANS FOR VISION

• HEALTH MAINTENANCE ORGANIZATIONS 

• GATEKEEPER SYSTEMS

• MEDICAL HOMES

• ACCOUNTABLE CARE ORGANIZATIONS



Quality

Cost

Low                                                                          HIGH

Low

High

Value/Volume
MIPS
Value Based Modifier
Performance & Quality
Alternative Payment Methods

Over Utilization
The Potentially Preventable
Fee for Service
Fragmentation
Lack of Cost Transparency

BARRIERS TO VALUE-BASED COMPETITION 
PROVIDERS 

•EXTERNAL
• HEALTH PLAN PRACTICES 

• SUPPLIER MINDSETS 

• MEDICARE PRACTICES 

• REGULATIONS 

• LACK OF RELEVANT INFORMATION 

• INTERNAL 
• ASSUMPTIONS, MINDSETS, AND ATTITUDES 

• GOVERNANCE STRUCTURES 

• MANAGEMENT EXPERTISE 

• MEDICAL EDUCATION 

• STRUCTURE OF PHYSICIAN PRACTICE 

• LACK OF RELEVANT INFORMATION 



THE MAKINGS OF AN EVIDENCED BASED 
CLINICAL OPTOMETRIC GUIDELINE

GUIDELINE DEVELOPMENT: BACKGROUND

• BUT NOW EVIDENCE BASED APPROACH

• WHY EVIDENCE BASED?
• NEED FOR A PRACTICAL AND USEABLE TOOL THAT:

• OFFERS SUPPORT FOR CLINICAL DECISION MAKING

• BEST CARE FOR PATIENT

• POTENTIAL RESEARCH OPPORTUNITIES



PROPOSED MIPS

Value Based ModifierPQRS
EHR Incentive New
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Second Option

MIPS: Partial
year

First Option

MIPS: “Submit
some data”

Third Option

MIPS: Full year

Fourth Option

Advanced 
APM

REPORTING OPTIONS

• FIRST OPTION –

• REPORT SOME DATA 
• ONE MEASURE IN THE QUALITY PERFORMANCE CATEGORY

• ONE ACTIVITY IN THE IMPROVEMENT ACTIVITIES PERFORMANCE 

CATEGORY

• AVOID NEGATIVE MIPS PAYMENT ADJUSTMENT

OR
• CHOOSE TO NOT REPORT EVEN ONE MEASURE OR 

ACTIVITY AND RECEIVE  FULL NEGATIVE 4%  ADJUSTMENT



REPORTING OPTIONS
• SECOND OPTION 

• REPORT MIPS FOR < FULL 2017 PERFORMANCE PERIOD BUT  
>/= 90DAY PERIOD 

• REPORT  > 1 QUALITY MEASURE 
OR
• REPORT > 1 IMPROVEMENT ACTIVITY 
OR
• REPORT > REQUIRED MEASURES IN ADVANCING CARE 

INFORMATION PERFORMANCE CATEGORY
WILL AVOID NEGATIVE ADJUSTMENT AND MAY RECEIVE MODEST 
BONUS

REPORTING OPTIONS
• THIRD OPTION ‐

• REPORT  FULL 90-DAY PERIOD,  BUT IDEALLY, FULL YEAR TO MAXIMIZE 

CHANCES TO QUALIFY FOR A POSITIVE ADJUSTMENT

• IF EXCEPTIONAL ARE ELIGIBLE FOR AN ADDITIONAL POSITIVE ADJUSTMENT 

THE FULL YEAR PROVIDES FOR THE “MODERATE” POSITIVE PAYMENT 

ADJUSTMENT

AN INCENTIVE TO PARTICIPATE FULLY DURING TRANSITION YEAR: 

PARTICIPANTS WHO ACHIEVE FINAL SCORE OF 70 OR HIGHER WILL BE ELIGIBLE 

FOR THE EXCEPTIONAL PERFORMANCE ADJUSTMENT

(FUNDED FROM A POOL OF $500 MILLION)



REPORTING OPTIONS
• FOURTH OPTION

• PARTICIPATE IN ADVANCED APMS WILL QUALIFY FOR A 5 

PERCENT BONUS INCENTIVE PAYMENT IN 2019

• NOT REALLY VIABLE OPTION FOR MOST 

OPTOMETRIST

FINAL RULING SURPRISES
• SURPRISE 1: 

ADJUSTMENT TO THE LOW-VOLUME THRESHOLD

• IF BILL < $30,000 IN MEDICARE PART B ALLOWED CHARGES OR 
SEE  < 100 MEDICARE PATIENTS PER YEAR, YOU ARE EXEMPT 
AND CANNOT RECEIVE BONUS BUT NO PENALTY 

• SURPRISE 2: 

RESOURCE USE – COST – NOT CONSIDERED THIS YEAR

CMS WILL COLLECT DATA ABOUT COSTS, BUT ONLY BEHIND 
THE SCENES. RESOURCE USE WILL NOT COUNT FOR 2017



FINAL RULING SURPRISES
• SURPRISE 3:

CLINICAL PRACTICE IMPROVEMENT ACTIVITIES LOWERED

IF YOU ARE “SMALL PRACTICE” (<15 DOCS) REPORT 1 “HIGH” WEIGHTED
OR 2 MEDIUM WEIGHTED CPIA

IF YOU ARE A “LARGE PRACTICE” (>15 DOCS) REPORT 2 HIGH WEIGHTED,
OR 1 HIGH AND 1 MEDIUM WEIGHTED OR 4 MEDIUM WEIGHTED CPIA

• SURPRISE 4: 

• ADVANCING CARE INFORMATION (ACI) REQUIREMENTS REDUCED

• ACI – “MEANINGFUL USE” – DROPPED REQUIREMENT FROM 11 TO  5  BUT 
MUST REPORT ON ALL REQUIREMENTS IF YOU WANT TO ACHIEVE A 
SCORE OF 100%.

THREE GROUPS NOT SUBJECT TO MIPS
Exclusions

Can report voluntarily but won’t receive any money

Has not submitted 

claims under any 

group prior to 

performance period

Qualifying

participants (QPs)

Partial qualifying participants 

who opt not to report MIPS

<$30k in 

Medicare billing

AND 

<100 Part B 

patients

Newly enrolled 
Medicare clinicians APM participantsLow threshold

NOTE: MIPS does not apply to hospitals or facilities



LOW VOLUME EXCLUSIONS
• $30, 000 OR FEWER THAN 100 MEDICARE PATIENTS

• TWO EVALUATION PERIODS TO DETERMINE IF YOU MEET 

LOW VOLUME EXCLUSION: 

• SEPTEMBER 1, 2015 TO AUGUST 31, 2016

• SEPTEMBER 1, 2016 TO AUGUST 31, 2017

• CMS ESTIMATES THAT 67% OF OD’S MAY BE EXEMPT

• NPI LOOK-UP:

• THERE WILL BE A MECHANISM TO SEE IF AN GIVEN NPI IS EXEMPT

28



2018: 90%
of Medicare 

payments tied 
to quality.

2020: 75% of
commercial 
plans will be 
value-based.

Jan 2015. http://www.hhs.gov/news/press/2015pres/01/20150126a.html

PHYSICIAN QUALITY REPORTING SYSTEM

• PQRI/PQRS BEGAN 2007 - PAY FOR REPORTING PAYING 2% BONUS

• NOW PARTICIPATE TO AVOID 2% REDUCTION IN 2018

• CAN BE SUCCESSFUL FOR 2016 CHOICE OF REPORTING METHODS

• STAND ALONE PQRS PENALTIES ENDING IN 2018

• MERIT BASED INCENTIVE PAYMENT SYSTEM (MIPS) BEGINS IN 2017, 

PENALTIES BEGIN IN 2019. 

• MIPS INCORPORATING MOST OF PQRS REQUIREMENTS



QUALITY REPORTING OPTIONS

1. CLAIMS BASED REPORTING – TOO LATE FOR 2016

2. QUALIFIED CLINICAL DATA REGISTRY (QCDR) REPORTING

AOA MORE REGISTRY – DEPENDING ON YOUR VENDOR’S STATUS  

3. CERTIFIED ELECTRONIC HEALTH RECORDS REPORTING (CEHRT)

a) DIRECT PRODUCT SUBMISSION

b) DATA SUBMISSION



QUALITY REPORTING OPTIONS

4. QUALIFIED REGISTRY 

5. GROUP PRACTICE REPORTING 

a) WEB INTERFACE (25+ EPS IN GROUP)

b) GROUP REGISTRY REPORTING (2+ EPS)

c) CMS-CERTIFIED SURVEY VENDOR REPORTING (2+ EPS)

d) EHR – DIRECT OR DATA SUBMISSION (2+ EPS)

2017 QUALITY EYE CARE MEASURES
• MEASURE 12 –PRIMARY OPEN ANGLE GLAUCOMA (POAG): OPTIC NERVE EVALUATION –

CLAIMS, REGISTRY, EHR

• MEASURE 14 – AGE-RELATED MACULAR DEGENERATION (AMD): DILATED MACULAR 
EXAMINATION – CLAIMS, REGISTRY

• MEASURE 19 – DIABETIC RETINOPATHY: COMMUNICATION WITH THE PHYSICIAN 
MANAGING ONGOING DIABETES CARE  - CLAIMS, REGISTRY, EHR

• MEASURE 117 – DIABETES MELLITUS: DILATED EYE EXAM IN DIABETIC PATIENT – CLAIMS, 
REGISTRY, EHR, WEB INTERFACE

• MEASURE 140 – AGE-RELATED MACULAR DEGENERATION (AMD): COUNSELING ON 
ANTIOXIDANT SUPPLEMENT – CLAIMS, REGISTRY

• MEASURE 141 – PRIMARY OPEN-ANGLE GLAUCOMA (POAG): REDUCTION OF 
INTRAOCULAR PRESSURE (IOP) BY 15% OR DOCUMENTATION OF A PLAN OF CARE –
CLAIMS, REGISTRY (OUTCOME MEASURE BUT NOT FOR AOA MORE)



2017 QUALITY EYE CARE MEASURES 
• MEASURE 18 – DIABETIC RETINOPATHY: DOCUMENTATION OF PRESENCE OR 

ABSENCE OF MACULAR EDEMA AND LEVEL OF SEVERITY OF RETINOPATHY **  

EHR REPORTING ONLY STILL

• 8 OTHER EYECARE MEASURES FOR REGISTRY, EHR CODES BUT SURGEONS 

ONLY

• 6 FOR CATARACT & 2 FOR RETINA

• DO NOT ALLOW USE OF -55 MODIFIER AS FAR AS WE KNOW

2017 QUALITY EYE CARE MEASURES
5 MEASURES THAT ALLOW USE WITH 92000/99000 CODES

• MEASURE 130 DOCUMENTATION OF CURRENT MEDICATIONS IN THE MEDICAL RECORD –
CLAIMS, REGISTRY, EHR

• MEASURE 131 PAIN ASSESSMENT AND FOLLOW UP – CLAIMS, REGISTRY

• MEASURE 226 PREVENTIVE CARE AND SCREENING: TOBACCO USE: SCREENING AND 
CESSATION INTERVENTION – CLAIMS, REGISTRY, EHR, WEB INTERFACE

• MEASURE 317 PREVENTIVE CARE AND SCREENING: SCREENING FOR HIGH BLOOD 
PRESSURE AND FOLLOW-UP DOCUMENTED – CLAIMS, REGISTRY, EHR

• MEASURE 374 CLOSING THE REFERRAL LOOP: RECEIPT OF SPECIALIST REPORT - EHR

REPORT AS DIAGNOSIS INDICATES OR ON EVERY CLAIM WHEN NOT LINKED TO 
DIAGNOSIS



2017 QUALITY EYE CARE MEASURES
OTHER POSSIBILITIES BUT NOT ALLOWED WITH 92000 ? ? 

FINAL, FINAL RULES NOT YET OUT

• MEASURE110 PREVENTIVE CARE AND SCREENING: INFLUENZA IMMUNIZATION – CLAIMS,
REGISTRY, EHR, WEB INTERFACE

• MEASURE111 PNEUMONIA VACCINATION STATUS FOR OLDER ADULTS – CLAIMS, REGISTRY, 
WEB INTERFACE

• MEASURE128 PREVENTIVE CARE AND SCREENING: BODY MASS INDEX (BMI) SCREENING 
&FU – CLAIMS, REGISTRY, EHR, WEB INTERFACE

• MEASURE 173 PREVENTIVE CARE AND SCREENING: UNHEALTHY ALCOHOL USE –
SCREENING – REGISTRY MEASURE BACK FOR 2017

• MEASURES 236 CONTROLLING HIGH BLOOD PRESSURE – CLAIMS, REGISTRY, EHR, WEB 
INTERFACE   (OUTCOME MEASURE – AOA MORE)

2017 MIPS QUALITY PERFORMANCE CATEGORY

• SELF REPORTED

• SIX (6) MEASURES INCLUDING 1 OUTCOME MEASURE

• ANOTHER HIGH PRIORITY MEASURE SHOULD BE REPORTED IF 

OUTCOME MEASURE IS UNAVAILABLE (BUT WE HAVE OUTCOME 

MEASURE(S) TO REPORT

• NO DOMAIN REQUIREMENTS

• POPULATION MEASURES AUTOMATICALLY CALCULATED

• WILL COUNT 60% IN 2017 REPORTING

• WILL COUNT 50% IN 2019 REPORTING



MEANINGFUL USE 2016
• ALL PROVIDERS AFTER 1ST YEAR OF MU MUST ELECTRONICALLY REPORT CQM DATA

• REPORTING PERIOD =12 MONTHS 2016 AND BEYOND…BUT NOT –NOW 90 DAYS

• AFTER 2016: CANNOT BEGIN TO QUALIFY FOR INCENTIVE PAYMENTS UNDER MEDICAID 

PROGRAM BUT INCENTIVES WILL BE PAID THROUGH 2021

• MUST CONTINUE TO DEMONSTRATE MU YEARLY TO AVOID PAYMENT ADJUSTMENTS IN 

FUTURE

• IF YOU SKIP OR FAIL IN ANY ONE YEAR, YOU CAN BEGIN REPORTING AGAIN

• PENALTIES INCREASE EACH YEAR PROVIDER DOES NOT DEMONSTRATE 

• MAXIMUM OF 5% OF MEDICARE PAYMENTS

• HARDSHIP EXEMPTION DO EXIST



MEANINGFUL USE MODIFIED STAGE 2
NEW REQUIREMENTS

• MUST ACHIEVE MEANINGFUL USE UNDER MODIFIED STAGE 2 RULES

• REQUIRED TO ATTEST TO SINGLE SET OF OBJECTIVES AND MEASURES 

• NO LONGER “CORE” AND “MENU” OBJECTIVES

• NOW 10 OBJECTIVES, INCLUDING ONE CONSOLIDATED PH REPORTING OBJECTIVE

• SIGNIFICANT CHANGES TO 

1. PATIENT ELECTRONIC ACCESS, MEASURE

2. SECURE ELECTRONIC MESSAGING 

3. PUBLIC HEALTH REPORTING

• ALL MEDICARE PHYSICIANS MUST ATTEST BY FEBRUARY 28, 2017

MODIFIED STAGE 2 OBJECTIVES

OBJECTIVE 1: PROTECT PATIENT HEALTH INFORMATION

• CONDUCT/REVIEW SECURITY RISK ANALYSIS IN ACCORDANCE WITH REQUIREMENTS

• IMPLEMENT SECURITY UPDATES AS NEEDED

• CORRECT IDENTIFIED SECURITY DEFICIENCIES FOR RISK MANAGEMENT PROCESS

• NO EXCLUSIONS OR EXCEPTIONS



MODIFIED STAGE 2 OBJECTIVES
OBJECTIVE 2: CLINICAL DECISION SUPPORT (BOTH MEASURES)

MEASURE 1

• IMPLEMENT 5 CLINICAL DECISION SUPPORT INTERVENTIONS RELATED TO 4 + CQM 

ENTIRE EHR REPORTING PERIOD (IF 4 CQM NOT APPLICABLE →MUST BE RELATED TO 

HIGH PRIORITY HEALTH CONDITIONS)

MEASURE 2

• ENABLE/IMPLEMENT FUNCTIONALITY FOR DRUG-DRUG &DRUG-ALLERGY CHECKS FOR 

EHR REPORTING PERIOD (EXCLUSION IF WRITE FEWER THAN 100 MEDICATIONS ORDERS 

FOR EHR REPORTING PERIOD

MODIFIED STAGE 2 OBJECTIVES
OBJECTIVE 3: COMPUTERIZED PROVIDER ORDER ENTRY (SATISFY 3 MEASURES)

MEASURE 1:

>60% MEDICATION ORDERS RECORDED USING COMPUTERIZED PROVIDER ORDER ENTRY 

EXCLUSION:<100 RX DURING EHR REPORTING 

MEASURE 2:

>30% LAB ORDERS CREATED USING COMPUTERIZED PROVIDER ORDER ENTRY

MEASURE 3:

>30% RADIOLOGY ORDERS CREATED USING COMPUTERIZED PROVIDER ORDER ENTRY

EXCLUSION 2&3: <100 ORDERS FOR EHR REPORTING PERIOD



MODIFIED STAGE 2 OBJECTIVES

OBJECTIVE 4: ELECTRONIC PRESCRIBING

>50% OF PERMISSIBLE RX WRITTEN ARE QUERIED FOR DRUG FORMULARY AND 

ELECTRONICALLY TRANSMITTED USING CEHRT

EXCLUSION: <100RX DURING REPORTING OR NO PHARMACY WITHIN 10 MILES WHO 

EXCEPT ELECTRONIC RX AT BEGINNING OF REPORTING PERIOD 

MODIFIED STAGE 2 OBJECTIVES

OBJECTIVE 5: HEALTH INFORMATION EXCHANGE

TRANSITIONS/REFERS PATIENT TO ANOTHER CARE SETTING OF CARE/PROVIDER MUST:

1. USE CEHRT TO CREATE SUMMARY OF CARE RECORD

2. ELECTRONICALLY TRANSMIT SUMMARY TO RECEIVING PROVIDER FOR >10 PERCENT OF 

TRANSITIONS OF CARE/REFERRALS

EXCLUSION: TRANSFERS PATIENT TO ANOTHER SETTING/REFERS <100 TIMES FOR EHR

REPORTING PERIOD



MODIFIED STAGE 2 OBJECTIVES
OBJECTIVE 6: PATIENT SPECIFIC EDUCATION

PROVIDE PATIENT SPECIFIC EDUCATION RESOURCES IDENTIFIED BY CEHRT > 10 % 

OF UNIQUE PATIENT OFFICE VISITS SEEN BY PHYSICIAN DURING EHR REPORTING 

PERIOD

EXCLUSION: NO OFFICE VISITS DURING EHR REPORTING PERIOD

OBJECTIVE 6: PATIENT SPECIFIC EDUCATION



MODIFIED STAGE 2 OBJECTIVES

OBJECTIVE 7: MEDICATION RECONCILIATION

PERFORMS MEDICATION RECONCILIATION FOR >50 PERCENT OF TRANSITIONS OF 

CARE WHERE PATIENT IS TRANSITIONED INTO CARE OF EP

EXCLUSION: IF NOT RECIPIENT OF ANY TRANSITIONS OF CARE DURING EHR 

REPORTING PERIOD

MODIFIED STAGE 2 OBJECTIVES
OBJECTIVE 8: PATIENT ELECTRONIC ACCESS 

MEASURE 1:

>50 PERCENT OF UNIQUE PATIENTS SEEN DURING EHR REPORTING PERIOD HAS TIMELY ACCESS 

VIEW ONLINE, DOWNLOAD, & TRANSMIT TO THIRD PARTY THEIR HI SUBJECT TO PHYSICIAN’S 

DISCRETION TO WITHHOLD CERTAIN INFORMATION NO EXCEPTIONS

MEASURE 2:

AT LEAST 1 PATIENT SEEN DURING EHR REPORTING PERIOD VIEWS, DOWNLOADS OR 

TRANSMITS TO THIRD PARTY HI DURING EHR REPORTING PERIOD

EXCLUSIONS: PHYSICIAN NEITHER ORDERS/CREATES ANY OF INFORMATION LISTED AS PART OF 

MEASURES OR CONDUCTS >/= 50% ENCOUNTERS IN COUNTY WITHOUT >/= 50 HOUSEHOLDS

W/ 4MBPS BROADBAND AVAILABILITY PER FCC ON DAY 1 EHR REPORTING PERIOD 



MODIFIED STAGE 2 OBJECTIVES

OBJECTIVE 9: SECURE MESSAGING

• CAPABILITY FOR PATIENTS TO SEND/RECEIVE SECURE ELECTRONIC MESSAGE WITH PHYSICIAN 
WAS FULLY ENABLED DURING EHR REPORTING PERIOD

• FOR AT LEAST 1 PATIENT A SECURE MESSAGE WAS SENT USING THE ELECTRONIC MESSAGING 
FUNCTION OF EHR TO THE PATIENT, OR IN RESPONSE TO A SECURE MESSAGE SENT BY THE 
PATIENT DURING THE EHR REPORTING PERIOD.

EXCLUSION: NO OFFICE VISITS DURING EHR REPORTING PERIOD,

OR >/= 50% OF ENCOUNTERS IN COUNTY WITHOUT >/= 50 HOUSEHOLDS WITH 4MBPS 
BROADBAND AVAILABILITY ACCORDING TO FCC DAY 1 OF EHR REPORTING PERIOD

MODIFIED STAGE 2 OBJECTIVES
OBJECTIVE 10: PUBLIC HEALTH REPORTING (MUST MEET 2/3)

MEASURE OPTION 1 – IMMUNIZATION REGISTRY REPORTING:

ACTIVE ENGAGEMENT WITH PH AGENCY TO SUBMIT IMMUNIZATION DATA

EXCLUSIONS: DOES NOT ADMINISTER ANY IMMUNIZATIONS TO POPULATIONS WHERE DATA IS COLLECTED 

OR NO IMMUNIZATION REGISTRY/IMMUNIZATION INFORMATION SYSTEM MEETING STANDARDS REQUIRED 

BY CEHRT DEFINITION ON DAY 1 EHR REPORTING PERIOD OR IN JURISDICTION WITHOUT IMMUNIZATION 

REGISTRY/IMMUNIZATION INFORMATION SYSTEM THAT HAS DECLARED READINESS AT START OF EHR 

REPORTING PERIOD



MODIFIED STAGE 2 OBJECTIVES

OBJECTIVE 10: PUBLIC HEALTH REPORTING 

MEASURE OPTION 2 – SYNDROMIC SURVEILLANCE REPORTING:

ACTIVELY ENGAGED WITH PH AGENCY TO SUBMIT SYNDROMIC SURVEILLANCE DATA

EXCLUSION: NOT PROVIDERS WHERE AMBULATORY SYNDROMIC SURVEILLANCE DATA IS COLLECTED OR 

WHERE NO PUBLIC HEALTH AGENCY CAPABLE OF RECEIVING ELECTRONIC SYNDROMIC SURVEILLANCE DATA 

AS REQUIRED BY CEHRT DEFINITION AT DAY 1 EHR REPORTING PERIOD OR OPERATES IN JURISDICTION 

WITHOUT READINESS OF PH AGENCY AT START OF EHR REPORTING PERIOD

MODIFIED STAGE 2 OBJECTIVES

OBJECTIVE 10: PUBLIC HEALTH REPORTING 
MEASURE OPTION 3 (A&B) – SPECIALIZED REGISTRY REPORTING:

SUBMIT DATA TO SPECIALIZED REGISTRY

EXCLUSIONS: IF EP DOES NOT DIAGNOSE/TREAT ANY DISEASE/CONDITION ASSOCIATED WITH DATA THAT IS 
COLLECTED SPECIALIZED REGISTRY IN THEIR JURISDICTION DURING EHR REPORTING PERIOD OR NO SPECIALIZED 
REGISTRY CAN ACCEPT ELECTRONIC REGISTRY TRANSACTIONS AS REQUIRED BY CEHRT DEFINITION AT DAY 1 OF EHR 
REPORTING PERIOD OR NO SPECIALIZED REGISTRY HAS DECLARED READINESS TO RECEIVE ELECTRONIC REGISTRY 
TRANSACTIONS DAY 1 OF EHR REPORTING PERIOD

• AOA MORE CAN ACHIEVE THIS MEASURE OBJECTIVE EVEN IF YOUR EHR IS 
NOT INTEGRATED WITH AOA MORE. JUST SIGN UP! 



ODS CAN NO LONGER BE EXCLUDED FROM OBJECTIVE 10

OBJECTIVE 10: PUBLIC HEALTH REPORTING 

(SCHEDULED FOR STAGE 2 - 2015 - MEET 2/3)

MEASURE OPTION 3 – SPECIALIZED REGISTRY REPORTING:

SUBMIT DATA TO SPECIALIZED REGISTRY

EXCLUSIONS: IF EP DOES NOT DIAGNOSE/TREAT ANY DISEASE/CONDITION ASSOCIATED WITH DATA THAT IS 
COLLECTED SPECIALIZED REGISTRY IN THEIR JURISDICTION DURING EHR REPORTING PERIOD OR NO SPECIALIZED 
REGISTRY CAN ACCEPT ELECTRONIC REGISTRY TRANSACTIONS AS REQUIRED BY CEHRT DEFINITION AT DAY 1 OF 
EHR REPORTING PERIOD OR NO SPECIALIZED REGISTRY HAS DECLARED READINESS TO RECEIVE ELECTRONIC 
REGISTRY TRANSACTIONS DAY 1 OF EHR REPORTING PERIOD

REGISTRIES ARE IMPORTANT TO YOU!
• SIMPLIFIES PQRS

• 62% OF ODS DID NOT DO PQRS IN 2013

• GOT PENALIZED IN 2015

• MORE ODS RECEIVING PENALTIES FROM 2015 REPORTING

• SOFT APPEAL PROCESS NOVEMBER 2016

• AOA IS WORKING WITH CMS TO ADDRESS 2015 

PENALTIES FOR OPTOMETRY



OTHER AOA MORE BENEFITS
• BENCHMARK AND OUTCOMES

• HELPING YOU IN YOUR EXAM ROOM TO SEE HOW YOU COMPARE TO ODS 

ACROSS THE COUNTRY

• ADVOCACY

• OPTOMETRY WRITES IT’S OWN SCRIPT!

• GIVES US INFORMATION ABOUT OUR OWN CARE

• EVIDENCE-BASE



COST OF AOA MORE
• $0.00 FOR AOA MEMBERS!

• $0 CHARGED BY AOA

• COMPULINK IS CHARGING $10/MONTH PER DOC

• NO OTHER VENDOR IS CHARGING FOR YOUR USE OF AOA MORE

• $1,800 PER YEAR FOR NON-MEMBERS

CLINICAL QUALITY MEASURES

• NO THRESHOLDS TO MEET—SIMPLY HAVE TO REPORT DATA ON CQM

• NO CALCULATIONS FOR CQM!

• CERTIFIED EHR WILL PRODUCE 

BUT MUST ENTER DATA EXACTLY AS YOUR CERTIFIED EHR 

PRODUCED IT SO IT IS REPORTED PROPERLY



CQM 2016 MODIFIED STAGE 2
• MUST REPORT ON 9/64 APPROVED CQMS 

• RECOMMENDED CORE CQMS ENCOURAGED BUT NOT REQUIRED

• 9 CQMS FOR ADULT POPULATION (MANY NOT APPROPRIATE FOR OPTOMETRY 
PRACTICE)

• 9 CQMS FOR PEDIATRIC POPULATION 

• NQF 0018 STRONGLY ENCOURAGED SINCE CONTROLLING BLOOD PRESSURE IS HIGH 
PRIORITY GOAL IN MANY NATIONAL HEALTH INITIATIVES

• CANNOT BE EXCLUDED FROM REPORTING 9 CQM BUT ZERO IS AN ACCEPTABLE VALUE TO 
REPORT HOWEVER, FOR PQRS EHR REPORTING OPTION, YOU MUST REPORT AT LEAST 1 
MEASURE TO MEET PQRS REQUIREMENTS

CQM 2016: FOR 92000/99000 CODES

1. PREVENTIVE CARE AND SCREENING: TOBACCO USE: SCREENING AND CESSATION 

INTERVENTION (POPULATION/PUBIC HEALTH)

2. DIABETES: EYE EXAM (CLINICAL PROCESS/EFFECTIVENESS)

3. PRIMARY OPEN-ANGLE GLAUCOMA (POAG): OPTIC NERVE EVALUATION      

(CLINICAL PROCESS/EFFECTIVENESS)

4. DIABETIC RETINOPATHY: DOCUMENTATION OF PRESENCE OR ABSENCE OF 

MACULAR EDEMA AND LEVEL OF SEVERITY OF RETINOPATHY(CLINICAL PROCESS/ 

EFFECTIVENESS)

5. DIABETIC RETINOPATHY: COMMUNICATION WITH THE PHYSICIAN MANAGING 

ONGOING DIABETES CARE  (COMMUNICATION/CARE COORDINATION)



CQM 2016: FOR 92000/99000 CODES

6. DOCUMENTATION OF CURRENT MEDICATIONS IN THE MEDICAL RECORD (PATIENT 

SAFETY)

7. CLOSING THE REFERRAL LOOP: RECEIPT OF SPECIALIST REPORT (CARE COORDINATION)

8. HEMOGLOBIN A1C TEST FOR PEDIATRIC PATIENTS (CLINICAL PROCESS/ EFFECTIVENESS)

9. PREVENTIVE CARE AND SCREENING: SCREENING FOR HIGH BLOOD PRESSURE AND 

FOLLOW UP DOCUMENTED (POPULATION/ PUBLIC HEALTH) 

CQM 2016: FOR 99000 CODES ONLY

1. PREVENTIVE CARE AND SCREENING: BODY MASS INDEX (BMI) SCREENING AND 

FOLLOW-UP PLAN (POPULATION/PUBLIC HEALTH)

2. IMPROVEMENT IN BLOOD PRESSURE (CLINICAL PROCESS/EFFECTIVENESS)

3. CONTROLLING HIGH BLOOD PRESSURE (CLINICAL PROCESS/EFFECTIVENESS)

4. PREVENTIVE CARE AND SCREENING: INFLUENZA IMMUNIZATION

(POPULATION/PUBLIC HEALTH)

5. PNEUMONIA VACCINATION STATUS FOR OLDER ADULTS                   

(CLINICAL PROCESS/ EFFECTIVENESS)



Attestation Approved Email



AUDIT NOTICE EMAIL ONLY
• FROM: MEANINGFUL USE (FIGLIOZZI & CO.) ] 

• SUBJECT: HITECH MEANINGFUL USE PREPAYMENT AUDIT FOR DR. RICHMAN 

(NPI#1154306264) IMPORTANCE: HIGH

• …SELECTED BY CMS FOR A HITECH EHR MEANINGFUL USE PREPAYMENT AUDIT FOR PAYMENT YEAR 

3. SINCE THIS IS A PREPAYMENT AUDIT YOUR INCENTIVE PAYMENT WILL BE HELD PENDING THE 

OUTCOME OF THIS AUDIT. WE ARE THE CMS CONTRACTOR AUTHORIZED TO PERFORM THE AUDIT. 

• PLEASE CONFIRM YOUR RECEIPT OF THIS E-MAIL. ALSO, PLEASE CONFIRM WHETHER YOU WILL BE 

THE CONTACT PERSON FOR THIS AUDIT. IF YOU WILL BE THE CONTACT PERSON, PLEASE SUPPLY 

YOUR PREFERRED CONTACT INFORMATION FOR FUTURE CORRESPONDENCE. IF YOU ARE NOT THE 

CONTACT PERSON FOR THIS AUDIT, PLEASE ADVISE US WHO AT YOUR FACILITY IS THE CORRECT 

CONTACT PERSON AND FURNISH THEIR E-MAIL ADDRESS.

• DEADLINES FOR RESPONDING ALSO LISTED

Audit Approval Email



PROPOSED MIPS EHR MU CHANGES
• ADVANCING CARE INFORMATION PERFORMANCE CATEGORY

• COUNTS FOR 25% OF TOTAL MIPS SCORE

BASE SCORE + PERFORMANCE SCORE + BONUS POINT = COMPOSITE SCORE

50 POINTS +  80 POINTS + UP TO 15 PERCENT=> 100 POINTS → 25%

MIPS CHANGES

• EXCLUSIONS FOR LOW VOLUME 

• NO STAND ALONE CQM REPORTING

• NEW CATEGORY FOR CLINICAL PRACTICE IMPROVEMENT 



SCORING: MINIMUM REQUIREMENTS

• CLINICAL PRACTICE IMPROVEMENT ACTIVITIES (NEW)

• 15% OF SCORE

• MOST PARTICIPANTS ONLY NEED TO ATTEST THAT YOU COMPLETED UP TO 4 IMPROVEMENT ACTIVITIES 

FOR A MINIMUM OF 90 DAYS

• GROUPS WITH <15 PARTICIPANTS AND RURAL OR HEALTH PROFESSIONAL MUST ATTEST COMPLETION 

OF 2 ACTIVITIES FOR A MINIMUM OF 90 DAYS

• ADVANCING CARE INFORMATION (~MEANINGFUL USE)

• 25% OF SCORE

• FULFILL THE REQUIRED MEASURES FOR A MINIMUM OF 90 DAYS:

• CHOOSE TO SUBMIT UP TO 9 MEASURES FOR A MINIMUM OF 90 DAYS FOR ADDITIONAL CREDIT.

SCORING: MINIMUM REQUIREMENTS

• COSTS CATEGORY (~VBMS)-WILL NOT BE REQUIRED IN 2017

• QUALITY PERFORMANCE MEASURE (~PQRS):

• 60% OF SCORE

• FOR A MINIMUM OF 90 DAYS THERE ARE THREE OPTIONS FOR FULL PARTICIPATION:

• REPORT 6 QUALITY MEASURES

• NO CROSS CUTTING MEAURE REQUIRED



ADVANCING CARE INFORMATION PERFORMANCE 
CATEGORY (ACIPC)

• BASE SCORE = 50 POINTS

ADVANCING CARE INFORMATION PERFORMANCE 
CATEGORY (ACIPC) SUMMARY



ADVANCING CARE INFORMATION 2017

• 4 MEASURES INCLUDED

• SECURITY RISK ANALYSIS

• E-PRESCRIBING

• PROVIDE PATIENT ACCESS 

• HEALTH INFORMATION EXCHANGE 

2017 PERFORMANCE SCORE ACI 
• 6 MEASURES

• PROVIDE PATIENT ACCESS

• PATIENT-SPECIFIC EDUCATION

• VIEW, DOWNLOAD, OR TRANSMIT 

• SECURE MESSAGING

• HEALTH INFORMATION EXCHANGE 

• MEDICATION RECONCILIATION



CLINICAL PRACTICE IMPROVEMENT 
ACTIVITIES 

• NEW CATEGORY FOCUSED ON IMPROVING PUBLIC HEALTH

• CMS HAS LIST OF 90 PLUS ACTIVITIES TO CHOOSE FROM

• MANY CAN BE COMPLETED BY ENGAGING WITH A 
QUALIFIED CLINICAL DATA REGISTRY, SUCH AS AOA MORE 

PROPOSED MIPS: CLINICAL PRACTICE IMPROVEMENT

COULD INCLUDE CARE COORDINATION, SHARED DECISION

MAKING, SAFETY CHECKLISTS, EXPANDED PRACTICE ACCESS



CLINICAL PRACTICE IMPROVEMENT
1. EXPAND PRACTICE ACCESS-SAME DAY APPOINTMENTS FOR URGENT NEEDS AND AFTER 

HOURS ACCESS TO CLINICIAN ADVICE

2. POPULATION MANAGEMENT-MONITORING HEALTH CONDITIONS OF INDIVIDUALS TO 

PROVIDE TIMELY HEALTH CARE INTERVENTIONS OR PARTICIPATE IN QCDR

3. CARE COORDINATION -TIMELY COMMUNICATION OF TESTS RESULTS, TIMELY EXCHANGE 

OF CLINICAL INFORMATION TO PATIENTS OR OTHER CLINICIANS AND USE OF REMOTE 

MONITORING OR TELE-HEALTH

4. BENEFICIARY ENGAGEMENT-ESTABLISHMENT OF CARE PLANS FOR INDIVUALS WITH 

COMPLEX ARE NEEDS.

5. PATIENT SAFETY AND PRACTICE ASSESSMENT -USE OF CLINICAL OR SURGICAL 

CHECKLISTS AND PRACTICE ASSESSMENTS RELATED TO MAINTAINING CERTIFICATION.

VALUE BASED MODIFIER (VBM)

• WHAT IT IS NOT

• NOT A CODING MODIFIER ADDED TO CLAIMS

• WHAT IT IS

• COMPILATION OF QUALITY AND EFFICIENCY DATA 

• IMPACTS ALL MEDICARE PHYSICIANS

• BEGAN IN 2015 (YES LAST YEAR) & WILL IMPACT MAJORITY OF OPTOMETRISTS

• 2018 REIMBURSEMENT IMPACT BASED ON 2016 PERFORMANCE 

• COMPILES INDIVIDUAL PHYSICIAN'S CARE COSTS COMPARED TO OUTCOMES

• AT RISK FOR BEING PAID LESS THAN USUAL MEDICARE FEE-FOR-SERVICE RATES



VALUE BASED MODIFIER (VBM)

• HOW VBM IMPACT IS DETERMINED?

CMS ANALYSIS FOR PHYSICIAN'S SCORE CATEGORIZED: 

1.QUALITY: LOW QUALITY, AVERAGE QUALITY OR HIGH QUALITY.

2.COST: LOW COST, AVERAGE COST, HIGH COST. 

PHYSICIANS WILL RECEIVE REIMBURSEMENT BASED ON SCORE

a) INCREASE REIMBURSEMENT

b) NO CHANGE IN REIMBURSEMENT

c) REIMBURSEMENT PENALTY

VBM 2016
• WHAT TO DO IN 2016 TO AVOID VBM PAYMENT PENALTIES IN 

2018??
• PARTICIPATE AND MEET PQRS IN 2016 !

• WHERE HAVE YOU HEARD THIS OVER AND OVER AGAIN????

• FROM 2015 AND ON: 

• IF DO NOT PARTICIPATE IN PQRS, THEN BOTH PQRS PENALTY AND VBM 
PENALTY

PQRS PENALTY = 2% 

VBM PENALTY: 

• SOLO AND 2 TO 9 EPS GROUPS PENALTY= 2%  → TOTAL 4%

• 10 + EPS GROUPS PENALTY=4% → TOTAL 6%

RW9



Slide 82

RW9 Is this correct for 2016 peformance year?
Rebecca Wartman, 2/4/2016



COSTS
• 2017

• CMS WILL COMPARE COSTS OF CARE WITH OTHER PHYSICIANS

• PROVIDE FEEDBACK ON PERFORMANCE

• PERFORMANCE WILL NOT FACTOR INTO SCORE FOR THE 2017 PERFORMANCE 
YEAR.

• 2018

• SCORES RELATED TO COST WILL CONTRIBUTE TO 10 PERCENT OF TOTAL SCORE

• 2019 AND BEYOND

• COST WILL ACCOUNT FOR 30 PERCENT OF SCORE.  

• LOOK FOR MORE INFORMATION ON THE COST CATEGORY IN FUTURE AOA 
PUBLICATIONS.  

PHYSICIAN COMPARE

Centers for Medicare and Medicaid Services (CMS) website

• Find & choose physicians/other health care professionals enrolled in Medicare 
• Can make informed choices about health care you get

(required by Affordable Care Act (ACA) of 2010)
• Can compare group practices
• Will be able to compare individual physicians and other qualified health care 

providers (coming)

American Board of Optometry (ABO) Board Certification will be added to 
Physician Compare website



PHYSICIAN COMPARE

For physician, other health care professional, or group practice’s information to 
appear on Physician Compare:

1. Current and “approved” status PECOS Enrollment records 
2. Valid physical location or address identified
3. Valid specialty must be identified
4. Professional must have National Provider Identifier (NPI)
5. Individual provider must have submitted at least 1 Medicare Fee-for-

Service claim within last 12 months
6. Group practice must have at least 2 approved health care professionals 

reassigning their benefits to group

PHYSICIAN COMPARE





PROPOSED MIPS CHANGES - RESOURCES

• FINAL CATEGORY TO CONSIDER IS COST REPLACING CURRENT VBM PROGRAM

• CMS WILL CALCULATE BASED ON CLAIMS

• PROVIDER DOES NOT SUBMIT ANYTHING

• CMS TAKES THE AVERAGE OF ALL COST MEASURES AVAILABLE

• COST WILL BE TRACKED BUT NOT COUNTED FOR THE FINAL 

PERFORMANCE WEIGHTED SCORE IN 2017

REAL IMPACT OF MIPS ON REIMBURSEMENT 



IT COULD BE WORSE

SUMMARY OF 2016 PENALTIES
• PQRS FAILURE TO PARTICIPATE -2% MPFS

• MEDICARE EHR MEANINGFUL USE FAILURE -3% MPFS

• VALUE BASED MODIFIER NON-PQRS PARTICIPANTS

• NON- PQRS  SOLO AND 2-9 PROVIDER GROUPS -2% MPFS

• NON-PQRS   10+  PROVIDER GROUPS -4% MPFS

• VALUE BASED MODIFIER PQRS PARTICIPANTS

• PQRS SOLO AND 2-9 PROVIDER GROUPS 0% - +2X MPFS (X=QUALITY TIERING)

• PQRS 10+ PROVIDER GROUPS -4% - +4X MPFS (X= QUALITY TIERING)

• GROUPS/SOLO ELIGIBLE FOR EXTRA +1X MPFS IF IN TOP 25% QUALITY TIERING

POTENTIAL TO LOSE 7-9% OF YOUR MEDICARE REIMBURSEMENT



HOW ABOUT A HUG

AOA INPUT

• CMS SAYS THERE ARE 36,385 DOCTORS OF OPTOMETRY IN MEDICARE, AND ABOUT TWO-

THIRDS WILL BE EXCLUDED FROM MIPS IN 2017

• 12,000 (WHO AVERAGE $75K IN MEDICARE INCOME) WILL BE INCLUDED, AND ONLY 

ABOUT 10% WILL BE PENALIZED CMS PREDICTS.

• CMS NOW PREDICTS ABOUT TWICE AS MUCH BONUS DOLLARS WILL FLOW TO 

OPTOMETRY THAN PENALTIES, RESULTING IN $4-5 MILLION NET FOR THE PROFESSION

• THE BONUS AMOUNTS WILL BE VERY SMALL, LIKE PQRS.



CMS BRANDED 2017 AS A “TRANSITION YEAR”

• FEE SCHEDULE UPDATE FOR 2017 AND 2018 IS 0.5% BY LAW

• FEE-FOR-SERVICE PAYMENTS NOT ENOUGH TO OFFSET THE RISING COSTS 

OF PROVIDING CARE

• MAINTAINED A 1-YEAR PERFORMANCE PERIOD FOR MAXIMUM INCENTIVE

RESOURCES
CMS MODIFIED STAGE 2 RESOURCE

HTTP://WWW.CMS.GOV/REGULATIONS-AND-
GUIDANCE/LEGISLATION/EHRINCENTIVEPROGRAMS/STAGE_2.HTML

AOA MEANINGFUL USE RESOURCES

HTTP://WWW.AOA.ORG/OPTOMETRISTS/TOOLS-AND-RESOURCES/MEDICAL-RECORDS-AND-CODING/MU

AOA  VALUE BASED MODIFIER RESOURCES

HTTP://WWW.AOA.ORG/ADVOCACY/FEDERAL-ADVOCACY/REGULATORY-ISSUES/MEDICARE/CMS-VALUE-
BASED-PAYMENT-MODIFIER

AOA ADVOCACY ACO TOOLKIT

HTTP://WWW.AOA.ORG/ADVOCACY/ABOUT-THE-THIRD-PARTY-CENTER/ACO-RESOURCE-
TOOLKIT

AOA CODING RESOURCES INCLUDING PQRS

HTTP://WWW.AOA.ORG/CODING



CONTACTS AND WEBSITES

• MOST MATERIAL REFERENCED ON WEB

• USE AVAILABLE TOOLS
• CPT, ICD-10-CM, HCPCS

• USE AOACODINGTODAY.COM
• INSTANT UPDATES

• EXTRA CODING TOOLS

• NOTES

• CLARIFICATIONS

WWW.AOA.ORG/CODING

THANK YOU !!!!!

WWW.AOA.ORG/CODING


