
February 2017 - FORHP Update  Page 1 of 2 

 

FEDERAL OFFICE OF RURAL HEALTH POLICY (FORHP) UPDATES 

FEBRUARY 2017 
 

*FORHP’s Policy Team is ready to answer any questions you may have about these 

updates at RuralPolicy@hrsa.gov.* 

 

Medicare Advancing Care Coordination through Episode Payment Models 

(EPMs) 

 
On December 20, CMS announced its final rule expanding the Comprehensive Care for Joint 

Replacement (CJR) model to include hip fracture care and creating episode payment models 

(EPMs) for high-quality, coordinated cardiac care. The expansion of CJR will be referred to as 

the Surgical Hip and Femur Fracture Treatment (SHFFT) Model, and the EPMs include the 

Acute Myocardial Infarction (AMI) Model, Coronary Artery Bypass Graft (CABG) Model, and 

Cardiac Rehabilitation (CR) Incentive Payment Model. The CR Incentive Payment model offers 

a payment incentive to encourage greater use of cardiac rehabilitation services. Under the EPMs, 

hospitals in 98 randomly selected metropolitan areas admitting patients for a heart attack or 

bypass surgery will be accountable for the cost and quality of care provided to Medicare fee-for-

service (FFS) beneficiaries. This includes payment for all related services during the inpatient 

stay and almost all Part A and Part B services provided in the 90 days after discharge.  

 

Of note for rural providers:  

 Many rural hospitals (e.g. critical access hospitals (CAHs)) are excluded from the models as 

the admitting inpatient hospital, though Medicare-dependent hospitals (MDHs), rural referral 

centers (RRCs), sole community hospitals (SCHs), and certain low-volume hospitals will 

participate with limited protections against financial losses.  

 CAHs as well as physicians, non-physician practitioners, skilled nursing facilities (SNFs), 

and accountable care organizations (regardless of geographic location) may act as EPM 

collaborators in providing post-discharge care.  

 CMS clarifies that all collaborators will be paid under their usual Medicare FFS payment 

systems throughout the model. For CAHs, this means the usual cost-based reimbursement 

scheme.  

 As in the CJR model, CMS will waive the requirement for a three-day inpatient hospital stay 

prior to admission for a covered SNF stay in the AMI Model, but only if beneficiaries are 

admitted to SNFs rated at least three stars on the Nursing Home Compare Five-Star Quality 

Rating System (QRS). Swing beds at either CAHs or rural PPS hospitals will not be eligible 

for the waiver of the SNF three-day rule as these providers do not receive QRS star ratings. 

 

As finalized, CMS is delaying downside risk until January 2019 (i.e., inpatient stays beginning 

October 2018), though participating EPM hospitals may opt in to repay the difference between 

episode costs higher than the target price beginning January 1, 2018. The EPMs are set to begin 

July 1, 2017, without downside risk, and will continue through December 31, 2021. For more 

information, see the CMS fact sheet. 

 

 

mailto:RuralPolicy@hrsa.gov
https://www.hhs.gov/about/news/2016/12/20/hhs-finalizes-new-medicare-alternative-payment-models-to-reward-better-care-at-lower-cost.html
https://www.federalregister.gov/documents/2017/01/03/2016-30746/medicare-program-advancing-care-coordination-through-episode-payment-models-cardiac-rehabilitation
https://innovation.cms.gov/initiatives/CJR
https://innovation.cms.gov/initiatives/CJR
https://innovation.cms.gov/initiatives/epm
https://www.cms.gov/Newsroom/MediaReleaseDatabase/Fact-sheets/2016-Fact-sheets-items/2016-12-20.html
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Final Hospital Notice and Instructions – for implementation March 8  
 

The Centers for Medicare & Medicaid Services (CMS) posted its final version of the Medicare 

Outpatient Observation Notice (MOON), which is a standard notice that all hospitals and critical 

access hospitals (CAHs) must issue (starting March 8) and explain to all Medicare beneficiaries 

receiving outpatient services for more than 24 hours. Under the Notice of Observation Treatment 

and Implication for Care Eligibility (NOTICE) Act of 2015, hospitals and CAHs must issue the 

MOON within 36 hours of the start of observation services, or sooner if the beneficiary is 

transferred, discharged, or admitted as an inpatient. The MOON informs beneficiaries that they 

are an outpatient receiving observation services, not an inpatient, and explains the associated 

implications for cost-sharing and eligibility for Medicare coverage of skilled nursing facility 

services.  

 

CMS also updated instructions for the MOON to address several issues, including formatting 

requirements, what to do when a beneficiary refuses to sign, and the intersection with applicable 

State laws. For instance, hospitals and CAHs may (1) deliver the MOON before the beneficiary 

receives 24 hours of observation services and/or (2) attach an additional page to the MOON in 

order to comply with any applicable state laws. 

 

OIG Revisions to the Safe Harbors Under the Anti-Kickback Statute – Final 

Rule 

 
The Office of the Inspector General for the U.S. Department of Health & Human Services 

recently issued a final rule that eases the ability to provide free or discounted transportation 

services for health care.  Under the rule, Federal health care programs arranging service from 

local transportation providers are granted a “safe harbor” exemption from the anti-kickback 

statute, which prohibits offering, soliciting or accepting of any type remuneration for referral to a 

federal health care program business.  

 

Significant policy changes for rural providers include: 

 New safe harbor to protect free or discounted local transportation services provided to 

Federal health care program beneficiaries in order to obtain medically necessary items or 

services.  

o Allows for transportation to a provider or supplier of services and back to a patient’s 

home (air, luxury or ambulance transportation excluded) 

o Permits shuttle service  

o Sets a 25-mile limit for patients in urban areas and 50-mile limit for patients in rural 

areas. 

 Eligible entities (or the provider or supplier to whom the patient is transported) not required 

to be in a rural area. 

o Does not have to require that transportation be planned in advance 

o Can use vouchers rather than having the transportation provided directly by the 

eligible entity 

 Patients are those who selects and initiates contact with a provider or supplier to schedule an 

appointment.  

https://www.cms.gov/Medicare/Medicare-General-information/Bni/index.html
https://www.cms.gov/Medicare/Medicare-General-information/Bni/index.html
https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/2017Downloads/R3698CP.pdf
https://www.federalregister.gov/documents/2016/12/07/2016-28297/medicare-and-state-health-care-programs-fraud-and-abuse-revisions-to-the-safe-harbors-under-the
https://oig.hhs.gov/compliance/safe-harbor-regulations/
https://www.healthlawyers.org/hlresources/Health%20Law%20Wiki/Anti-Kickback%20Statute.aspx
https://www.healthlawyers.org/hlresources/Health%20Law%20Wiki/Anti-Kickback%20Statute.aspx
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• Expanding from delivery of medical care to the role of 

hospital in the following:

– Community issues (substance abuse, domestic violence)

– Critical health issues (oral health, mental health, obesity)

– Health care equity (barriers to access, health disparities)

– System barriers (limited public health infrastructure)

– Community's role in process (involve residents in addressing above 

issues, reducing risky behaviors)

From: Where Do We Go from Here? The Hospital Leader’s Role in Community 

Engagement (2007) by the Health Research and Educational Trust.

Community Responsive Hospital



• The community measures set was developed to provide:

– A framework for CAHs to benchmark their community activities 

against other hospitals

– A contextual description of the socioeconomic, environmental, and 

health challenges of the communities in which CAHs operate

– Data to monitor program impact on improving in areas of concern 

common to many rural communities

– Developmental process – seeking to test and refine

Using Community Measures



• Charity care and bad debt

– Measures the broad uncompensated care activities of CAHs as a 

percentage of adjusted revenue

• Health improvement, essential health services, and 

community benefit activities

‒ Availability/provision of provision of key wellness, prevention, and 

essential community services

‒ CAH implementation of strategies to improve care to 

culturally/linguistically-diverse 

FMT Measures Framework



• Community Health Needs and Issues

– Measures the community context in which CAHs operate

– Socioeconomic factors

– Environmental factors

– Health outcomes

– Health behaviors

– Clinical care and access to care

FMT Measures Framework



• Charity care and bad debt

– Charity/discounted care as a % of adjusted revenue

– Bad debt as a % of adjusted revenue

Community Health Improvement and Benefit



2a. Essential services

– Wellness and prevention Immunization

– Tobacco treatment/cessation Substance use services

– Dental services Primary care access/RHCs

– Indigent care clinics Urgent care clinics

2b. Diversity planning

– Plan to develop, execute or evaluate a diversity strategy or plan?

– Cultural/linguistic diversity for patient care

– Strategic plan included goals for improving quality of care of 

culturally/linguistically-diverse patient population

Community Health Improvement, Essential 

Services, & Community Benefit Activities



3a. Socioeconomic factors

– High school graduation -% 9th grade cohort that graduates in 4 yrs

– Unemployment - % population =/>16 unemployed but seeking 

work

– Children in poverty - # children < 18 in poverty

3b Environmental issues

– Recreational facilities - Rate of facilities/100,000 population

– Limited access to health food - % population who are low-income 

and do not live close to a grocery store

Community Health Needs and Issues 



3c: Health outcomes

– Premature death - Yrs of potential life lost before age 75/100,000 

population

– Poor or fair health - % of adults reporting fair or poor health

– Low birth weight - % of low birthweight live births -/< 2500 grams

3d: Health behaviors

– Adult smoking - % adults that report smoking >/= 100 cigarettes 

and currently smoking

– Adult obesity - % adults that report a BMI >/= 30

– Physical inactivity - % adults aged 20/over reporting no leisure time 

physical activity

– Excessive drinking - % adults reporting binge plus heavy drinking

Community Health Needs and Issues



3d: Health behaviors

– Motor vehicle crash death rate - Crash deaths/100,000 population

– Sexually transmitted infections - Chlamydia rate/100,000 population

– Teen birth rate - Teen birth rate/1,000 females, ages 15-19

3e: Clinical care and access to care

– Primary care physicians - Ratio of population to PC physicians

– Dentists - Ratio of dentists to population

– Uninsured - % of population under age 65 without health insurance

– Mammography screening - % female Medicare enrollees receiving 

mammograms

Community Health Needs and Issues



3e: Clinical care and access to care

– Diabetic Screening - % diabetic Medicare enrollees that receive 

HbA1c screening

– Preventable hospital stays - Ambulatory care sensitive 

hospitalizations/1,000 Medicare enrollees

– % of individuals without a personal doctor/provider 

– % of individuals that did not see a doctor in past 12 months due to 

cost

Community Health Needs and Issues



• Analyze charity care and bad debt populations

• Patients with incomes at/near eligibility criteria

– Revise financial assistance policies to reflect the economic status 

of the hospital’s patient populations and increase eligibility 

• Low-income patients with high out-of-pocket cost health 

plans

– Improve screening process to identify at the outset of care, and

– Revise billing systems to capture and manage charity care charges 

at different stages of the billing process

CAHs with Lower Charity Care and Higher 

Bad Debt 



• Low-income patients that otherwise qualify for charity/ 

discounted care

– Revise application process;

– Simplify eligibility documentation;

– Promote awareness of the hospital’s financial assistance 

program; and 

– Improve screening programs to identify patients eligible for 

public insurance coverage options or the hospital’s financial 

assistance program.

CAHs with Lower Charity Care and 

Higher Bad Debt



• Hospital does not provide essential community services

– Not necessary for hospital to offer all services if services are 

available in community

– Work with community partners to address local service gaps

– Ensure that local services are coordinated, share 

information/data and work collaboratively address gaps and 

barriers

Essential Community Services



• Community has poorer performance than similar counties 

on one or more measures

– Explore reasons behind poor performance – community 

interviews, inventory of local resources

– Identify relevant partners

– Develop evidence-based interventions to address problems

– Monitor implementation of interventions 

– Revise based on success

Health Outcome Measures



John Gale: john.gale@maine.edu

Subscribe to our email updates at www.flexmonitoring.org

This work was supported by the Federal Office of Rural Health Policy (FORHP), Health Resources 

and Services Administration (HRSA), U.S. Department of Health and Human Services (HHS) under 

cooperative agreement grant #5U27-RH01080. The information, conclusions, and opinions 

expressed in this presentation are those of the authors and no endorsement by FORHP, HRSA, or 

HHS is intended or should be inferred.

Thank You!

mailto:john.gale@maine.edu
http://www.flexmonitoring.org/
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The National Rural Health Resource Center 

(The Center) is a nonprofit organization dedicated to 

sustaining and improving health care in rural 

communities. As the nation’s leading technical 

assistance and knowledge center in rural health, The 

Center focuses on five core areas:

• Transition to Value and Population Health

• Collaboration and Partnership

• Performance Improvement

• Health Information Technology

• Workforce
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• Learn features of the Population Health Portal

• Discover how state Flex Programs can leverage the 

resources, assessment and data scenarios to support 

their critical access hospitals (CAHs) and develop 

relevant Flex Program activities

• Understand how CAHs can use claims data to support 

population health management, including resources 

available in the Population Health Portal

Learning Objectives

3



John Gale, University of Southern Maine, FMT

David Marc, The College of St. Scholastica

Sally Buck, National Rural Health Resource Center

Today’s Speakers
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Direct Link: https://www.ruralcenter.org/population-health-portal

Population Health Portal

5

https://www.ruralcenter.org/population-health-portal


Using the Population Health Portal

6

As a Flex Coordinator, how can I use the 
Population Health Portal?

• Readiness Assessment

• Resource Library

• Data Scenarios

• Claims Data Tutorial



Population Health Readiness Assessment

Step 1: Complete the 
short assessment 

7

https://www.ruralcenter.org/population-health-portal/get-motivated/readiness-assessment
https://www.ruralcenter.org/population-health-portal/get-motivated/readiness-assessment


Immediate Assessment Score

8



Immediate Resources Based on Results

9



• Ask all the CAHs in the state to 

complete the assessment and 

email you a copy of their scores

• OR, ask them to send you an 

email allowing The Center to 

release the scores to you

• Review the scores and identify 

areas for TA, education, 

collaboration and sharing of best 

practices

Readiness Assessment for Flex

10



Explore numerous resources 

including documents, tools and 

webinars to get motivated, get 

informed, and get going on 

population health.

Resource Library

11



• Nine data scenarios, four publicly 

available data sets

• Scenarios are used to answer 

questions CAHs, rural health care 

providers or states may have about 

health care issues in their states, 

counties or hospitals

• Scenario does basic analysis  

combining multiple data sets with 

filters and can be downloaded for 

further analysis 

Data Scenarios

12



Emergency Department Access

13



https://www.ruralcenter.org/population-health-portal/data/emergency-department-access/

Example – Emergency Department Access

14

https://www.ruralcenter.org/population-health-portal/data/emergency-department-access/


Socioeconomic Status and Well-being

15



https://www.ruralcenter.org/population-health-portal/data/socioeconomic-status-and-well-being/

Example – Socioeconomic Status and Well-Being

16

https://www.ruralcenter.org/population-health-portal/data/socioeconomic-status-and-well-being/


https://www.ruralcenter.org/population-health-portal/data/socioeconomic-status-and-well-being/

Example 2 – Socioeconomic Status and Well-Being

17

https://www.ruralcenter.org/population-health-portal/data/socioeconomic-status-and-well-being/


Uninsured Rates, Behavior and Mental Health

18



https://www.ruralcenter.org/population-health-portal/data/uninsured-rates-behavior-and-mental-health/

Example – Uninsured Rates, Behavior and Mental 

Health

19

https://www.ruralcenter.org/population-health-portal/data/uninsured-rates-behavior-and-mental-health/


Using Claims Data

20



Keep up with The Center:
Website | Facebook | Blog

Twitter | LinkedIn
Podcast (iTunes | Google Play)

http://www.ruralcenter.org

tasc@ruralcenter.org

877-321-9393

TASC

21

https://www.ruralcenter.org/
http://www.facebook.com/NationalRuralHealthResourceCenter
https://www.ruralcenter.org/blog
http://twitter.com/RHRC
http://linkedin.com/company/national-rural-health-resource-center
http://ruralcenter.libsyn.com/
https://itunes.apple.com/us/podcast/national-rural-health-resource/id1159774548?ls=1
https://play.google.com/music/m/Iz54gyibjiawihhvq6ou5owip44?t=National_Rural_Health_Resource_Centers_Podcasts
http://www.ruralcenter.org/
ruralcenter.org
ruralcenter.org
mailto:tasc@ruralcenter.org
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and Rural Health
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• Population health management focuses on the 

use of data to find a way to manage the 

escalating costs of treating chronic diseases 

• According to the Clinically Appropriate & Cost-

Effective Placement Project (CACEP), Medicare 

could reduce its spending by $34.7 billion over a 

10-year period if patient care settings were 

shifted from facility-based care to home and 

community-based care 

• There is a greater need to access and analyze 

vast amounts of population data from many 

different outpatient settings 

Population Health Management

23



• Claims data is administrative data and 

includes information on:

◦ patient demographics 

◦ billable charges

◦ dates of service 

◦ diagnosis codes 

◦ procedure codes

◦ medication refills 

◦ insurance

◦ providers

Claims Data

24

CMS Form 1500

CMS Form UB-04



PHM and Claims Data

25

Payers and health systems have relied on claims data for analysis 

associated with population health management because:

• Claims data is readily available. The requirements for 

payment to the provider ensure the data is entered into the 

claims system on a complete and timely basis.

• Claims data spans a patient’s full continuum of care. The 

payer has a record of every encounter and every prescription 

filled unless a patient pays for services out of his or her own 

pocket.

• Claims data is highly structured. Almost all the data must 

be captured in specific fields on standardized forms in order 

for claims to be approved and payment to be issued. Because 

of this consistent format, it’s relatively easy for other systems 

to consume.



Insights Offered from Claims Data

26

• By examining claims data, analysts gain information 

about the cost and utilization of a patient population 

across multiple care settings as well as information 

about the types of diagnoses and procedures 

performed. 

• Claims data can provide insight into the following 

performance measures:

o Mortality rates

o Complications

o Access to appropriate health services

o Utilization of services

o Charges for care provided



Limitations of Claims Data

27

• Claims data lacks important clinical detail

o Data is collected for purposes of payment

o Does not capture all clinical detail 

o Clinical history is not necessarily included

• Claims data is highly retrospective

o There is lag in the date of care and date of the 
claims data (sometimes months!)

• Claims data does not provide insight into the actual 
process of care

o Claims data is a static summary 



How can Critical Access Hospitals get Started in 

Population Health Management?

28

What CAHS can 
do:

How they can do it:

Understand/build
the case for 
population health

• Align with the shift towards value-based purchasing. 
• Identify the potential to increase community presence/engagement (marketing!). 
• Get the chief financial officer (CFO) engaged, framing the conversation in terms of charity care, bad debt, 

and community benefit. 
• Organize your data and seek assistance with analysis of claims, health status and community needs. 
• Recognize the impact on other organizational priorities (for example: recruitment/retention, employee 

satisfaction, care transitions). 
• Provide facility wide education about the determinants of health to help engage staff in conversations 

about the non-medical influences on wellness. 
• Dispel the notion that population health = cash outlay. Population health strategies may take time, but 

not necessarily involve writing a check. 

Put population 
health on the 
agenda

• Include population health on the agenda for meetings across all levels of the organization (such as Board, 
management, quality improvement, health information technology, business office, staff). 

• Provide education and have discussion regarding: 
• How does population health align with your strategic initiatives and health reform activities?
• What is your role in addressing the two aspects of population health (cohort/community)?
• What are next steps to implementing/integrating population health strategies?
• What community needs are a priority, and how they impact your hospital? 

Look inside your 
own walls

• Develop and/or implement employee wellness programs that encourage healthy behaviors. 
• Implement case management/care coordination services for employees with chronic conditions. 
• Consider starting with a focus on uninsured that you are already serving. Manage charity care and bad 

debt policies so that you can better support those populations and address needs before they reach the 
emergency room or inpatient unit. 

Reach out to the 
community

• Don’t wait to be asked, offer and engage in conversation with a wide variety of community partners and 
leaders. 

• Build on CHNA results and monitor implementation of action plans. 
• Set expectations and support staff involvement in community workgroups, committees, task forces that 

address population health needs. 
• Identify and articulate role(s) your hospital can fill in supporting community efforts. 
• Think beyond traditional health care partners to identify opportunities for coordination and collaboration 

(for example: parks and recreation departments, senior centers, schools, fitness facilities, libraries...). 



How can Critical Access Hospitals use Claims 

Data?

29

Examples of what claims data can show you:

o Which patients frequently visit an emergency 

department because they can’t get in to see their 

primary care doctor

o Who is being hospitalized because they can’t get care 

at home

o Which asthma patients should be on cortisone inhalers 

but are not

o Whether cardiologists are prescribing multiple stress 

tests to every patient when that may not be necessary

o Frequency of healthcare-associated infections 

following a surgery

o Total costs of care for super-utilizing patients in your 

community

o Common diagnoses for super-utilizing patients in your 

community



How to Access Claims Data?

30

• Review submitted claims from within a hospital

• CMS and other payers provide aggregated claims data

o Review the All-Payer Claims Database 

- Disseminated and managed by each state

- Not all states participate: https://www.apcdcouncil.org

o Medicare Provider Analysis and Review (MedPAR) data 

- Inpatient data that is disseminated by CMS

- Includes 100% of Medicare beneficiaries using hospital inpatient 

services

- Can get access to a limited data set for a fee

o Hospital Outpatient Prospective Payment System (OPPS) 

data 

- Claims level data and there is a fee to access the data

o Research identifiable files (RIFs) 

- Contain beneficiary-level PHI

- Requires a data use agreement and reviewed by 

CMS’s Privacy Board prior to dissemination

https://www.apcdcouncil.org/


When Should Claims Data be Analyzed?

31

• When the data is available!

• When you need to analyze a broad scope of 

data for insured patients that offers an 

accurate record of prescriptions that were 

filled (and refilled) and have information on 

current diagnoses and procedures (not 

historical perspective)

• Consider aggregation of the data

o Monthly

o Quarterly 

o Annually



What Skills are Required?

32

• Strong understanding of the clinical data
• Diagnosis codes

• ICD

• Procedural codes
• CPT/HCPCS

• Analytical skills
• MS Excel

• Data summarization

• Graphic creation

• Communication skills
• Written and oral



Other Sources of Data

33

• Claims data combined with clinical data 

provides very specific value when comparing 

recommended care against evidence-based 

practices

• Publicly available data
• Hospital Compare

• Immunization registries

• Department of health data

• Nationally reported data
• HEDIS

• OPPS

• Social Media



Population Health Portal & Claims Data
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https://www.ruralcenter.org/population-health-
portal/data/using-claims-data

https://www.ruralcenter.org/population-health-portal/data/using-claims-data


De-SynPUF for Training

35

• The Data Entrepreneurs’ Synthetic Public Use File (DE-SynPUF) 

is a set of realistic claims data from 2008 – 2010 made 

available by CMS. 

• The information provided in the dataset is real patient claims 

data, but is provided in a format that protects patients’ 

identities. 

• The purpose of the dataset is to provide training in data 

analysis, data mining and development of software that may 

lead to increased knowledge from claims data in practice.

• The DE-SynPUF is consists of five types of administrative data 

that are linked together by a unique identifier at the patient 

level -- beneficiary summary, inpatient claims, outpatient 

claims, carrier claims and prescription drug events. 

• To acquire the DE-SynPUF data, go to the DE-

SynPUF website and choose the data you want to download. 

https://www.cms.gov/Research-Statistics-Data-and-Systems/Downloadable-Public-Use-Files/SynPUFs/DE_Syn_PUF.html


Population Health Portal & Claims Data
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Video Tutorials



Keep up with The Center:
Website | Facebook | Blog

Twitter | LinkedIn
Podcast (iTunes | Google Play)

http://www.ruralcenter.org

dmarc@css.edu

218-625-4892

Assistant Professor & Health Informatics Graduate Program Director

The College of St. Scholastica, Duluth, MN

David Marc
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