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Welcome, Introduction and Meeting Goals Nicole Stallings, Maryland Hospital Association

Updates Gene Ranson, MedChi

A EQIP Subgroup Will Daniel, Health Services Cost Review Commission
A EMS Subgroup Erin Schurman, HSCRC

A Care Redesign Program

SIG Telehealth Workgroup Plan David Sharp, Maryland Health Care Commission

Waiver Discussion Erin Dorrien, MHA
A Telehealth Waiver Maansi Raswant, MHA
A Waivers Available under CHART Model Madeline Jackson, HSCRC




EQIP SUBGROUP UPDATE
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EMS SUBGROUP UPDATE TO THE SIG
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I POTENTIAL EMS GLOBAL FUNDING MODEL - PURPOSE

A In March, the SIG was updated on the development of an EMS funding structure that:
1. Rewards the implementation of interventions aimed at reducing potentially avoidable hospital
Emergency Department (ED) use, and

2. Aligns community emergency
transformation

A Through an EMS Global Funding Model the State could coordinate EMS
reimbursement to enable alternative interventions aimed at care improvement,

services with the ¢

iIncluding:
1. Treatment in Place for minor and low-acuity 911 calls
2. Transport to an alternative destination when a hospital level of care is unnecessary
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GLOBAL REIMBURSEMENT STRUCTURE FOR EMS PROVIDERS

Step 1:

« The HSCRC calculates a
Guaranteed Revenue
for the EMS providers
based on their prior
year’s all-payer revenue

- Adjusted for inflation
and population changes

Step 2:
- Hospitals and EMS

providers enter into a
guaranteed revenue
agreement

EMS provider continues
to bill as usual

- Throughout the course

of the year, the EMS
provider transports to
an alternative setting of
care and treats
conditions in place, per
protocols

Step 3:

If Actual EMS Revenues are
lower than the calculated
Guaranteed Revenue, the
HSCRC issues grants to
partner hospitals

- This allows hospitals to pay

the EMS provider the
difference between their
guaranteed and billable
revenue

The hospital and State
benefit from lower
potentially avoidable
utilization and improved
outcomes
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I \NEXT STEPS

A Model Developments for Consideration:

A Jurisdiction-based opportunity analysis and scaling the investment to appropriate
levels

A Utilization outcome measurement i What are appropriate metrics to hold EMS and
hospital partnerships accountable?

A Infrastructure Investments in Mobile Integrated Health and Medical Triage Line
Technology

A Network development for urgent care, primary care, crisis services and other
potential alternative destinations

A Next EMS subgroup meeting September 21st, 1-2:30 PM
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Care Redesign Program Update
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I CRP 2021 Participation Deadlines

Now available: Final ECIP and HCIP track templates on HSCRC CRP page

September 23: Hospitals (new and current) submit all care partners for 2021 annual
vetting process

October 30: Hospitals submit 2021 Implementation Protocols for ECIP and HCIP

October 30: New HCIP and ECIP Participants submit signed CRP Participation
Agreement to care.redesign@crisphealth.org. Currently available on HSCRC CRP
Page

December 15: Hospitals submit certified care partners for the first quarter of 2021

o Io o D>

o 3>

All ECIP submissions must be made via the ECIP Management Interface

A Newly participating hospitals should email care.redesign@crisphealth.org to let us know who from your hospital
should be provisioned

A HCIP submissions must be made to Jo Surpin at jsurpin@appliedmedicalsoftware.com
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https://hscrc.maryland.gov/Pages/CareRedesign.aspx
mailto:care.redesign@crisphealth.org
https://hscrc.maryland.gov/Pages/CareRedesign.aspx

B OPP Updates

A

A

Background: CRP Certified Care Partners can be considered eligible for
MACRA bonuses under the CMS Quality Payment Program (QPP)

HSCRC staff have encouraged CMS to make needed corrections to
QPP programming to improve accuracy of results for Maryland providers

CMS has implemented programming corrections, to be effective
beginning with the third quarter of 2020

CMS anticipates having these results by early December 2020
CMS will not re-run 2018 and 2019 corrections

2019 results can be appealed through the CMS targeted review process,
with a deadline of 10/5/20
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PRESENTATION DISCUSSION ITEMS

State Executive Orders and federal waivers

Telehealth Policy Workgroup
Goals and objectives
September 30th meeting draft agenda

Workgroup formation

Payor telehealth policie3existing and temporary



REGULATORY RELIEF PROPELS TELEHEALTH TO THE FOREFRO

HEALTH CARE DELIVERY

Rapid diffusion supported by the relaxation and expansion of telehealth policies
brought on by a public health crisis

Enabled by Executive Orders from Governor Hogan and waivers from the federal government

In March, telehealth visits surged 50 percent natiohally

Analysts estimate more than 900 million visits are expected by the end of 2020

* According to research from Frost and Sullivan codsulbaatsformation available at:
www.cnbc.com/2020/04/03/teleheadiitecouldop-1-billioAn-2020-amidthecoronavirysisis.html



about:blank

KEY TELEHEALTH POLICY CHANGES

HIPAA requirement® enforcement discretion on the use of certain technologies for
the good faith provision of telehealth services

Telehealth walivergsome variances across payors)
Patient locatiord lessening of geographical restrictions
Licensing greater flexibilities to practice across state lines
Patientprovider relationship redefined what constitutes a treatment relationship
Eligible provider® expanded the provider types that can deliver telehealth services

Types of services coverdailincreased the number of services payable when furnished via telehealtt

Cost-sharingd patient obligation eliminated or reduced



HIPAA

The Office for Civil Rights is exercisiegforcement discretion and not imposing
penalties for noncompliance with the regulatory requirements under HIPAA Rules
against covered health care providers during the CO\NDnationwide public

health emergency

Covered health care providers may use popular fpuilic facing applications to
deliver telehealth services

Video chat applications include: Apple FaceTime, Facebook Messenger video chat, Google Meet
Zoom, and Skype

Text-based applications include: Signal, Jabber, Facebook Messenger, Google Hangouts, WhatsA|
IMessage

Publiefacing applications, such as Facebook Live, Twitch, and TikTok are not
permitted



LICENSING AND MEDICAL LIABILITY COVERAGE

Providers with an active license in good standing in another state may practice
across state lines*

The standard of care for telehealth treatment and documentation is the same as an in
person encounter

Medi c al |l 1T abi lity coverage for tel ehe

Medical liability carriers may not cover the use of telehealth when the provider is delivering
telehealth to a patient living outside of the state where the medical liability contract is
written

* Subject to licensing board requirements in each state



PATIENT LOCATION AND SERVICE DELIVERY

Telehealth services can be furnished using
audio/visual or audtonly technology
wherever the patient is located, including at
home, regardless of rural designation

Certain types of services no longer require
both audio and vide@ visits can be
conducted over the telephone or through a
web portal




PATIENT AND PROVIDER RELATIONSHIP

A Providers may deliver telehealth

services to new and established
patients

A A patient may present photo identification,
or a provider may use any other means to
identify a patient that would be accepted
for an inperson encounter
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ELIGIBLE PROVIDERS AND COVERED SERVICES

In general, more noiphysician provider types can bill for an expanded list of
telehealth services, including licensed clinical social workers, clinical psychologists
physical therapists, occupational therapists, speech language pathologists,
chiropractors, and dentists

Home health agencies and hospice providers can provide more services through
tel eheal th, as appropriate and consi ¢

Patients that a provider determines should not leave home because of medical contraindications
due to suspected or confirmed COVHD9, qualify for home health benefits

Providers can provide remote patient monitoring (RPM) services for patients with
COVID-19 and other chronic conditions



COST SHARING

Patient obligation reduced or waived
under certain circumstances, including
payor sponsored telehealth programs

Subject to payor requirements and timelines;
providers will not face administrative sanctions
by federal or State health care programs



POST COVID19

Momentum is increasing nationally to make some telehealth policy changes permanent; a
complete return to preCOVID-19 policies viewed largely by providers and policy makers as
unrealistic

Variation is likely across states on permitted uses of telehealth

Payors are beginning to signal that some dialing back will occur following the end of the
federal/State public health emergency

The need for an evaluation of the impact of telehealth exists; timing is an issue

Evaluations of telehealth are just beginning; NQF recommended domains: access to care, financi
Impact, patient and provider experienedfectiveness

The MHCC will convene delehealth Policy Workgriwgrkgroup) this fall to deliberate on
telehealth policies post COVH29 and identify stakeholder alignment opportunities



TELEHEALTH POLICY WORKGROUP

*

mavLANS

Workgroup activities include: bt oy Workgro

Join with Google Meet: meet google.com/xfj-uqqu-yrv
R eV| ew th e CLI rre nt State Join by Phone: (US) 1 402-752-0291 PIN: 761 526 578

Draft — Agenda

1L INTRODUCTIONS

Conduct a policy assessment of existingand _
temporary telehealth policies i S

IV. BENEFITS, BARRIER, RISKS, AND OPPORTUNITIES TO MAINTAINING
EXISTING POLICIES POST COVID-19 STATE OF EMERGENCY

|dentify opportunities to collaborate on
future legislation

V. OTHER TELEHEALTH CONSIDERATION

VL 2021 STAKEHOLDER LEGISLATIVE PLANS — ALIGNMENT OPPORTUNITIES

VI.  NEXT STEPS







