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Background

CRISP, in partnership with hMetrix, created the Multi-payer
Reporting Suite to support alignment between Maryland
Medicaid and the Office of Advanced Primary Care

by combining Medicaid and Medicare claims data within a
single suite.

The suite of reports can assist users to understand trends in
hospital utilization, facilitate care coordination, and monitor
population health across their Medicare and Medicaid
beneficiaries.
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About the Data

The suite displays the following data for patients on
an organization’s panel:

Medicare fee-for-service
Medicaid fee-for-service
Medicaid Managed Care

The data includes all care settings and services covered
under Medicare and Medicaid.

Data displayed are for the last 36 months and there is a two-
month data lag.



About the Data

The Multi-Payer Reporting Suite
displays patients on an
organization’s panel that are
enrolled in Medicare FFS,
Medicaid FFS, or Medicaid
Managed Care

Patients not enrolled in Medicare

or Medicaid will not appear in the
Suite.

Patients not on the organization’s
panel will not appear in the suite.
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Requires the intersection of both
Medicare/Medicaid beneficiaries and
patient panels

Medicare FFS,

. Medicaid FFS,
Patients on .
N ey or Medicaid
organization's
Managed
panel
Care

beneficiaries



Accessing the Report

The Multi-Payer Reporting Suite
Is available in the CRS Portal
under the 'All-Payer Population'
Card. Users can access the CRS
Portal at reports.crisphealth.org
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If you do not have access to the
suite, please contact your
organization’s CRS POC or report-
support@crisphealth.org
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Landing Page Dashboard with
links to each individual report

List of all available beneficiaries
on your panel; create Rosters

Comparison of utilization trends
over time

Track Inpatient, ED, PQIl &
Readmission utilization, including
physician follow-up

New dashboard focused on
quality and utilization measures

Reports

Population Summary

Population Navigator

Measure Comparison by Time Period
Acute Care Setting Utilization Report
Emergency Room Utilization Report

Plan All Cause Readmission (PCR) Report
PQI Utilization Report

Follow Up After Inpatient Discharge Report
PMPM Trend Report

Health Equity by Demographics Report
Maternal Health Utilization Reporis

Redetemmination Report
¥ Quality Measure Dashboard

Quality Measure Dashboard

Health Equity by Demographics (Quality)
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Chesapeake Regional Information
System for our Patients

Investigate PMPM spending by
care setting

Explore utilization trends by
demographic characteristics

Suite focused on prenatal,
delivery, and postpartum care

Track Medicaid Redetermination
Dates for follow-up
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Primary Care Multi-Payer Reporting Suite

Presentation for the CRISP User Summit
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Agenda

* Primary Care Initiatives under the AHEAD Model
» Multi-Payer Reporting Suite Development

l’!ﬁMaryland

DEPARTMENT OF HEALTH
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AHEAD Model in Maryland

AHEAD implementation in Maryland has three parts:

e Hospital global budgets
e Primary care investment
e Statewide health measures targets

l’ﬁMaryland

DEPARTMENT OF HEALTH



AHEAD and Maryland Medicaid

Focusing on primary care investment, i.e. the Medicaid
Advanced Primary Care Program:

e Increasing primary care rates for all PCPs
e Investmentin care management and practice
transformation, in alignment with MDPCP and PC

AHEAD
e Quality incentives for performance improvement

l’ﬁMaryland
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Primary Care AHEAD

Maryland Primary Care

OIP-F (PC AHEAD) Program (MDPCP AHEAD) Pra
Infrastructure Path Medicare Path 1 Medicare Path 2 Medicaid Path
Infrfllstructu re.pmgram to Medicare entry level Medicaid entry level
build new primary care program for non-MDPCP Medicare advanced primary program for MDPCP and

practices (NEW)

(NEW)

care program

non-MDPCP (NEW)
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Aligning with MDPCP and PC AHEAD

The Maryland Primary Care Program (MDPCP) is a voluntary program that
provides funding and support for the delivery of advanced primary care
and care management to Medicare patients. Starting in January 2027,

practices will be eligible for MDPCP only if they participate in the Medicaid
Advanced Primary Care Program.

PC AHEAD, currently in development by CMS, is a similar program that will
be offered to practices not currently participating in MDPCP. When the

program begins in January 2026, only practices participating in the Medicaid
Advanced Primary Care Program will be eligible.

l’ﬁMaryland
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Multi-Payer Reporting Suite

CRISP, in partnership with hMetrix, created the Multi-
Payer Reporting Suite to support alignment
between Maryland Medicaid and MDPCP.

The suite of reports helps users understand trends in
hospital utilization, facilitate care coordination, and
monitor population health across their Medicare and
Medicaid beneficiaries.

l’ﬁMaryland
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Multi-Payer Reporting Suite Features

Maryland Medicaid has worked with CRISP and hMetrix
to build out the reporting suite:

 All Medicaid patients across MCOs in one report
» Medicaid Redetermination Date tracking
» Utilization and quality measures
» Prediction tools
* Pre-AH
* Pre-DC
l’ﬁMaryland
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Predictive Tools

Important tool for care management developed by the Hilltop
Institute:

* Pre-AH: Predicts inpatient admissions or ED visits for
preventable hospital events in the next month. ‘Preventable’
Is based on 10 Prevention Quality Indicators (PQI) conditions

* Pre-DC: Predicts inpatient admissions or ED visits for severe
type 2 diabetes complications in the next month. Scores
created for all beneficiaries, not limited to those with
diabetes

l’!ﬁMaryland
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Maryland Advanced Primary Care Program Features

For practices in the Medicaid Advanced Primary Care
Program, the Multi-Payer Reporting Suite will have:

» MCO assignment lists: To identify which MCO
members are assigned to the practice as a health
home, across all MCOs, in one place

« Care management flags: To identify which of those
MCO members may benefit from care management

l’ﬁMaryland

18 DEPARTMENT OF HEALTH



Contact Information
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The Department looks
forward to continuing to
build the suite in
partnership with CRISP,
hMetrix and Hilltop to
support multi-payer
advanced primary care.

Contact:

Sharon Neely, Division Chief,
Medicaid Office of Innovation,
Research and Development:
sharon.neely@maryland.gov

Laura Goodman, Deputy Director,
Medicaid Office of Innovation,
Research and Development:
laura.goodman@maryland.gov

l’!’.‘Maryland
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CRISP Multi-Payer Tool Showcase

Garret Morris, MBA

Senior Director Population Health
GBMC Health Partners

May 13, 2025
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Intro

Background & Current State
Use Case

Available Information

Questions
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Affordable Care Act
Clinical Transformation
Electronic Medical Records
Demonstrate Quality
“Accountable Care”

Once upon a
time...in 2010
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Healthcare Payment Progression

Volume @ Quality Value

Downside Risk

Incentives & Penalties )
Payment Adjustments GBvCHealth
HEDIS, NCQA, HCC, PQ|, etc.



Fast Forward
DATA & POPULATIONS

Hospitals, Provider Groups, & Providers must:

Data Driven Decisions

Expand Focus and Responsibility of care

But...

Which Population?
Which Interventions?
Which Resources?




Fast Forward continued

Which Data?

Silos

Complicated mapping

Expense to consolidate
Risk of “Tunnel Vision”
Missed opportunities

nnecting Providers with Technology 1o Improve Patient Care

CRISP MULTI-PAYER TOOL

P
GBM{ES&%BN



Multi-Payer Tool Use

52 CRISP

ng Providers with Technology (o Improve Pa

i Help 2 Morris, Garret 4

i

Population SUNTMEm ) Revert [ Pause & Frim

Population Navigator

Reports Panej Greater Baltimore Medical Associates - GBMA_PART  + Roster: | -Default- v | PayerType: A

Population Summary

Measure Comparison by Time Period

Greater Baltimore Medical Associates : GBMA_PART
Acute Care Setting Utilization Report -

Emergency Room Utilization Report

Plan All Cause Readmission (PCR) Report

PQI Uiilization Report

_ Timely Follow Up
e o T Paiod Transitions of Care (TOCs)
Health Equity by Demographics Report H S C R C

Maternal Health Utilization Reporis.
L]

Redetermination Report M D P C P

Readmission Rate A C O

Prediction Tools
7%

Follow Up After Inpatient Discharge Report

PMPM Trend Report

¥ Quality Measure Dashboard

Quality Measure Dashboard CO m m e rCi a | Paye rS

Health Equity by Demegraphics (Quality)
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Measure

Metrics on the Landing Page reflect the 36-month period from 4/1/2022 through 3/31/2025
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Population Navigator

Reports

Population Summary

Population Navinatar

Emergency Room Utilization Report

Plan All Cause Readmission {(PCR) Report

PQI Utilization Report

Follow Up After Inpatient Discharge Report

PMPM Trend Report

Health Equity by Demographics Report

Maternal Health Utilization Reports

Redetermination Report

Prediction Tools

* Quality Measure Dashboard

Quality Measure Dashboard

Health Equity by Demographics (Quality)

Panel Greater Baltimore Medical Center - GBMC_AS

Beneficiary Name

Medicare ID

v

Medicaid ID

-Default-

MRN

Medicaid

v

Medicare

Payer Type:

ADI

deasure Comparison by Time Pg

Acute Care Setting Utilization Report

(G

Page

1

of 12

»

Q

i Help & Morris, Garret 4 Logout
_
Medicaid Plan Gender Race Fiiter | Measures Value Count
O Alzheimer's Dementia Yes 35 *
O Alzheimer’s Disease Yes &
MCO- PRIORITY PARTN _ .
= o Yes 128
Asthma Yes 240
MCO- WELLPOINT MAR o dwiePDrillation Yes 50
MCO- PRIORITY PARTN O Chronic Kidney Disease Yes 84
O Chronic Obstructive Pulman._. Yes 89
MCO- PRIORITY PARTN
O Colorectal Cancer Yes 5
MCO- WELLPOINT MAR
O Depression Yes 129
O Diabetes Yes 90
O Endometrial Cancer Yes 2
O Female/Male Breast Cancer Yes 20
cro O Heart Failure Yes 77
O Hip/Pelvic Fracture Yes 7
O Hyperlipidemia Yes 164
O Hypertension Yes 180
O Ischemic Heart Disease Yes 74
MCO- UNITEDHEALTHC| O Lung Cancer Yes 10
MCO- MARYLAND PHY: O Mental Health Excluding De.. Yes 123
O Mental Health Including De Yes 148
MCO- MARYLAND PHY
O Non-Alzheimer’'s Dementia Yes 34
»
O Ostecporosis Yes 45
Displaying 1-20 of 240 .
m Parkinanns Niceage Yaq 7 -



Population Navigator

Provides Patient Level Data
"  /mmediately available

" [xportable

" focused

= Disease Specific

" (Claims Based — Perspective beyond GBMC’s system(s)
" /ncludes MRN

=  Population Health Intervention

/_Health
GBMQ Partners

&
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Multi-Payor Tool — Population Navigator

Use Case: Identify Patients with Asthma Dx and ED use (Report Date: April 7, 2025):
240 Total Patients — Narrowed down to 88 patients
Goal: 2 Educate Patients 28 Avoidable ED Utilization 288® Asthma Medication Ratios

Questions:

Can RN Care Managers or Providers to educate patients on the importance
of Asthma controller medicines?

Can we develop a stronger relationship, one which encourages same day Identify
visits instead of ED visits?
How do we engage attributed patients, with no or limited relationships to Focus
seek care with GBMC?

Ask

Are any of these patients due for an Annual Wellness visit?

What other action(s) can GBMC take to reduce the cost of care?

Health
GBMC Paer%cners



Multi-Payor Tool — Population Navigator

Use Case: Identify Patients with Asthma Dx and ED use (Report Date: April 7, 2025):
240 Total Patients — Narrowed down to 88 patients
Goal: 2 Educate Patients 28 Avoidable ED Utilization 288® Asthma Medication Ratios

Questions: Listed in previous Slide

Next Steps: GBMC Model for Improvement
Encourage & Track Outreach

Collect feedback from:

Managers

Care Team

Revisit and re-run list in three months

/
Health
GBMQ Pfr%cners



Measure Comparison by Time Period

Additional Useful Information & Reports

hd hMedicare v
Greater Baltimore Medical Associates Medicare
REDDI"[S March 2024 March 2025 Variance March 2024 March 2025 Variance
Inpatient Admissions (Per K) 158.43 5348 227 .35 111.20 5
- i 4668.01 11326 76 368 .15 59.13
Population Summary ERVisits (Per K) = hoiEe
MED Visits (Per K) 181.50 45.93 65.4:
Pnpulaﬁun Navigatur PCR Redmissions (Per K) 16.39 0.00 100 32.34 0.00

PQI 92 - Prevention Quality Chronic Composit

Measure Cm“m bj' Time Period Follow Up Rate 32 3096 15 69% 39 309%

Acute Care Setiing Utilization Report Utilization - Trends

Emergency Room Utilization Report

IP Admission...
F

Plan All Cause Readmission (PCR) Report

PQI Utilization Report ¥ é :

Follow Up After Inpatient Discharge Report r B .

PMPM Trend Report 3;_“; 2

Health Equity by Demographics Report % -

Matemal Health Lkilization Reports é _

Redetermination Report & g :

o]

Prediction Tools ‘l = -

¥ Quality Measure Dashboard E :

Quality Measure Dashboard

22-05

202302

2022-12
2023-01
023-0
202304
202306
202308

202206
202207
20220
2022-11
202

20

Health Equity by Demographics (Quality)



Prevention Quality Indicators (PQl per K
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Additional Useful Information & Reports ad

Reports

v

Population Summary

Population Navigator

Acute Care Setting Utilization Report

Emergency Room Utilization Report

Plan All Cause Readmission (PCR) Report

PQI Utilization Repol

Follow Up After Inpatient Discharge Report
PMPM Trend Report

Health Equity by Demographics Report
Maternal Health Utilization Reports
Redetermination Report

Prediction Tools

¥ Quality Measure Dashboard

/~Health
Quality Measure Dashboard GBMC Paeratners

Health Equity by Demographics (Quality)
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Additional (Exiting) Information & Reports

Reports

and MCO benefic

d at a single pan

Population Summary

Population Navigator

Prediction Tool Beneficiary Mame

Severe Diabetes Complications (Pre-DC) w | (Al

Acute Care Setting Utilization Report

Emergency Room Utilization Report

Beneficiary Name Medicare ID Medicaid ID Gender DOB Dual §

Plan All Cause Readmission (PCR) Report
PQI Utilization Report

Follow Up After Inpatient Discharge Report

u

-

Claims available through 3/31/2
PMPM Trend Report

Prediction scores are available for currently enrolled Medicare FF - :
not meet these criteria are not presented in the report. The perce Health ECF-"ty h)’ Demogfamﬁ Repon
Matemnal Health Utilization Reports

Redetermination Report

Prediction Tools

Prediction Tool

Avoidable Hospital Events (Pre-AH)

—

¥ Quality Measure Dashboard

Beneficiary Name Medicare ID .edicaid ID

Quality Measure Dashboard

Health Equity by Demographics (Quality)

nis tool indica

B Top 15t Percentile
Between 2nd and 5th Percentile
B E=twesn 6th and 10th Percentile
B Between 11th and 20th Percentile
Between 21st and 100th Percentile

ired to have both Part A and Part B coverage. Beneficiaries who
t vary when a roster or sub-population is selected.

es the risk of inpatient hospitalization or ED visit

ve other causes.

Claim Payment
Amount

Prediction
Score

=4 ED Visits
Super Utilizer

B Top 15t Percentile
Between 2nd and 5th Percentile
B Between 6th and 10th Percentile
B Eetween 11th and 20th Percentile
Between 21st and 100th Percentile

o required to have both Part A and Part B coverage. Beneficiaries who do

a 0
caid beneficiaries and do not vary when a roster or sub-population is selected.

Prediction Score Key

- () -

PQI-
Like =4 ED Visits
AL, HEART Events Super Utilizer

Prediction Claim Payment
Score Amount
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Questions & Thank you

Garret Morris, MBA

Senior Director Population Health
GBMC Health Partners
gemorris@gbmc.org




Chesapeake Regional Information
System for our Patients

Questions?

Please take our survey Training materials,
recorded webinars, etc.
’ ’ RISP
can be found at: SRS S e
https://www.crisphealth.
org/multi-payer- 877-952-7477
reporting-suite/

support@crisphealth.org

31
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