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Bi-partisan Law “Doc Fix Bill”
Medicare is evolving from fee-for-service and has set a goal
of 50% of payments in alternative payment models by 2018.
As part of this process, CMS is improving and streamlining its
existing quality programs (PQRS, VBP, EHR incentives) into a
single one that will reward clinicians for delivering
coordinated care with better outcomes with the support of
health information technology.
These changes are reflective of and in response to the
concerns that too many quality programs, technology
requirements, and measures get between the clinician and
the patient.









MACRA replaced a patchwork collection of quality programs with a
single system where every Medicare physician and clinician has the
opportunity to be paid more for better care.
Doctors will be able to practice as they always have, but will also
have the chance to get paid more for high quality care and
investments that support patients.
There are two paths to quality in this program:
◦ The Merit-based Incentive Payment
◦ The Advanced Alternative Payment Models
In developing the rule, CMS was guided by the core goals of the
legislation –streamlining and strengthening quality-based payments
for all physicians:
◦ Rewarding participation in Advanced Alternative Payment Models that create the
strongest incentives for quality and coordinated care
◦ Giving clinicians flexibility to choose how to participate in the new system.

MACRA:
Quality Payment Program (QPP)
 Repeals the Sustainable Growth Rate (SGR)
Formula
 Streamlines multiple quality reporting programs
into the new Merit-based Incentive Payment
System (MIPS)
 Provides incentive payments for participation in
Advanced Alternative Payment Models(APMs)
The Merit-based
Incentive
Payment System
(MIPS)

or

Advanced
Alternative
Payment Models
(APMs)
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Some of the most significant
provisions affecting Medicare
physician payment enacted under
the Medicare Access and CHIP
Reauthorization Act of 2015
(MACRA) will first take effect in
2017.
The new payment provisions,
collectively referred to by the
Centers for Medicare & Medicaid
Services (CMS) as the “Quality
Payment Program” or QPP,

◦ Describes requirements for
physicians to participate in the MeritBased Incentive Payment System
(MIPS) and/or qualify for the
Advanced Alternative Payment Model
(Advanced APM) Incentive Payment.



The performance period on
which physicians will initially be
assessed under both programs
began in 2017 and will dictate
fee-for-service payment updates
or APM incentive payments for
calendar year 2019.

60%

15%

25%

A single (0-100) MIPS
composite performance score
will be created based on
performance in 4 weighted
performance categories.

0%

Clinicians who are:

Newly-enrolled
in Medicare

Below the low-volume
threshold

Significantly
participating in
Advanced APMs

• Enrolled in Medicare
for the first time during
the performance period
(exempt until following
performance year)

• Medicare Part B allowed
charges less than or equal
to $30,000 a year
OR
• See 100 or fewer
Medicare Part B patients a
year

• Receive 25% of your
Medicare payments
OR
• See 20% of your Medicare
patients through an
Advanced APM

16







Promotes patient engagement and the electronic
exchange of information using certified EHR technology
Ends and replaces the Medicare EHR Incentive Program
(also known as Medicare Meaningful Use)
Greater flexibility in choosing measures
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CMS will automatically
reweight the Advancing
Care Information
performance category to
zero for Hospital-based
MIPS clinicians, clinicians
with lack of Face-to-Face
Patient Interaction, NP, PA,
CRNAs and CNS
• Reporting is optional
although if clinicians
choose to report, they
will be scored.

If clinician faces a
significant hardship and is
unable to report
advancing care
information measures,
they can apply to have
their performance
category score weighted
to zero
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The Bundled Payments for Care
Improvement initiative (BPCI) is
comprised of four broadly defined
models of care, which link
payments for multiple services
beneficiaries receive during an
episode of care.
Under the initiative, organizations
enter into payment arrangements
that include financial and
performance accountability for
episodes of care.
These models may lead to higher
quality and more coordinated care
at a lower cost to Medicare.





The Bundled Payments for Care
Improvement initiative was
developed by the Center for
Medicare & Medicaid Innovation
(Innovation Center).
The Innovation Center was created
by the Affordable Care Act to test
innovative payment and service
delivery models that have the
potential to reduce Medicare,
Medicaid, or Children’s Health
Insurance Program (CHIP)
expenditures while preserving or
enhancing the quality of care for
beneficiaries.









Traditionally, Medicare makes
separate payments to providers for
each service they perform for
beneficiaries during a single illness
or course of treatment.
This approach can result in
fragmented care with minimal
coordination across providers and
health care settings.
It also rewards the quantity of
services offered by providers rather
than the quality of care furnished.
Research has shown that bundled
payments can align incentives for
providers – hospitals, post-acute
care providers, physicians, and other
practitioners – allowing them to work
closely together across all specialties
and settings.

Bundled payment, also known as:
 Episode-based payment
 Episode payment
 Episode-of-care payment
 Case rate
 Evidence-based case rate
 Global bundled payment
 Global payment
 Package pricing, or Packaged pricing,


Is defined as the reimbursement
of health care providers (such as
hospitals and physicians) "on the
basis of expected costs for clinicallydefined episodes of care."

Beneficiary Choice








Beneficiaries can always choose to receive
care from providers not participating in
the BPCI initiative.

Evaluation and Monitoring




Beneficiaries retain their full original
Medicare benefits.
The initiative does not restrict the ability
of beneficiaries to access care from
participating or non-participating
providers.
The care redesign efforts are expected to
improve quality of care while lowering the
cost of care to Medicare.

http://innovation.cms.gov/Files/reports/BPCI-EvalRpt1.pdf





CMS is actively monitoring the quality of
the care beneficiaries receive.
CMS is analyzing quality information
available from claims and quality
reporting from the Awardees, as well as
surveys and patient assessment tools to
assess care experience and health
outcomes.
CMS’ monitoring effort aims to identify
quality improvements, including process
improvements, changes in outcomes, and
reductions in expenditures, and to detect
inappropriate practices including care
stinting, patient selection to maximize
financial gain, and cost shifting.
Participants are required to comply with
and participate in Evaluation and
Monitoring activities and data collection
efforts.

Model 1

Model 2

Model 3

Episode

All DRGs; all
acute patients

Selected
DRGs;
Selected DRGs; Selected DRGs;
hospital plus post-acute
hospital plus
post-acute
period only
readmissions
period

Services
included in
the bundle

All nonhospice Part
All nonA and B
hospice Part A
All Part A
services
and B services
services paid as during the
during the
part of the MS- initial
post-acute
inpatient stay,
DRG payment
period and
post-acute
readmissions
period and
readmissions

All non-hospice
Part A and B
services
(including the
hospital and
physician) during
initial inpatient
stay and
readmissions

Payment

Retrospective

Prospective

Retrospective Retrospective

Model 4













25 to 30 percent of hospital procedures
are wasteful without improving the quality
of care
Unlike fee-for-service, bundled payment
discourages unnecessary care, encourages
coordination across providers, and
potentially improves quality.
Unlike capitation, bundled payment does
not penalize providers for caring for sicker
patients.
Considering the advantages and
disadvantages of fee-for-service, pay for
performance, bundled payment for
episodes of care, and global payment such
as capitation,
Researchers from the Rand
Corporation estimated that "national health
care spending could be reduced by 5.4%
between 2010 and 2019" if the
PROMETHEUS model for bundled payment
for selected conditions and procedures
were widely used.
This figure was higher than for seven other
possible methods of reducing national
health expenditures.









In addition, RAND found that bundled
payments would decrease financial risk to
consumers and would decrease waste.]
Bundling payment provides additional
advantages to providers and patients alike,
through removing inefficiency and
redundancy from patient-care protocols;
e.g. duplicate testing, delivering
unnecessary care, and failing to adequately
provide postoperative care.
This method of payment can also provide
transparency for consumers by fixing
pricing and publishing cost and outcomes
data. Patients would be able to choose a
provider based on a comparison of real
data, not word of mouth.
Bundled payments may also encourage
economies of scale - especially if providers
agree to use a single product or type of
medical supply - as hospitals or integrated
health systems can often negotiate better
prices if they purchase supplies in bulk.











The scientific evidence in support of it has
been described as "scant”



It does not discourage unnecessary episodes
of care, for example, physicians might
hospitalize some patients unnecessarily.

Providers may seek to maximize profit by
avoiding patients for whom reimbursement
may be inadequate (e.g., patients who do not
take their drugs as prescribed), by
overstating the severity of an illness, by
giving the lowest level of service possible, by
not diagnosing complications of a treatment
before the end date of the bundled payment,
or by delaying post-hospital care until after
the end date of the bundled payment.
Hospitals may seek to maximize profit by
limiting access to specialists during an
inpatient stay.

Because one provider may outsource part of
the care of a patient to other providers, it
may be difficult to assign financial
accountability for a given bundled payment.












There is an administrative and operational
burden, for example in establishing fair
compensation rates. Small sample sizes
and incomplete data may cause difficulties
in calculation of proper rates for bundled
payments.[
If rates are set too high, providers may
provide unnecessary services; if rates are
set too low, providers may experience
financial difficulties or may provide
inadequate care.
Some types of illnesses may not fall neatly
into "episodes."
It is possible that one patient may have
multiple bundles that overlap each other.
Academic health centers, which emphasize
research, teaching, and new technologies,
may be disadvantaged by the payment
scheme.
Providers risk large losses, for example if a
patient experiences a catastrophic event.
A complex "reinsurance mechanism" may
be needed to convince providers to accept
bundled payments.







The 21st Century Cures Act, a $6.3
billion landmark piece of legislation
that will accelerate the discovery,
development, and delivery of new
cures and treatments, and provide
new funding for the National
Institutes of Health and Food and
Drug Administration
“The Act” was signed into law by
President Obama on December 13,
2016.
President Obama in his weekly
address on December 3, 2016, said

“it (21st Century Cures) is an
opportunity to save lives, and an
opportunity we just can’t miss.”
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On December 7, 2016, Congress
passed the 21st Century Cures Act
(the “Act”).
The Act began as a proposal to
increase funding to the National
Institutes of Health (“NIH”) and
streamline the Food and Drug
Administration’s (“FDA”) drug and
device review process.
However, soon after the 2016
election, the Act turned into a
major health care bill.







One of the ‘minor’ provisions in
the Act is worth noting because it
portends major changes in how
Medicare reimburses providers for
services.
House Speaker Paul Ryan (R-WI)
has proposed the adoption of
broader site-neutral
reimbursement methodologies.
Site-neutral payment
methodologies require the
Medicare program to reimburse
providers or suppliers for services,
supplies, or drugs without regard
to whether services were provided
in an inpatient hospital, outpatient
facility, or physician’s office







HOPDs that satisfy the mid-build
requirement are exempt from siteneutral payments for covered
HOPD services furnished in 2018
and later years.
To qualify, hospitals must submit
a provider-based attestation for
the HOPD, include the HOPD on
their Medicare enrollment form,
and submit a written certification
stating that, before November 2,
2015, the hospital had a binding
written agreement with an outside
party to construct the HOPD.
.







CMS must receive the providerbased attestation and mid-build
certification no later than 60 days
after the enactment of the Act
Medicare will exempt some cancer
hospitals from Section 603 siteneutral payment.
Off-campus cancer HOPDs must
submit a provider-based
attestation to CMS to receive the
exemption.



Starting in 2019, during the
first three months of any year,
individuals eligible for MA may
change a previous election to
receive benefits through
original Medicare or an MA
plan and elect coverage under
Part D.






Starting in 2021, individuals
with end-stage renal disease
(“ESRD”) may enroll in any MA
plan.

The Act calls for adjustments
to the ESRD risk adjustment
model by directing CMS to take
into account the total number
of diseases, multiple years of
data, and dual eligibility
status.
The Act also partially limits
CMS’s ability to terminate MA
plans based solely on
minimum quality ratings.









Requires CMS to develop HCPCS versions
for MS-DRG codes that are similar to ICD10-PCS by January 1, 2 2018;
CMS is required to do this for at least ten
surgical MS-DRGs (Section 15001);
Reduces inpatient prospective payment
system payments by not applying
documentation and coding adjustments
authorized in the Medicare Access and
CHIP Reauthorization Act for 2018
(Section 15005);
Requires CMS to revise the “Welcome to
Medicare” package to contain information
about MA and Part D drug coverage
(Section 17003)









Requires CMS to consider socioeconomic
factors when determining hospital
payment adjustments under the Hospital
Readmissions Reduction Program
beginning in 2019 (Section 15002);
Exempts services provided within
ambulatory surgery centers from the
Meaningful Use and Merit-Based Incentive
Payment System requirements for
electronic health records (Section 16003);
Extends the Rural Community Hospital
Demonstration Program for five years and
allows additional facilities to participate
(Section 15003); and
Modifies beneficiary assignment for
accountable care organizations
participating in the Medicare Shared
Savings Program to reflect primary care
services furnished in federally qualified
health centers and rural health clinics
(Section 17007).









Legislation creates Laws
Laws drive policy
Policy drives Medical Practice and how
Doctors are paid
It is IMPERATIVE that we INFLUENCE our
Legislators
NMA must continue to be a resource for
(Local, State, Federal)Legislators to inform on
issues that affect the practice of medicine and
patient care

