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While the attention of most physician organizations has been on imple-
mentation of the Merit-based Incentive Payment System (MIPS), it is
possible that this program may soon be radically altered or discarded
through Congressional action. In its March report to Congress, the influ-
ential Medicare Payment Advisory Commission (MedPAC) has taken a
strong stance that MIPS should be repealed as soon as possible. The
primary goal of the MIPS program, as often stated by the Department of
Health and Human Services (HHS), is to move physicians out of the fee
for service program and into organizations that coordinate care with the
expectation of lowered healthcare expenditures. MedPAC first signaled
its concern with the structure of this program in its June 2017, report to
Congress when it concluded:

MIPS as presently designed is unlikely to help beneficiaries choose cli-
nicians, help clinicians change practice patterns to improve value, or
help the Medicare program reward clinicians based on value.

While raising this concern, the Commission made no specific recom-
mendations but indicated that they would continue to study the issue.
Following their October 2017 meeting, the Commission released a
statement recommending Congress eliminate the MIPS payment track
from the Quality Payment Program with recommendations for a replace-
ment to follow.

The March 2018 MedPAC Report to Congress

In this latest report, MedPAC issued a strong statement formally recom-
mending that Congress repeal the Merit-based Incentive Payment Sys-
tem track.

There is growing consensus that the problems with MIPS are so funda-
mental that a different approach is required. MIPS will fail to improve
patient care, even as it generates substantial administrative burdens.

MIPS is premised on the assumption that Medicare can measure and
pay for high quality at the level of the individual clinician, and that as-
sumption leads to a fundamentally unworkable program.
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Requiring clinicians to report annually multiple measures to CMS is burdensome, complex, and expensive.
For 2017 (the first year of reporting under MIPS), CMS estimates that the cost for providers to comply with
MIPS was more than $1.3 billion. MIPS will continue imposing additional compliance costs moving forward
(for example, CMS estimates that MIPS will require approximately $700 million in reporting costs in 2018).
In other words, clinicians will spend well over half a billion dollars to comply with MIPS each year, without
any clear impact on their quality of care. This is time and money that could be better devoted to patient
care.

The Contrary Opinion

While many agree that MIPS is flawed, some, including the American Medical Association, the American
Hospital Association, and the Alliance of Specialty Medicine, have said that the program can be fixed and
that it should be kept because providers and health systems have already invested considerable resources
to prepare for it. These organizations would like Congress to give CMS the authority to slow down the full
phase in of the MIPS and use the time to find ways to reduce the reporting burden and improve risk adjust-
ment of the benchmarks.

While the organizations cited above are currently lobbying for maintaining the MIPS program with certain
alterations, MedPAC has not been alone in its concerns. There have been several scholarly articles report-
ing on the failure of pay for performance programs to have a beneficial effect on the quality of care or
spending on care. The most recent article by Roberts and colleagues, published in the February issue of
the Annals of Internal Medicine concluded:

In summary, we found low-strength, contradictory evidence that P4P programs could improve processes of
care, but we found no clear evidence to suggest that they improve patient outcomes.

The MedPAC Recommendation

In its March Report to the Congress, MedPAC has made a compelling argument that the MIPS is unfixable
and should be replaced. The Commission believes that MIPS cannot succeed in meeting the goal of reliably
measuring and rewarding individual clinician quality, in part because it is based on predecessor Medicare
clinician incentive systems and measures that did not work in the past and are not likely to work in the
future.

Specifically, MedPAC has stated:

1) The design is at odds with the fact that quality outcomes for patients— the principal objective of any val-
ue-improvement program—are determined primarily through the combined
efforts of many providers rather than by the actions of any one clinician.

2) MIPS scores are not comparable among clinicians because each clinician’s composite MIPS score will
reflect a mix of different, self-chosen, measures.

3) MIPS is complex and inequitable, with different rules for clinicians depending on location, practice size,
and other factors, and it exempts more clinicians than will participate.

4) MIPS-based payment adjustments will be small in the first years, providing little incentive, and then arbi-
trary and possibly very large in the later years, creating significant financial uncertainty for clinicians.

The Commission has recommended a new approach focusing on population-based outcomes instead of
individual clinician process measures designated as a Voluntary Value Program (VVP). This program would
encourage clinicians to self-organize into groups that collectively assume responsibility for their patients’
outcomes.

The proposed Voluntary Value Program is based on the premise that patient outcomes rely on the com-
bined contributions of clinicians and emphasizes that quality improvement is a collective effort. The recom-
mendation is to measure groups of clinicians on a small set of population-based metrics that are important
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to the program and its beneficiaries and can be measured reliably. Clini-
cal measures would include avoidable admissions, ER visits and read-
missions. Patient experience would include the ability to receive care and
communicate concerns, and value would be based on factors such as the
Medicare Spending per Beneficiary (MSPB) measure. Clinicians would
no longer need to report quality data to Medicare because all measures
would be calculated by CMS from claims and surveys, thereby reducing a
significant time burden.

Many clinicians are already in group arrangements that could meet the
definition of a voluntary group such as: clinicians affiliated with hospitals
or health systems, independent practice associations, local medical soci-
eties, large multi-specialty practices, and accountable care organizations
(ACOs). Forty percent of clinicians are presently in practices with hospital
or health system affiliation. For the remainder, CMS could provide
assistance by identifying practices with whom a physician shares
patients. The formation of and administrative process for voluntary groups
would build on the work CMS has done to develop virtual groups for the
Merit-based Incentive Payment System, which allows groups of clinicians
without a formal financial arrangement to elect to be measured as a

group.

Funding for the program and the incentive to join a group would come
from a recommended two percent withhold on Medicare payments to
physicians participating in Medicare. Physicians that join a group would
be eligible recoup the withhold through value payments; those that do
nothing would lose the withheld amount. This is similar to the withhold
applied to hospital payments to fund the Hospital Value Based Payment
program. The actual amount of each years withhold would be determined
by The Secretary of Health and Human Services.

The Influence of MedPAC

Clearly the current environment is different from 2011 when MedPAC
called for repeal of the Sustainable Growth Rate formula. The lack of sup-
port from the various medical associations will certainly influence the de-
liberations in Congress. In addition, with a closely divided Senate and up-
coming midterm elections little legislation is likely to pass in 2018. It is
important note, however, that Congress never meant for MIPS to be a
permanent program but rather a lever to move physicians into alternate
payment programs such as the replacement recommended by MedPAC
and that may not happen as fast as policy makers wish. In fact, in one of
his first major speeches as Secretary of Health and Human Services,
Alex Azar indicated his opinion that movement to value-based payment
needs to accelerate dramatically.

In the last decade, the market for clinician services has trended toward
consolidation, however, fee-for-service billing remains the primary reim-
bursement for services. On average, nearly 71 percent of overall practice
revenue came from fee-for-service payments in 2016. Furthermore, while
some practices will face onerous financial penalties under MIPS, current
data suggests that more than half of clinicians will be exempt from that
program, based on the low-volume threshold that exempts providers who
bill for $90,000 or less in Medicare claims or see 200 or fewer Medicare
patients. Slowing the implementation of MIPS as requested by the AMA
and AHA will certainly not incentivize practices to join Accountable Care
Organizations or Advanced Alternate Payment Mechanisms. The
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important metric that will be followed by policy makers will be Medicare Part B expenditures and if
this continues to rise lawmakers may be prodded into action. As we saw with the repeal of the
SGR, Congress can act quickly when it feels financial pressure. In the meantime, it has been sug-
gested that CMS use its Innovation Center (CMMI) to try out the MedPAC proposal as quickly as
possible.

PRODUCT AND TECHNOLOGY NEWsS!

NAMDRC is providing this space to our benefactors and patrons who provide us with infor-
mation about new products and innovations related to pulmonary medicine. NAMDRC re-
serves the right to edit this copy as appropriate.

Genentech, a NAMDRC Industry Advisory Committee mem-
ber, has submitted an Esbriet article entitled “We won’t back
down from IPF. Help preserve more lung function. Reduce
lung function decline.” This article continues on the next
three pages.
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NAMDRC Membership Benefits AT A GLANCE...

e Monthly publication of the Washington Watchline, providing timely information for practicing
physicians;

e Publication of Current Controversies focusing on one specific Pulmonary/Critical Care Issue in each
publication;

e Regulatory updates;

e Discounted Annual Meeting registration fees;

e The Executive Office Staff as a resource on a wide range of clinical and management issues; and

e The knowledge that NAMDRC is an advocate for you and your profession.

https://www.namdrc.org/content/issue-advocacy

One of NAMDRC's primary reasons for existence is to provide both clinicians and patients with the most
up-to-date information regarding pulmonary medicine. Bookmark this page!

The complexity of our nation’s health care system in general, and Medicare in particular, create a true chal-
lenge for physicians and their office staffs. One of NAMDRC's key strengths is to offer assistance on a myri-
ad of coding, coverage and payment issues.

In fact, NAMDRC members indicate that their #1 reason for belonging to and continuing membership in
the Association is its voice before regulatory agencies and legislators. That effective voice is translated into
providing members with timely information, identifying important Federal Register announcements, perti-
nent statements and notices by the Centers for Medicare and Medicaid Services, the Durable Medical
Equipment Regional Carriers, and local medical review policies.

ABOUT NAMDRC:

Established over three decades ago, the National Association for Medical Direction of Respiratory Care
(NAMDRC) is a national organization of physicians whose mission is to educate its members and address
regulatory, legislative and payment issues that relate to the delivery of healthcare to patients with respirato-
ry disorders.

NAMDRC members, all physicians, work in close to 2,000 hospitals nationwide, primarily in respiratory
care departments and critical/intensive care units. They also have responsibilities for sleep labs,
management of blood gas laboratories, pulmonary rehabilitation services, and other respiratory related
services.


https://www.namdrc.org/content/issue-advocacy
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NAMDRC

NEW MEMBERSHIP OPPORTUNITIES WITH NAMDRC
INSTITUTIONAL MEMBERSHIPS

NAMDRC is restructuring its membership opportunities to more accurately reflect how physicians practice medicine, ac-
knowledging that genuine “private practice” is nowhere near as prevalent today as it was even five years ago. Physicians
are now employees of hospitals and medical systems.

To improve our communication with you and hospital based colleagues, we are revamping our dues structure, with individ-
ual/small practice remaining basically the same as it is today. We are renaming our group practice options into two specif-
ic categories:

Institutional Membership/Gold for institutions that identify at least seven physicians, but no more than 20 physi-

cians as members of NAMDRC. Every identified physician will receive our monthly newsletter, the Washington
Watchline, and the institution will receive two half price registrations for our Annual Conference at the standard
member rate.

Institutional Membership/Platinum for institutions that identify at least 21, but no more than 50 physicians as mem-
bers of NAMDRC. Every identified physician will receive our monthly newsletter, the Washington Watchline, and
the institution will receive four half price registrations for our Annual Conference at the standard member rate.

Small Group Practice (1-6 physicians)  $295 for renewal

$395 for new member (includes one-time $75 initiation fee.

Gold Institutional Membership $1750
(7-20 physicians)

Platinum Institutional Membership $2500
(21 - 50 physicians)

If you are based at a particular institution, we believe this is an excellent way to bring NAMDRC and its benefits to the at-
tention of many of your colleagues. And the aggregate cost, per membership, drops dramatically under these new mem-
bership categories.

RENEW NOW!

JOIN NOW!

Go to www.namdrc.org and join and/or renew your membership online.



http://www.namdrc.org
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