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In case you hadn’t noticed . . . 



Kaiser Poll: March 2016













HDHP and Out of Network Providers



HDHPs: What do we know?
• In next 3 years: 44% of employers will offer 

only HDHPs
• 1/2014: 17.4m people enrolled in these plans 

(up 74% from 2010)
• Broad lack of consumer understanding 
• Increased cost sharing may challenge disease 

management programs

Source: “Trouble Ahead for High Deductible Health Plans,” by Ifrad Islam, October 7, 2015, 
http://healthaffairs.org/blog/2015/10/07/trouble-ahead-for-high-deductible-health-plans/



Addressing Out-of-Network Providers
In Obama Budget proposal:
• Protect patients from having to pay unexpected 

fees to out-of-network providers.  Requires:
• Hospitals to take reasonable steps to match 

patients with physicians who are in their 
health plan’s network

• Physicians who regularly provide services in 
hospitals to accept in-network rates



States and Out-of-Network Providers

Source: http://www.rwjf.org/content/dam/farm/reports/issue_briefs/2015/rwjf420966,  Balance Billing: How Are States Protecting Consumers From 
Unexpected Charges, by Hoadley, et al

http://www.rwjf.org/content/dam/farm/reports/issue_briefs/2015/rwjf420966


A few regulatory and other issues



HOPD Legislation
• Applies to HOPDs more than 250 yards from 

main campus that haven’t billed under OPPS 
as of 11/2/2015

• Exception for a dedicated ED
• For remote HOPDs as of 1/1/2017: bill under 

MPFS or ASC
• Look for proposed regulations in 2017 OPPS
• Legislative efforts to revise



HOPD Issues for 2017 OPPS
• Relocation of HOPD should not be penalized
• Merger or acquisition should not result in loss 

of ability to bill as an HOPD
• Exemption for items and services furnished in 

dedicated ED should extend to all services 
provided, even those that are non-ED services

• Expansion of services should continue to be 
billed under OPPS

• Fee schedule billing should be at practice 
expense non-facility rate 



Proposed Part B Drug Model
No earlier than 60 days after final 
rule

No earlier than January 2017

Control: 106% ASP 106% ASP
106% ASP + value-based purchasing 
tools

102.5% ASP + $16.80 flat rate per 
day per drug payment

102% ASP + $16.80
102% ASP + 16.80 + value-based
purchasing tools



Opioids: The Role of Medical Schools

White House AAMC



A Quick MACRA Refresher



MIPS APMs

The Road to MACRA



Potential
Reductions 2015 2016 2017 2018 2019 2020 2021 2022 & 

Beyond

Medicare EHR 
Incentive

-1.0% or
-2.0%c

-2.0% -3.0% Up to
-4.0%d

-- -- -- --

PQRS -1.5% -2.0% -2.0% -2.0% -- -- -- --

Value-modifier (Max
reduction)b

-1.0% -2.0% -4.0% -4.0% -- -- -- --

MIPS -- -- -- -- -4.0% -5.0% -7.0% -9.0%

Total Possible 
Reduction

-4.5% -6% -9% -10% -4% -5% -7% -9%

c Penalty increases to 2% if EP is subject to 2014 eRx penalty and Medicare EHR Incentive. 
d AFTER 2017, the penalty increases by 1 percent per year (to a max of 5%) if min 75% of EPs are not participating; otherwise max is 3%

Timeline: How Much Payment Is At Risk? 



What are the MIPS Performance 
Categories?

Resource 
Use Quality CEHRT CPIA Composite 

Score



MIPS Composite Performance Score 
(scoring scale 0-100)

• Meaningful use weight can decrease to 15% and be redistributed if EHR adoption 
reaches 75%. If Secretary determines an EP does not have enough measures, then 
CMS may change weight distribution.

• As a Medical Home participant, you can receive the highest score in CPIA. 

Performance threshold will be established based on the mean or median of the 
composite performance scores during a prior period.



MIPS PAYMENT ADJUSTMENT

Maximum 
Negative 

Adjustment

Sliding Scale 
Negative 

Adjustment

Sliding Scale Positive 
Adjustment

0 25% 
of 
performance 
threshold

100

Performance 
Threshold 
(mean or median-
TBD by CMS)

0 adjustment

Composite 
Score

0



Not All APMS Qualify Under MACRA

Term
Alternative Payment 
Model (APM)

• Model under CMMI (except innovation awards)
• MSSP ACO
• CMS demonstration projects
• Demonstration required under law

Eligible APM Entity Entity that meets the following requirements:
• Use of CEHRT AND 
• Payment is based on quality measures comparable to MIPS

And
• Entity bears risk in excess of a nominal amount OR
• Is a medical home expanded under section 1115A(c) or 

comparable medical home under Medicaid program
Qualifying APM 
Participant

Eligible professional who has a certain % of their patients or payments 
through an eligible APM. Beginning in 2021, payment may be Medicare or 
all-payer. 

Partial Qualifying APM 
Participant

Eligible professional who participates in an eligible APM, but meets a 
lower threshold



Qualifying APM Participants

Clinicians who participate 
in the most advanced 
APMs may be determined 
to be qualifying APM 
participants (“QPs”). 
The QPs: 
• Are not subject to 

MIPS 
• Receive 5% lump sum 

bonus payments for 
years 2019-2024 

• Receive a higher fee 
schedule update for 
2026 and onward 



Physician Options for 2019 

Qualifying APM Participant

• Significant participation in 
APM (25% Medicare 
payments/patients)

• Eligible for 5% bonuses 
(2019-2024) paid in a lump 
sum

• Higher update starting 
2026 (.75%)

• Avoid MIPS

Partial Qualifying APM

• Slightly lower threshold for 
participation (20% 
Medicare 
payments/patients)

• No APM incentive 
payments

• Lower annual updates
• Can avoid MIPS or choose 

to participate in MIPs; if 
participate in MIPs are 
considered to be a MIPS 
EP and may be subject to 
payment adjustment

• Starting 2026: .25% 
update 

MIPS

• EPs for first 2 years: 
physician, PA, NP, CNS, 
and CRNA

• 3rd year onwards: 
additional EPs may qualify 
as per the Secretary 
discretion 

• If exceptional performance, 
eligible for bonus from 
$500M pool (2019-2024)

• Starting 2026: .25% 
update

• Potential payment 
adjustment



What Can You Do Now?



Preparing for MACRA: It Takes a Village
Get your team together. Succeeding under 
MACRA is a multi-disciplinary effort that requires 
physician leadership and individuals with at least
the following skills:
• Finance 
• Contracting 
• IT 
• Quality 
• Compliance   



Get your hospital partner involved!
This isn’t just an EP issue:
 Does the hospital/health system employ physicians?
 If clinical income is reduced, how widely will the impact be 

felt?
 Are you part of a health system?
 What’s the funds flow between the hospital and medical 

school/practice plan?
 What if Medicare isn’t a big player in your payer mix? 
 Are you seeing a movement toward bundled payments 

across payers? 



Getting Started
 Understand how your physicians, NPs, etc. perform on: 

MU, PQRS,VM
 What types of clinical improvement activities do you do?
 Understand options for your primary care physicians
 Look at  your specialists—what are their options? Are 

their specialty societies developing APM models?
 Are you participating in any APMs that might qualify? 
 Are you participating in any  medical homes that meet 

CMMI definition or might be Medicaid equivalent?
 Monitor what CMS is doing; provide feedback; work with 

AAMC
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