
IMPLEMENTATION OF NEW MEDICARE QUALITY PAYMENT PROGRAM IN 2019:  WHAT IT WILL MEAN TO YOU IN 2017
______________________________________________________________________

CMS has released its proposed rule implementing the Merit-Based Incentive Payment System (MIPS) and the Alternative Payment Models (APMs).  These new payment systems, now being referred to by CMS as the “Quality Payment Program,” are required by the Medicare Access and CHIP Reauthorization Act of 2015 (MACRA), the same law that repealed the sustainable growth rate (SGR) methodology.  The proposed rule is almost 1,000 pages, but there is a shorter summary available on the CMS website.  This article focuses on those aspects of the proposed rule which may impact echocardiographers specifically and cardiologists generally. 
Many physician associations are deeply disappointed with the proposed rule’s failure to implement in a meaningful way those provisions of  MACRA that were intended to move physicians from fee-for-service to pay-for-value payment systems. Under MACRA, significant participation in an Advanced Alternative Payment Model (AAPM) would allow clinicians to be exempt from MIPS (described below); to receive 5% bonuses from 2019 through 2026 and to receive increased fee updates beginning in 2026.   However, CMS is proposing extremely tight proposed criteria for AAPMs, such that many of the demonstrations that CMS itself has designed would not qualify.  The provisions that narrowly define AAPMs are among the most controversial in the proposed rule. 
Basically, under the proposed rule, only ASE members who derive substantial practice revenue from the relatively few ACOs that accept down-side risk (either through capitated or other arrangements) ACOs will even potentially qualify.  The other advanced APMs proposed by CMS relate primarily to primary care and to niche specialty ACOs that take down-side risk (e.g. ESRD and oncology-related ACOs).  In short, virtually all ASE members and other physicians are likely to be stuck in MIPS for the foreseeable future, unless the proposed rule is changed significantly when it is finalized. 
MIPS:  Will Cardiologists in Large Groups Be the Big Winners? 
CMS estimates that about 5,488 cardiologists will be excluded from MIPS.
Unless a physician is excluded from MIPS, s/he will receive a MIPS composite score that will determine whether s/he will receive an incentive payment or a negative adjustment in 2019 and thereafter.  By law, the program must be budget neutral, so reductions in payment for those who score poorly will fund the incentives of those who score highly.  During the first year, the maximum downward adjustment is 4%, rising to 9% by 2022.  MIPS payment adjustments begin in 2019 based on performance during 2017.  A clinician can receive an individual score or a group score. CMS estimates that 54.1% of clinicians will receive a positive adjustment during the first year and 45.4% will receive a negative adjustment.  
The CMS impact tables do not address echocardiography specifically but do include projected impact data for cardiology. Of the 29,176 cardiologists expected to participate, an estimated 62.15% are projected to receive positive adjustments and an estimated 37.5% are projected to receive negative adjustments. The aggregate negative payment adjustment is projected at -$35 million and the aggregate positive payment adjustment is projected to reach +$127 million.  These estimates are based on the specialty’s historic participation in PQRS, Maintenance of Certification, Meaningful Use, and the Value Modifier program and suggest that cardiology will do considerably better than most specialties.  
As proposed, the primary redistributive impact of the new system likely will not be to redistribute Medicare funds among specialties, but to decrease payments to smaller practices (0-9 physicians) and increase payments to large practices (especially those with 100 physicians or more).   Professional associations representing physicians who tend to practice in smaller groups are already starting lobbying campaigns to convince Congress to lean on CMS to change this feature of the proposal when the final rules are issued later this year. 
 New Term of Art:  “Non-Patient-Facing Physicians”
Of particular interest to ASE are those parts of the proposed rule that address the MIPS requirements for non-patient-facing physicians.  CMS is proposing to reduce the requirements under various of the MIPS categories for physicians who are classified as “non-patient-facing.”   In this regard, CMS is proposing to define a “non-patient-facing” MIPS eligible physician as: 
“an individual MIPS eligible clinician or group that bills 25 or fewer patient-facing encounters during a performance period.”
Non-patient-facing physicians have somewhat less onerous quality reporting requirements (i.e. a cross-cutting measure is not required); are required to report fewer Clinical Practice Improvement Activities (CPIAs) to score well on this component of MIPS; and are essentially exempt from the “advancing care improvement” (formerly  Electronic Health Record Meaningful Use (MU) requirements).  ASE is currently considering whether to support this definition and, if not, how “non-patient-facing physician” should be defined.
Measuring Quality under MIPS:  Déjà vu all over again
The most significant of the four MIPS components is “quality” which will account for 50% of the composite score in 2019.  Quality is measured through reporting of MIPS quality measures.  Since this MIPS category counts the most, it is important to make sure that there are sufficient measures for cardiologists generally and echocardiographers in particular, to report.
It should be helpful that CMS is proposing to decrease the number of measures required to be reported from the current PQRS requirement of nine measures to six, including at least one outcomes and (except for non-patient facing physicians), one “cross-cutting” measure. The following measures may be of particular interest to echocardiographers and those performing vascular ultrasound: 
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A wide array of cardiology measures are available for reporting under CMS’ proposal, and those echocardiographers who provide “patient-facing” services (such as, for example, clinic visits) may report these. ASE is closely reviewing the quality measures included in the proposed rule to determine whether or not there are sufficient measures for ASE members to report.   
Meaningful Use is Dead.  Long Live Meaningful Use
This component counts for 25% of the MIPS score.  The proposed rule purports to ease the MU requirements (now referred to as Advancing Care Information) by eliminating the all or nothing provision that caused many to be unable to attest; however, in order to get any credit under this category, a physician would have to meet a certain core set of requirements, which may continue to make it difficult for smaller practices to score well.  A more detailed summary of this aspect of MIPS can be found on the CMS website. It is significant, however, that the preamble to the proposed rule suggests that non-patient-facing physicians will be exempt from this MIPS category.   

In addition, a hardship exception may be available for physicians who do not have sufficient control over the electronic health records of the facilities where they practice.  CMS notes that if a MIPS eligible physician lacks control over the EHR technology in their practice locations, then the measures specified for the advancing care information performance category may not be available to them for reporting. To be eligible for a hardship donation on this basis, a physician would need to submit an application demonstrating that a majority (50 percent or more) of their outpatient encounters occur in locations where they have no control over the health IT decisions of the facility, and request their advancing care information performance category score be reweighted to zero (with the other categories being reweighted accordingly).  The availability of this hardship exemption may be of particular interest to those ASE members whose practices have been acquired by hospitals or who otherwise provide substantial patient care services in hospital outpatient settings where physicians have little say over electronic health record decisions or capabilities. 
A Smorgasbord of Clinical Practice Improvement Activities
Clinical Practice Improvement counts for 15% of the MIPS component score in 2019; however, its weight will increase over time. Clinicians must choose from among 90 “clinical practice improvement activities” (CPIAs) activities in areas of care coordination, population management, health equity, beneficiary engagement, patient safety, and others.  Participation in a patient centered medical home gives a physician full credit in this category, as does participation in an “advanced alternative payment model” (“AAPM”) discussed below.

Clinicians in groups of over 15 would have to perform two high-weighted CPIAs or three medium weighted CPIAs to achieve a score of 100%.  Because the law requires CMS to give special consideration to the circumstances of small practices and non-patient- facing physicians in establishing MIPS requirements, small practices and non-patient facing physicians could achieve a score of 100% by engaging in two CPIAs that are medium or high weighted.  A number of the CPIAs relate to participation in quality improvement programs, and ASE members practicing in accredited labs may wish to review the final CPIA list closely to determine whether any of the activities that they engage in to facilitate laboratory accreditation “count” as CPIAs. 
Measuring Resource Use
In 2019, this component will be worth 10% of the composite score; however, the weight of this category will increase to 30% over time.  This category attempts to measure efficiency and cost of care based on 40 episode-specific measures, the total per capita cost measure (a measure that takes into account all Part A and Part B costs of assigned beneficiaries) and the Medicare Spending Per Beneficiary (MSPB) measure (a measure taking into account the costs of inpatient admissions and a designated post-discharge period for certain hospitalizations). Significantly, however, to receive a score on an episode-based cost measure, at least 20 cases/patients must be attributed to the clinician for that measure, and it is anticipated that many physicians will not reach this threshold.  For those who do not meet the threshold, CMS will reweight the category to zero and adjust the other three MIPS performance scores. CMS indicates that it is not anticipated that non-patient- facing physicians will receive a score in this category.   

Public Report Cards:  The Physician Compare Website

By law, CMS is required to post individual MIPS eligible clinician and group performance information, including the clinician’s score under each MIPS performance category.  It is also required to report clinicians in AAPMs and the names of the AAPMS and their performance.  Clinicians will have a 30-day period to preview data before it is posted on the website. 
The Bottom Line
Virtually all ASE members will be paid under MIPS in 2019, based on 2017 performance.  Only those members associated with ACOs that take capitation or otherwise carry substantial “down side” financial risk will have the potential to qualify for the AAPM “track” and obtain the promised 5% bonus. 

MIPS will take the place of a number of the current “carrot and stick” CMS programs (PQRS, Value-Based Modifier, and Meaningful Use of Electronic Health Records).  MIPS requirements will be less stringent than those currently imposed under these programs insofar as only six (as opposed to the current PQRS requirement of nine) quality measures will be required under MIPS, and insofar as the proposed “Advancing Care Information” requirements are more flexible than the current Electronic Health Record MU requirements.   However, quality measures would be reportable for more patients under the new rules.  Also, under MIPS (unlike current programs) physicians will need to attest to a certain number of Clinical Practice Improvement Activities, and MIPS scores will take into account resource use.   
Non-patient-facing physicians generally will be exempt from the “advancing care information” (formerly MU) requirements;  may wind up without patients attributed to them for the purpose of the resource measurement component of MIPS; and will be subject to more lenient requirements with respect to Clinical Practice Improvement Activities.  
Over the next month, ASE will be developing comments on the proposed rule, focusing especially on the requirements for non-patient-facing physicians and on ensuring that ASE members have sufficient quality and Clinical Practice Improvement Activities to report in 2017 
� Clinicians with fewer than $10,000 in Medicare Allowed Claims and fewer than 100 Medicare patients for a given year are not subject to MIPS.  Medicare Advantage patients do not count toward these thresholds.  Another basis for exclusion is successful participation in an AAPM.
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