
U.S. Congress Passes Budget Deal 

On October 30, the Bipartisan Budget Act of 2015 (H.R. 1314) passed the Congress 
and was sent to President Obama to be signed into law. The measure will reduce a 
scheduled Medicare Part B premium hike and extend the debt ceiling until March 
15, 2017. 

The bill also includes a provision that would create a new definition of off-campus 
outpatient departments. The provision stipulates that new "provider-based (PBD) 
off-campus hospital outpatient departments (HOPDs)" would not be eligible for 
reimbursements from CMS' Outpatient Prospective Payment System (PPS), but 
would continue to be eligible for reimbursements from either the Ambulatory 
Surgical Center (ASC PPS) or the Medicare Physician Fee Schedule (PFS). 

The Congressional Budget Office (CBO) estimates the bill would result in a $75.6 
billion net decrease in direct spending and revenue over a decade. Specific to 
healthcare, CBO projects the bill would reduce direct spending by $6.2 billion and 
reduce revenues by $12.2 billion over the next 10 years. 

To view the CBO score, click here. 

To view the legislative language, click here. 

To view the bill's section-by-section summary, click here. 
 

CMS Issues RFI on New Medicare Physician Payment Mechanisms 

On September 28, the Centers for Medicare & Medicaid Services (CMS) published 
a request for information (RFI) in the Federal Register, asking the public to 
comment on new Medicare physician payment mechanisms established in 
MACRA, CMS is currently seeking comments on the implementation of the Merit-
Based Incentive Payment System (MIPS) as well as policy considerations related to 
physician participation in alternative payment models (APMs) and the 
development of physician-focused payment models. 

CMS has identified a number of areas for stakeholders to comment on, including: 

1. MIPS EP Identifier and Exclusions 

2. Virtual Groups 

3. Quality Performance Categories 

4. Resource Use Performance Categories 

5. Clinical Practice Improvement Activities Performance Category 

6. Meaningful Use of Certified EHR Technology Performance Category 

7. Other Measures 

8. Development of Performance Standards 

9. MIPS Composite Performance Score and Performance Threshold 

10. Flexibility in Weighting Performance Categories 

11. Public Reporting 

12. Feedback Reports 
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https://www.cbo.gov/sites/default/files/114th-congress-2015-2016/costestimate/hr1314.pdf
http://docs.house.gov/billsthisweek/20151026/BILLS-114hr-PIH-BUDGET.pdf
http://docs.house.gov/meetings/RU/RU00/CPRT-114-RU00-D001.pdf


Stakeholders have until November 17 to submit comments on the RFI on merit-based physician payments, an 
extension of 15 days, according to a Medicare notice released October 15. 

CMS granted an extension due to concerns from stakeholders over their ability to submit comments before the 
original November 2 deadline. 

To view CMS' RFI, click here. 

To view the RFI extension, click here. 
 

GAO Names Advisory Committee on Physician Payment Models 

On October 9, the Government Accountability Office (GAO) announced the first appointments to the Physician-
Focused Payment Model Technical Advisory Committee. The Medicare Access and CHIP Reauthorization Act of 
2015 established this committee to provide comments and recommendations to the Secretary of Health and 
Human Services on physician payment models, giving the Comptroller General responsibility for appointing the 
committee's 11 members. 

The committee members include: 

¶ Jeffrey Bailet, MD, is an otolaryngologist (ear, nose, and throat specialist) and President of the Aurora 
Health Care Medical Group, a multi-specialty medical group consisting of 1,700 physicians and 800 advanced 
practice clinicians staffing more than 150 clinics and 15 hospitals across eastern Wisconsin and northern 
Illinois. 

¶ Robert Berenson, MD, is an Institute Fellow at the Urban Institute, in Washington, D.C. He also serves as a 
Board Member of Catalyst for Payment Reform and Health Connect ACO, and is a member of the Wellpoint 
Physician Advisory Council. He previously served as a commissioner on the Medicare Payment Advisory 
Commission. 

¶ Paul Casale, MD, MPH, is an interventional cardiologist and Chief of Cardiology at Lancaster General Health, 
a 630-bed community hospital in Lancaster, Pennsylvania. He is a Clinical Professor of Medicine at the Temple 
University School of Medicine and Senior Scholar in the Department of Health Policy at Sidney Kimmel 
Medical College at Thomas Jefferson University. 

¶ Tim Ferris, MD, practices primary care internal medicine at Massachusetts General Hospital in Boston, 
Massachusetts. He is also the Senior Vice President for Population Health Management at Partners 
HealthCare, a non-profit hospital and physicians' network that includes Brigham and Women's Hospital and 
Massachusetts General Hospital. 

¶ Rhonda M. Medows, MD, is Executive Vice President of Population Health at Providence Health & Services, 
a health system providing clinical and hospital care in Alaska, California, Montana, Oregon, and Washington, 
and providing commercial insurance coverage in Oregon. Dr. Medows has served on multiple advisory and 
technical expert panels for the National Committee for Quality Assurance, the National Quality Forum, 
Medicare Star Ratings Work Groups, and the Chief Medical Officer Committee of America's Health Insurance 
Plans. 

¶ Harold D. Miller is President and CEO of the Center for Healthcare Quality and Payment Reform, a national 
policy center that develops and encourages implementation of national, state, and local strategies for 
improving the quality and reducing the cost of healthcare. 

¶ Elizabeth Mitchell is President and CEO of the Network for Regional Healthcare Improvement in Portland, 
Maine, which is comprised of more than 35 Regional Health Improvement Collaboratives—nonprofit, multi-
stakeholder organizations working with stakeholders to improve health care quality and reduce costs across 
the United States. 
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¶ Len Nichols, PhD, is Director of the Center for Health Policy Research and Ethics and a Professor of Health 
Policy at George Mason University, in Fairfax, Virginia. He is the Principal Investigator on an evaluation of 
CareFirst's Patient-Centered Medical Home Program, and is also directing other projects on payment reform 
and disparities, efficiency, and population health. 

¶ Kavita Patel, MD, is a doctor of internal medicine practicing at Sibley Memorial Hospital in Washington, D.C. 
and a Nonresident Senior Fellow at the Brookings Institution—a think-tank that provides research and policy 
recommendations and analysis on a range of public policy issues, including healthcare. She previously served 
as Director of Policy for the White House Office of Intergovernmental Affairs and Public Engagement and 
Deputy Staff Director for Health for Senator Edward M. Kennedy. 

¶ Bruce Steinwald, MBA, is a consultant in Washington, D.C., with expertise in health economics, health 
policy and financing, and Medicare payment issues. Prior positions include Director for Health Care Issues at 
GAO, Senior Fellow at the National Health Policy Forum, Vice President of Covance Health Economics and 
Outcomes Services Inc., and Deputy Director of the Prospective Payment Assessment Commission. 

¶ Grace Terrell, MD, MMM, is a doctor of internal medicine and the President and CEO of Cornerstone Health 
Care, a multi-specialty group of more than 375 physicians and advanced practice providers providing care in 
central North Carolina. She also serves as President and CEO of CHESS, a population health management 
company that focuses on helping health systems transition to value-based medicine. 

 
To read the GAO press statement, click here. 
 

MedPAC Meeting Focuses on Alternative Payment Models 

The Medicare Payment Advisory Commission (MedPAC) met on October 8 and 9, during which part of the 
discussion focused on Alternative Payment Models (APMs) and the Merit-Based Incentive Payment System (MIPS). 

The Medicare Access and CHIP Reauthorization Act of 2015 (MACRA) calls for incentive payments to clinicians from 
2019 to 2024 who qualify as participating in an eligible APMs. The bill also establishes the separate MIPS for 
clinicians who do not meet the eligible APM threshold. 

In a presentation to the Commission, MedPAC staff offered an overview of MACRA's APM key provisions under 
which clinicians can receive incentive payments if they qualify by participating in an "eligible" APM: 

¶ Additional payments of 5% per year from 2019 to 2024 

¶ Higher update in 2026 and later 

¶ Excluded from MIPS 
 
Three specific options presented for APMs by MedPAC were APMs responsible for 1) spending its clinicians bill; 2) 
spending within a bundle; or 3) all of a beneficiary's A and B spending. 

MedPAC staff also offered a hypothetical APM model based on the Accountable Care Organization (ACO) model, 
under which they suggest the APM would: 

¶ Be at risk for total spending (Part A and Part B) 

¶ Have sufficient numbers to detect changes in spending or quality 

¶ Have ability to share savings with beneficiaries 

¶ Be given regulatory relief 

¶ Have a single entity to assume risk 
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MedPAC further suggested each beneficiary would participate in one APM each year. Also, the hypothetical model 
allows each clinician to participate in one APM per year, however this could vary based on specialty. 

Specific to the MIPS model, the MedPAC staff raised specific concerns including: 

¶ MIPS will likely use some measures from Physician Quality Reporting System (PQRS) and add more factors 

¶ PQRS weighted towards process measures 

¶ Overbuilt system would add to burden on providers and CMS 

¶ APMs have comparable quality measures to MIPS, which could preclude use a more meaningful approach. 
 
To view the MedPAC presentation, click here. 
 

New Study Shows Physician-Hospital Integration Increases Outpatient Care Costs 

A new W!a! LƴǘŜǊƴŀƭ aŜŘƛŎƛƴŜ study concludes that financial integration between physicians and hospitals is 
associated with higher spending on outpatient care. 

The authors of "Association of Financial Integration Between Physicians and Hospitals With Commercial Health 
Care Prices," examined the relationship between increases in physician-hospital integration and changes in 
spending for both outpatient and inpatient services. 

The JAMA study finds: 

¶ During the study period, markets with greater increases in physician-hospital integration experiences greater 
increases in outpatient spending, however physician-hospital integration was not associated with higher 
inpatient prices. 

¶ Increased outpatient spending was almost entirely related to increases in care costs opposed to increased 
utilization. 

¶ The differential in cost of a physician office visit with an independent physician vs. a physician integrated with 
a hospital was, on average, larger for a commercially insured patient than a Medicare patient. 

 
The researchers analyzed data from commercial and Medicare plans from January 1, 2008, through December 31, 
2012, in 240 metropolitan statistical areas (MSAs). Adjustments were made for patient, plan, and market 
characteristics, including physician, hospital, and insurer market concentration. 

To view the study abstract, click here. 
 

HHS Issues Rules on Electronic Health Records 

On October 6, the Centers for Medicare & Medicaid Services (CMS) and Office of the National Coordinator for 
Health Information Technology (ONC) released the final rule with comment period for the Medicare and Medicaid 
Electronic Health Records (EHRs) Incentive Programs and the final rule for the 2015 Edition Health IT Certification 
Criteria (2015 Edition). 

For the EHR Incentive Programs in 2015 through 2017, major provisions include: 

¶ 10 objectives for eligible professionals including one public health reporting objective, down from 18 total 
objectives in prior stages. 
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¶ 9 objectives for eligible hospitals and critical access hospitals (CAHs) including one public health reporting 
objective, down from 20 total objectives in prior stages. 

¶ Clinical Quality Measures (CQM) reporting for both eligible professionals (EPs) and eligible hospitals/CAHs 
remains as previously finalized. 

 
For Stage 3 of the EHR Incentive Programs in 2017 and subsequent years, major provisions include: 

¶ 8 objectives for eligible professionals, eligible hospitals, and CAHs: In Stage 3, more than 60 percent of the 
proposed measures require interoperability, up from 33 percent in Stage 2. 

¶ Public health reporting with flexible options for measure selection. 

¶ CQM reporting aligned with the CMS quality reporting programs. 

¶ Finalize the use of application program interfaces (APIs) that enable the development of new functionalities to 
build bridges across systems and provide increased data access. This will help patients have unprecedented 
access to their own health records, empowering individuals to make key health decisions. 

 
CMS announced a 60-day public comment period to gather additional feedback about the EHR Incentive Programs, 
particularly the Medicare Access and CHIP Reauthorization Act of 2015 (MACRA), which established the Merit-
based Incentive Payment System and consolidates certain aspects of a number of quality measurement and 
federal incentive programs into one more efficient framework. CMS will use the feedback to inform future policy 
developments for the EHR Incentive Programs. 

The 2015 Edition final rule establishes health IT certification criteria that support patient care, patient participation 
in care delivery, and electronic exchange of interoperable health information. The final rule includes provisions for 
more rigorous testing of health IT exchange capabilities, establishing explicit requirements for in-the-field 
surveillance and transparency of health IT, and making granular information about certified health IT publicly 
available through an open data certified health IT product list (CHPL). 

Highlights of the final rule include: 

¶ Interoperability: Improves interoperability by adopting new and updated vocabulary and content standards 
for the structured recording and exchange of health information, including a Common Clinical Data Set 
composed primarily of data expressed using adopted standards; and rigorously testing an identified content 
exchange standard (Consolidated Clinical Document Architecture (C-CDA)); 

¶ Accessibility and Exchange of Data: Facilitates the accessibility and exchange of data by including enhanced 
data export, transitions of care, and application programming interface (API) capabilities in the 2015 Edition 
Base Electronic Health Record (EHR) definition; 

¶ Health IT Across the Care Continuum: Establishes a framework that makes the Office of the National 
Coordinator (ONC) for Health IT Certification Program open and accessible to more types of health IT, 
including health IT that supports a variety of care and practice settings, various HHS programs, and public and 
private interests; 

¶ EHR Incentive Program Requirements: Supports the Centers for Medicare & Medicaid Services' (CMS) 
Medicare and Medicaid EHR Incentive Programs (EHR Incentive Programs) through the adoption of a set of 
certification criteria that align with proposals for Stage 3; 

¶ Health Disparities: Addresses health disparities by providing certification to standards for more granular 
capture of race and ethnicity; for the collection of sexual orientation, gender identity, social, psychological, 
and behavioral data; for the exchange of sensitive health information (Data Segmentation for Privacy); and for 
the accessibility of health IT; 

¶ Privacy and Security: Ensures all health IT presented for certification possess the relevant privacy and 
security capabilities; 

¶ Patient Safety: Improves patient safety by applying enhanced user-centered design principles to health IT, 
enhancing patient matching, requiring relevant patient information to be exchanged (e.g., Unique Device 
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Identifiers), improving the surveillance of certified health IT, and making more information about certified 
products publicly available and accessible; 

¶ Reliability and Transparency: Increases the reliability and transparency of certified health IT through 
surveillance and disclosure requirements; and 

¶ Flexibility and Innovation: Provides health IT developers with more flexibility, opportunities, and time for 
the innovative, usability-focused development and certification of health IT. 

 
To view the CMS and ONC fact sheet, click here. 
 

Congress Passes Continuing Resolution to Avert Government Shutdown 

On September 30, the President signed a temporary funding bill known as a continuing resolution to advert a 
government shutdown and fund the federal government through December 11. The measure passed the Senate 
by a vote of 78-20 and the House by a vote of 277-151. 

The legislation provides funding at an annual rate of $1.017 trillion, which is in line with the spending limit 
established by the Budget Control Act for fiscal year 2016. 

To view a summary of FY2016 Continuing Resolution, click here. 

To view the bill summary, click here. 

To view the CR legislation, click here. 
 

U.S. House Sends Reconciliation Bill to Senate 

The U.S. House of Representatives passed the Restoring Americans' Healthcare Freedom Reconciliation Act (H.R. 
3762) on October 23 by a vote of 240 to 189. The reconciliation package has been sent to the U.S. Senate for 
consideration. Reconciliation allows a measure to advance through the Senate with a simple majority rather than 
the usual 60-vote requirement. 

According to the Congressional Budget Office (CBO) and the staff of the Joint Committee on Taxation (JCT), 
enacting H.R. 3762 would decrease deficits by an estimated $130 billion over the 2016-2025 period. The 2016-
2025 total consists of $77 billion in on-budget savings and $53 billion in off-budget savings. 

To view the CBO score, click here. 

To view the House Republican bill summary, click here. 

To view the bill language, click here. 
 

ϝϝϝϝϝ 
 

¢ƘŜ ƛƴŦƻǊƳŀǝƻƴ ǇǊƻǾƛŘŜŘ ƛƴ ǘƘƛǎ ƴŜǿǎƭŜǧŜǊ ƛǎ ǘƻ ōŜ ǳǎŜŘ ƻƴƭȅ ǘƻ ŜŘǳŎŀǘŜ ŎƭƛŜƴǘǎ ƻƴ ƘŜŀƭǘƘ ŎŀǊŜ ǊŜƭŀǘŜŘ ƴŜǿǎ ŀƴŘ 
ŀŎǝƻƴǎ ŦǊƻƳ ǘƘŜ CŜŘŜǊŀƭ DƻǾŜǊƴƳŜƴǘΦ LƴŦƻǊƳŀǝƻƴ ƛƴ ǘƘƛǎ ƴŜǿǎƭŜǧŜǊ ƛǎ ƴƻǘ ƛƴǘŜƴŘŜŘ ǘƻ ǇǊƻǾƛŘŜ ƛƴǾŜǎǘƳŜƴǘΣ ŬƴŀƴŎƛŀƭΣ 
ƭŜƎŀƭΣ ƳŜŘƛŎŀƭ ƻǊ ǘŀȄ ŀŘǾƛŎŜ ŀƴŘ ǎƘƻǳƭŘ ƴƻǘ ōŜ ǊŜƭƛŜŘ ǳǇƻƴ ƛƴ ǘƘŀǘ ǊŜƎŀǊŘΦ [ƛōŜǊǘȅ tŀǊǘƴŜǊǎ DǊƻǳǇΣ [[/ ŘƛǎŎƭŀƛƳǎ ŀƴȅ 
ŀƴŘ ŀƭƭ ǊŜǎǇƻƴǎƛōƛƭƛǘȅ ŦƻǊ ŘŜŎƛǎƛƻƴǎ ƳŀŘŜ ƻǊ ŀŎǝƻƴǎ ǘŀƪŜƴ ōŀǎŜŘ ƻƴ ǘƘŜ ƛƴŦƻǊƳŀǝƻƴ ŎƻƴǘŀƛƴŜŘ ƛƴ ǘƘƛǎ ƴŜǿǎƭŜǧŜǊΦ 
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