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Center for Payment Reform -- Summary of Senate Finance Committee Policy Options

Description of Policy Options: Transforming the Health Care Delivery System:
Proposals to Improve Patient Care and Reduce Health Care Costs
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Overall Themes

· Broad spectrum changes to move payments for all providers and in all settings to incorporate quality

· No sector-wide cuts; modest intra-sector redistributions

· Some expanded payments for primary and care coordination services, including non-MDs

· Links payment to quality in multiple sectors: collecting, reporting; adjusting payments

· Significant expansion of CMS demo authority, subject to budget neutrality

· Substantial support for infrastructure to promote quality (HIT; performance measurement; comparative effectiveness)

· Significant move to workforce planning and strategy

· Implements three-year SGR “fix,” but keeps structure in place for long-term and silent on financing 

Section 1: Payment Reform – Improving Quality and Promoting Primary Care

· Hospital Value-based Purchasing – Transition from the RHQDAPU program to the CMS Hospital VBP plan; pay hospitals differentially based on quality performance beginning in 2012 with a substantial increase in bonus payments generated through reducing Medicare IPPS payments to participating hospitals 

· Home Health and SNF VBP Plan Development – Secretary must develop VBP plans for implementation in these settings by 2011 and 2012, respectively

· PQRI Improvements – Includes several changes to the program: new participation option for physicians related to certification practice assessment programs; appeals process for providers not qualifying for incentive payments; more timely feedback to physicians; and changes to PQRI incentive payment methodology

· Several PQRI-related options are intended to increase provider participation in the program, including: 

· A 2% penalty for providers who fail to participate successfully in 2012 and 2013

· Secretary’s ability to increase the penalty by 1 percentage point per year until 85% of eligible professionals are enrolled in the PQRI

· Transparency in Imaging Self Referrals – Amend in-office ancillary services prohibition under Stark to require physician disclosure of financial interest in certain imaging services

· Adherence to Appropriateness Criteria for Imaging Services – Secretary must work with national standards organizations to designate appropriateness criteria and related measures by 2010, and develop a related education and confidential feedback program for implementation in 2011

· In 2013 payment to physicians would vary according to adherence to appropriateness criteria

· IRF and LTC Hospital Quality Reporting – Establish quality measures and reporting programs for IRF and LTC hospitals 

· Primary Care – Pay at least 5% bonus over fee schedule amount to providers that furnish at least 60% of their services in specified ambulatory settings, and for general surgeons practices in newly defined rural general surgeon scarcity areas.  Payments budget neutral or funded from unidentified source.

· Pay for Transitional Care Activities – Reimburse physicians for certain care management activities perform by nurse care managers  

· Payments would be only for beneficiaries discharged within previous 6 months for DRG related to CHF, COPD, CAD, asthma, diabetes, or depression.

Section 2: Long-Term Payment Reform – Fostering Care Coordination and Provider Collaboration

· Chronic Care Management – Establish CMS Chronic Care Management Innovation Center to test and disseminate payment innovations that foster patient-centered care for high-cost, chronically ill patients.  Allows wide scale implementation if demonstrated effective by Office of the Actuary 

· Hospital Readmissions and Post-Acute Bundling Policy – Starting in 2013, hospitals with readmissions above 75th percentile for selected conditions would be subject withhold equal to 20% of the MS-DRG payment 

· Bundling Policy – Beginning in 2015, bundle acute IPPS hospital services and post-acute services (i.e., home health, SNF, rehab, and LTC hospital service) 

· Bundled payments calculated at inpatient MS-DRG + PAC costs

· Bundled payment also would include expected or planned readmissions within 30 day post-acute timeframe; No additional payments made to hospital for readmissions during this time

· Medicare will not make separate payment to PAC providers for care initiated in this 30-day window

· Sustainable Growth Rate 

· Option 1: Update fee schedule by 1% in 2010 and 2011 and by 0% in 2012.  Revert to current law (6% reduction) for 2013

· Option 2: Same schedule for 2010-2010.  In 2013, a floor or -3% goes into effect.  Beginning in 2014, updates for localities with 2-year average FFS growth rates at or greater than 110% of national average would have 
-6% floor.

· Medicare Shared Savings Programs (i.e. Accountable Care Organizations) – Beginning in 2012, allow groups of providers who voluntarily meet quality thresholds to share in cost savings they achieve for Medicare

· Extension and Expansion of Medicare Health Care Quality Demo – Permanently authorize Section 646, with modifications to include multi-payer projects and grant pilot authority

Section 3: Healthcare Infrastructure Investments/Tools to Support Delivery System Reform

· Health IT – Consider expanding eligibility for EHR Medicare incentives to include NPs and PAs; explore additional incentives for providers not included in ARRA incentives through Medicare and Medicaid 

· Improving Quality Measurement – Secretary required to work with other stakeholders, including NQF, to strengthen and improve quality measurement process and public reporting 

· Comparative Effectiveness Research – Consider options to establish permanent framework for setting priorities for and conducting CER studies

· Options include funding HHS though appropriations, as done through ARRA, or establishing private non-profit institute 

· Considering options for establishing methodological standards for CER, a process for transparency and public input, and patient safeguards related to use of CER in reimbursement and coverage decisions

· Physician Payment Sunshine – Require manufacturers of drugs, devices, or supplies that remunerate physicians to report such transactions to HHS Secretary annually; Require physicians to report ownership and investment interest in manufacturer or group purchasing organization 

· Physician-owned Hospitals – Eliminate “whole hospital” and rural exceptions to general ban on self-referral; Create new “grandfathering” exception for hospitals with physician ownership and Medicare provider agreement in effect on July 1, 2009, with new terms and requirements.

· Nursing Home Transparency – Several options under consideration, including:

· Require disclosure of ownership

· Report expenditures for wages and benefits for direct care staff on cost reports

· Establish a 2-year pilot for an independent monitor program to oversee large interstate and intrastate SNF and nursing home chains

· Establish demonstration programs on culture change and use of IT to improve resident care

· Workforce Options
· Redistribute unused residency training slots to encourage increased training, particularly for primary care and general surgery 

· Promote flexibility for residency training programs

· Make competitive awards for demos to provide disadvantaged parents with opportunities to train for healthcare occupations  

· Establish national health work force commission
Section 4: Medicare Advantage – Promoting Quality, Efficiency, and Chronic Care Management

· Establish P4P in MA Plans​ – Tie portion of payment to MA plans to performance on quality measures  
· Develop More Efficient Payment Structure – Considering 2 options
· Modify current benchmarks using either blended benchmark rate or reducing and phasing down benchmarks
· Set benchmarks based on plans’ bids, either though competitive bidding process as outlined in President’s Budget, or competitive bidding with bonus payments
· Pay for Chronic Care Management – Bonus payment for effective management of chronic care, based on plan activities and performance targets 
· Simplify Extra Benefits​ – Consider reducing the amount and variation of extra benefits 
 
Section 5: Public Program Integrity – Combating Fraud, Waste, and Abuse

· Provider Screening – Secretary will determine level of screening and risk assessment for provider eligibility 

· Data Base Creation and Data Matching – Require CMS to establish new comprehensive “One PI” database to expand existing program integrity data sources and expand data sharing and matching across federal programs 

· Provider Compliance and Penalties – Require Medicare and Medicaid providers to implement compliance programs as a condition of participation; CMS will be granted flexibility for enforcement.

· Program Integrity Funding and Reporting Requirements – Increase Health Care Fraud and Abuse Control funding to allow HHS and DOJ to engage in more integrity activities  
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