MEMORANDUM

To:

American Society of Transplant Surgeons MACRA Task Force

From:

Diane Millman
Rebecca Burke

Subject:

MIPS/APM Proposed Rule: Summary and Impact on Transplant Surgeons

Date:

May 16, 2016

______________________________________________________________________
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Reauthorization Act of 2015 (MACRA), the same law that repealed the sustainable growth rate (SGR)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. Comments are due on June 27, 2016.
This memorandum is our initial take on the proposal. It focuses on those aspects of the proposed
rule which may impact transplant surgeons. This is a complex rule and this memorandum does not purport
to address every possible issue. If you have questions that are not addressed below, please let us know and
we will attempt to provide answers.
I.

MIPS
A.

Financial Impact

Unless a clinician 1 is excluded from MIPS (see discussion below), s/he will receive a MIPS
composite score that will determine whether s/he will receive an incentive payment or a negative
adjustment. 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.
B.

Impact on Transplant Surgeons

The CMS impact tables do not address transplant surgeons specifically but do include projected
impact data for general surgery and a number of surgical subspecialties. For example, CMS estimates that
the impact of the proposal on general surgeons will be in line with the impact on clinicians generally: Of
the 20,387 general surgeons expected to participate in MIPS, an estimated 54.2% are projected to receive
1

Clinician is the term used by CMS in the proposed rule to refer to both physicians and non-physician
practitioners subject to MIPS.
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positive adjustments and an estimated 45.5% are projected to receive negative adjustments. The aggregate
negative payment adjustment is projected at -$24 million and the aggregate positive payment adjustment is
projected to reach +$35 million. These estimates are based on the specialty’s historic participation in
PQRS, Maintenance of Certification, Meaningful Use, and the Value Modifier program.
Obviously, the fewer Medicare patients a transplant surgeon has, the less the impact. However,
even if the financial impact were insignificant, MIPS scores will be posted on the Physician Compare
website which could be a cause for concern for those with poor MIPS scores.
C.

Exclusion from MIPS

CMS estimates that about 5090 general surgeons will be excluded from MIPS. 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 advanced alternative payment model (AAPM).
D.

MIPS Quality Component

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 transplant
surgeons 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. The measures set forth at Attachment
A may be of particular interest to transplant surgeons; however, we would suggest that the complete
measure set be reviewed to determine whether there are additional quality measures that transplant surgeons
may be in a position to report.
E.

MIPS Advancing Care Information (Meaningful Use of EHR) Component

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 in this regard that CMS is proposing to exempt “hospital-based MIPS eligible
clinician(s)” from the Advancing Care Information requirements. Under the proposal, this term is defined as
any clinical who furnishes 90 percent or more of his or her covered professional services in sites of service
identified in the codes used in the HIPAA standard transaction as an inpatient hospital or emergency room
setting in the year preceding the performance period (ie 2016, for the 2019 MIPS payment year). It is
possible, if not likely, that many ASTS members may qualify for an exemption from this MIPS component
as “hospital-based MIPS eligible clinician(s).”
F.

Clinical Practice Improvement Component
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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%, and it is anticipated that most ASTS members will fall into
this category. Because the law requires CMS to give special consideration to the circumstances of small
practices in establishing MIPS requirements, small practices could achieve a score of 100% by engaging in
two CPIAs that are medium or high weighted. A number of the clinical practice improvement activities that
may be relevant to ASTS members is included at Attachment B; in addition, it may be appropriate for the
Task Force to review the list of proposed CPIAs to determine whether others are also relevant.
G.

Cost/Resource Use Component

This component is worth 10% of the composite score and attempts to measure efficiency and cost
of care based on 40 episode-specific measures, a 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 designates postdischarge period for certain hospitalizations). Significantly, however, to receive a score on a 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 receive a score for the resource use component of MIPS. There are no transplantspecific episodes listed in the proposed rule, and the MSPB measure likewise does not focus on transplant
admissions. For this reason, it is likely that this measure will not be applicable to transplant surgeons who
participate in MIPS individually. For those that do not meet the threshold, CMS will reweight the category
to zero and adjust the other three MIPS performance scores.
II.

AAPMs

Significant participation in an AAPM will allow clinicians to be exempt from MIPS and to receive
an automatic 5% bonus payment from Medicare through 2024 and, beginning in 2026, these physicians will
receive a higher fee schedule update every year compared to those who do not qualify. However, CMS has
established extremely tight proposed criteria for AAPMs, such that many of the demonstrations that CMS
itself has designed would not qualify; in fact, the provisions defining AAPM requirements are among the
most controversial in the proposed rule. Basically, only clinicians associated with fully capitated Medicare
Shared Savings Programs and “Next Generation” ACOs will even potentially qualify.
It is of interest, however, that CMS is proposing that End Stage Renal Disease Comprehensive Care
Organizations’ (ESCOs) that take on down side risk (i.e. those operated by large dialysis organizations)
would qualify as AAPMs under the proposed rule. These ESCOs have a strong incentive not to refer
relatively healthy dialysis patients for transplantation, and to refer only those who consume relatively high
health care resources (e.g. those who undergo frequent hospitalization). While there are only a handful of
ESCOs that take on down side risk now, the proposed rule’s designation of these entities as potential
AAPMs suggests that the agency is planning to expand the demonstration program and provide strong
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financial incentives for dialysis facilities, renal physicians and others caring for ESRD patients to
participate. Broad participation may pose a significant threat to transplantation.
IV.

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 30day period to preview data before it is posted on the website.
V.

Summary and Bottom Line

Virtually all ASTS members will be paid under MIPS in 2019, based on 2017 performance. Only
those members associated with ACOs that take capitation are carry substantial “down side” financial risk
will have the potential to qualify for the APM “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), and the MIPS requirements will
be less stringent than those currently imposed under these programs insofar as the only six (as opposed to
the current PQRS requirement of nine) quality measures will be required under MIPS. Participation in
quality reporting will be the single most important factor in transplant surgeons’ score under MIPS. It
appears likely that many transplant surgeons may qualify for “hospital-based” exemption from the
“Advancing Care Information” (currently MU requirements) under MIPS, and it is unclear whether and to
what extent transplant surgeons will receive a score under the Cost/Resource component of the program,
since transplant episodes are not currently on the list of episodes that CMS plans to track for the purposes of
this cost measure. It appears that due to the significant quality and cost coordination activities that
transplant surgeon routinely engage in, transplant surgeons likely will not have significant difficulty in
getting a relatively high score under the “Clinical Practice Improvement Activity” component of MIPS.
We would suggest that the Task Force review the quality measures set forth in the Proposed Rule
and the Clinical Practice Improvement Activities to determine with greater specificity which of these are
likely to be relevant for transplant surgeons. We hope that this memorandum provides a basis for further
discussion and analysis.
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Perioperative Care: Selection of Prophylactic
Antibiotic – First OR Second Generation
Cephalosporin: Percentage of surgical patients
aged 18 years and older undergoing procedures
with the indications for a first OR second
generation cephalosporin prophylactic antibiotic,
who had an order for a first OR second generation
cephalosporin for antimicrobial prophylaxis.

Measure Steward

CMS
E-Measure ID

NQF/
PQRS

MIPS ID Number

Attachment A: Quality Measures of Potential Interest

American
Medical
AssociationPhysician
Consortium
for
Performance
Improvemen
t/ National
Committee
for Quality
Assurance

ASTS
May 16, 2016
Page 6

ASTS
May 16, 2016
Page 7

Attachment B: Potentially Relevant Clinical Practice Improvement Activities
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