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Important to Remember
The information provided in this presentation is for

informational purposes only. Information is provided for
reference only and is not intended to provide
reimbursement or legal advice.
Laws, regulations, and policies concerning reimbursement
are complex and are updated frequently and should be
verified by the user. Please consult your legal counsel or
reimbursement specialist for any reimbursement or billing
questions.
You are responsible for ensuring that you appropriately and
correctly bill and code for any services for which you seek
payment. Oplinc does not guarantee the timeliness or
appropriateness of the information contained herein for
your particular use.
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Agenda
 Background of Sustainable Growth Rate
 SGR Repeal and Medicare Payment Modernization Act

of 2014 – in the House and Senate

 Other Legislation – President’s Proposed Budget
 Where We Are Now
 What You Need to Do Now
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Sustainable Growth Rate (SGR) Formula
 The SGR update methodology

was formulated to control
growth in Medicare spending
for physician services.

 If actual expenditures for a year

exceed the allowed or “target”
expenditures the update is
reduced for the following year.

 If the actual expenditures are

less than the allowed
expenditures the update for the
following year is increased.
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SGR Formula
 For more than a decade, the SGR formula has resulted

in a negative update and a scheduled reduction in
physician reimbursement rates.
 Every year since 2003, Congress has stepped in and
temporarily prevented the scheduled cuts.
 Only Congress has the authority to repeal the SGR
formula and while everyone agrees that the SGR
formula is no longer a valid methodology for setting
physician payment rates there has not been a
consensus on how to reform physician payment.
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Pending SGR Payment Cut = 24%
December 2013, Congress
passes bill that delays the SGR
cut to physician payments for 3
months.
This expires on April 1, 2014,
Congress must act again to
stop the 24% decrease to
physician payments.
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Bipartisan Agreement
The Medicare payment reform
package (S. 2000, HR 4015),

SGR

“The SGR Repeal and
Medicare Modernization
Act of 2014”,
was jointly released on Feb. 6
by the House Ways and
Means, House Energy and
Commerce, and Senate
Finance committees.

7

SGR Repeal and Medicare Payment
Modernization Act of 2014
 The Medicare payment reform legislation is widely

supported by practitioner organizations and patient
advocacy groups including:
•
•
•
•
•
•

The American Medical Association (AMA)
The American Society of Clinical Oncology (ASCO)
The American Society of Hematology (ASH)
The American Society for Radiation Oncology (ASTRO)
Community Oncology Alliance (COA)
The US Oncology Network

8

The SGR Repeal and Medicare
Modernization Act of 2014
 Repeals the SGR;

 Consolidates incentive programs under a new single

Merit-Based Incentive Payment System (MIPS);
 Stabilizes physician payments with an annual 0.5%
increase for 5 years;
 Provides a 5% incentive payment for physicians in
Alternative Payment Models;
 SGR would be replaced with new alternative payment
models such as accountable care organizations,
primary care medical homes, bundled payments, etc.
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Merit-Based Incentive Payment System
(MIPS)
 The legislation consolidates the three existing quality

programs, the Physician Quality Reporting System (PQRS),
the Value‐Based Modifier (VBM) and Meaningful Use of
Electronic Health Records (EHR) into the MIPS program.

 The penalties associated with the current programs would

sunset at the end of 2017, including the 2% penalty for
failure to report PQRS quality measures and the 3%
penalty for failure to meet EHR MU requirements.

 The MIPS provides incentives for providers who meet

performance thresholds, improve care for seniors, and
provide certainty for providers .
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MIPS
 Eligible professionals (EPs) participating in the MIPS

program, will receive a composite performance score
of 0‐100 based on their performance in each of the
four performance categories:

1. Quality;
2. Resource use;
3. Meaningful Use of EHRs; and
4. Clinical practice improvement activities.
Each EP’s composite score will be compared to a
performance threshold that consists of the mean or median
of the composite performance scores for all MIPS EPs
during a period prior to the performance period.
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Resource
Use

MIPS

Payment
Bonus %

Quality
Reporting
Composite
Score
0-100

Threshold

No bonus or
penalty

EHR
MU

Clinical
Improvement
Activities

Payment
Penalty %

Bonuses may be as high as 12% in 2018 and 27% by 2021
Penalties start at 4% in 2018 and reach 9% in 2021
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Inappropriate Use of Imaging

Starting in 2017, Medicare would only pay for diagnostic
imaging services that meet certain criteria, such as
appropriate-use criteria.
HHS will identify doctors who have low adherence to
appropriate-use criteria and, in 2020, will subject them
to prior authorization for applicable imaging services.
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Physician Compare
 HHS will publish utilization and payment data for

physicians on the Physician Compare website by July
1, 2015.
 Doctors will have a chance to review and correction
information prior to its publication.
 The bill states, "The website will indicate, where
appropriate, that information may not be
representative of the eligible professional's entire
patient population, variety of services furnished, or
the health conditions of the individuals treated."
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Stumbling Blocks to a Permanent Fix

1. How to cover the cost of the permanent SGR repeal.

2. How quality measures for the incentive payment

system and alternative payment model will be
developed.
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House Amends H.R. 4015
 On March 14, the House voted 238-181

to approve an SGR-repeal bill, which
included an amendment to delay
enforcement of the Affordable Care
Act’s (ACA) individual mandate for five
years.

 A report from the nonpartisan

Congressional Budget Office (CBO)
projected this would save the
government $170 billion over 10 years
and increase the U.S. uninsured
population by 13 million in 2018.
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The White House

The White House issued a statement prior to the House vote
stating that it would veto legislation tying the SGR repeal to
delaying enforcement of the individual mandate.
Senate Democratic leaders have refused to consider the
House bill.
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Senate Releases S 2110
 On March 11, Senator Ron Wyden

introduced, The Medicare SGR Repeal and

Beneficiary Access Improvement Act of
2014 , which includes the SGR repeal and

replacement ideas from S. 2000 and adds
funding for certain Medicare “extenders”
that are important to rural hospitals and
providers.
 The senate bill does not provide a
mechanism to pay for the SGR fix or the
extension of the expiring programs.
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Another SGR Patch?

During a press conference on Wednesday,
House Speaker John Boehner (R-Ohio) announced a
bipartisan, bicameral deal for another 12-month patch
was reached and should come to vote in the house on
Thursday, and then later in the Senate.
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AMA Opposed to Proposed Bill
“Facing another self-imposed deadline, the House of
Representatives is scheduled to vote Thursday on the “Protecting
Access to Medicare Act 2014,” which would enact the 17th
temporary “patch” to avert a 24 percent payment cut. Today, the
American Medical Association and other physician groups are
calling on House members to vote no on this legislation. Full repeal
of the sustainable growth rate formula is the answer to
strengthening the Medicare program, not another patch.”
Wed, Mar 26, 2014

Ardis Dee Hoven, M.D., President, American Medical Association

http://news.cision.com/american-medical-association/r/ama-statement-on-pending22
 .
vote-for-temporary-sgr-patch,c9558757
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Where Are We Now?
This morning the House passed the temporary SGR
patch, The Protecting Access to Medicare Act
2014, by voice vote. The bill includes:
• A 12-month patch for the SGR through March 2015 –
replacing it with a 0.5% increase through December
2014;
• An extension of the work GPCI floor until April 1, 2015;
• A 1-year delay in transition from ICD–9 to ICD–10 code
sets until October 2015.

The bill will now move to the Senate where it is
expected to be voted on tomorrow.
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ICD-10 Delay Opposed
The American Health Information Management Association (AHIMA) has
called on its members to contact members of Congress and ask for the
ICD-10 delay to be removed from the bill providing the following script:

Hello Representative XX/Senator XX, my name is XXX and I am a
concerned member in your district, as well as a healthcare professional. I
am calling to voice my opposition to the language in the SGR patch that
would delay ICD-10 implementation until October, 2015. CMS estimates
that a 1 year delay could cost between $1 billion to $6.6 billion. This is
approximately 10-30% of what has already been invested by providers,
payers, vendors and academic programs in your district. Without ICD-10,
the return on investment in EHRs and health data exchange will be greatly
diminished. I urge you, Representative XX/ Senator XX to oppose the ICD10 delay and let Speaker Boehner and Senate Majority Leader Reid know
that a delay in ICD-10 will substantially increase total implementation costs
in your district as well as delay the positive impact for patient care.
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http://fixmedicarenow.org/physician-action/

Other Congressional Bills

Wed. Dec. 10 - The Congressional Budget Conference Committee released its
budget agreement for fiscal years 2014 and 2015 – includes an extension of
Medicare sequestration cuts until 2023.
H.R. 1416
Cancer Patient Protection Act of 2013
Stops the sequester cut to cancer drugs and refunds previously withheld
reimbursement - 110 cosponsors
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Pressures on Medicare
 Medicare is a significant

federal expenditure

 Demands to decrease the

federal deficit means
increasing pressure to
reduce Medicare spending
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President’s Proposed 2015 Budget
 Would modify reimbursement of Part B drugs – estimated

to save $2.7 billion in 2015-2019

 The modification was not detailed but this is what was

proposed in 2014:

• Reduce payment for physician-administered Medicare Part B drugs
from 106% to 103% of average sales price (ASP).
• If a physician's cost for purchasing the drug exceeds 103% of ASP, the
drug manufacturer would be required to provide a rebate to ensure
that the provider's net cost to acquire the drug equals 103% of ASP
minus an overhead fee to be determined by the Secretary.
• The Secretary would be authorized to pay a portion of the entire
amount above ASP as a flat fee rather than a percentage in a budgetneutral manner.
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www.whitehouse.gov/omb/budget

President’s Proposed 2015 Budget
 Would exclude radiation therapy, therapy services,

advanced imaging, and anatomic pathology services
from the in-office ancillary services exception to the
prohibition against physician self-referrals (Stark law),
except in cases where a practice meets certain
accountability standards, as defined by the Secretary
effective for calendar year 2016 ($6 billion).
 Would expand the authority of the Centers for
Medicare & Medicaid Services (CMS) to require prior
authorization for all Medicare fee-for-service items,
and mandate prior authorization of advance imaging
services and power mobility devices ($90 million).
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www.whitehouse.gov/omb/budget

What Should You Do Now?
 Stay engaged and informed
 New payment approaches will require
providers to be able to measure and report
performance - participate in quality programs:
•
•
•

EHR Meaningful Use
PQRS
QOPI
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ION Solutions
Community Counts - Advocacy

www.ourcommunitycounts.org

33

ION Solutions
Community Counts – Practice Resources

www.ourcommunitycounts.org
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