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The Impact of ACOs on MIPS
Payment Opportunities
by Lynn Barr, MPH, and LeeAnn Hastings, J.D., MPH
nlike existing programs that modify Medicare Physician Fee Schedule
payments, the new Merit-Based Incentive Payment System (MIPS) places the
performance of each clinician on a curve, and adjusts their Part B payments
based on their position in the distribution compared to others.
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In 2019, the first payment year, MIPS will take approximately $199 million from
eligible clinicians below the performance threshold and redistribute those funds to
providers above the performance threshold. Eventually, the redistributed dollars will
be equivalent to 9% of Medicare physician payments. In addition, for the first five
years, $500 million in supplemental funding will be awarded. During this time,
supplemental adjustments could add 10% to the maximum positive payment
adjustment, or up to three times the maximum penalty.
Taking into account the Centers for Medicare & Medicaid Services (CMS) scaling
factor and exceptional performance bonus, a top-performing practice could theoretically earn up to a 25% payment adjustment in the 2018 performance year. To
predict payments and potential bonuses under MIPS, clinicians must know both their
performance score and estimate the score of the rest of the providers in their pool.
Forty percent of eligible clinicians are expected to be participants in Track 1
Medicare Shared Savings Program Accountable Care Organizations (MIPS-ACOs).
MIPS-ACOs have special scoring standards that will cause most other MIPS-eligible
clinicians to receive lower adjustments in comparison.
Clinicians in the MIPS Pool
The MIPS pool is comprised of eligible clinicians who are not excluded from the
program because of low volume or participation in a Qualifying Advanced Payment
Model. All other clinicians are in the MIPS pool, including clinicians that participate in
risk-free Track 1 ACOs.
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Community Hospitals Are Ideally Positioned to Take
Advantage of Value Transition
by Tim Putnam, DHA, FACHE, and Nikki King, MSHA
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eginning in the early 1990s, the surgical profession underwent a major evolution. Minimally invasive surgical
procedures were replacing the open procedures of the previous century. Typically, major surgical innovations
would occur in academic medical centers and filter down into local community hospitals. This particular revolution,
however, sparked a unique reverse migration from community hospitals to academic medical centers.
Advanced techniques were developed in research centers, but their biggest benefits were routinely performed elsewhere.
Surgical procedures, such as cholecystectomies/gallbladder removals were a more frequent occurrence in community
hospitals than tertiary or quaternary hospitals. It was not long before general surgeons performing these procedures began
to see the clear benefits for their patients.
As a result, many surgeons in smaller hospitals elected to participate in the intensive training necessary to perform these
procedures laparoscopically. These minimally invasive surgeries were adopted as the standard in community hospitals
sooner than they were in major medical centers. The frequency of the procedure and quick adaptability of hospital staffs, in
addition to the clear benefit for patients, helped make this procedure routine at many community hospitals.
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