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Summaries 
Session 1:  Site-neutral Payments for Select Conditions Treated in Inpatient 
Rehabilitation Facilities and Skilled Nursing Facilities 

Background 
Staff explored preliminary issues with site-neutral payments between inpatient rehabilitation facilities 
(IRF) and skilled nursing facilities (SNF) for conditions that are treated in both settings. 

Key Points 
Although services furnished in IRFs and SNFs differ, there is considerable overlap in the way patients 
are treated for some conditions. To illustrate the issues raised by site-neutral payments, three 
conditions were selected: patients recovering from strokes, major joint replacement and hip and femur 
procedures. Various characteristics of the patients treated in both settings were examined and select 
outcomes were assessed to determine whether the patients are similar. 

Session 2:  Next Steps in Measuring Quality across Medicare’s Delivery 
Systems 

Background 
Over the last 10 years, Congress has authorized and CMS has implemented several quality reporting 
and pay-for-performance (value-based purchasing) initiatives for health care providers and plans under 
the three main components of the Medicare program: fee-for-service (FFS) Medicare, Medicare 
Advantage (MA) plans and Medicare Accountable Care Organizations (ACOs). 

Recently, the Commission and other experts have become concerned about the rapid growth in the 
size, cost, complexity and potential unintended consequences of Medicare’s quality measurement 
enterprise, particularly in FFS Medicare. At the Commission’s November 2013 meeting, 
Commissioners discussed these concerns and the feasibility of using a small set of population-based 
quality measures to compare quality across the three main components of Medicare. 

Key Points 
Staff presented a revised description of a potential population-based outcomes approach for measuring 
quality across FFS Medicare, MA and ACOs. Results of analyses of potentially inappropriate use of 
outpatient imaging services and repeat testing were also discussed. 
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Session 3:  Developing Payment Policy to Promote Use of Services Based on 
Clinical Evidence 

Background 
The Medicare program faces enormous challenges with financial sustainability. Policymakers are 
looking for ways to use Medicare’s resources more efficiently. A potential policy direction is to base 
fee-for service (FFS) payment rates on comparative clinical effectiveness information. 

Key Points 
Staff discussed the potential of improving the value of Medicare spending by linking FFS payment 
policies to the comparative clinical effectiveness of health care services. 

Session 4:  Per-beneficiary Payment for Primary Care 

Background 
With the aim of bolstering primary care, the Commission made a recommendation in 2008 for a 
primary care bonus. The Patient Protection and Affordable Care Act of 2010 created such a bonus 
program, which expires at the end of 2015.  

Key Points 
Staff presented options for Commissioners to consider with regard to payments for primary care. 

Session 5:  Synchronizing Medicare Benchmarks Across Payment Models 

Background 
There are different payment models available in Medicare, including the traditional fee-for-service 
(FFS), accountable care organizations (ACOs) and Medicare Advantage (MA). The Commission has 
been thinking about how those models relate to one another and how they should be synchronized. 

Key Points 
Staff reviewed current payment rules for different Medicare options and explored the implications of 
financial neutrality across payment models. 

Session 6:  Improving Risk Adjustment in the Medicare Program 

Background 
CMS uses the CMS hierarchical condition category (CMS–HCC) model to risk adjust capitated 
payments in the Medicare Advantage (MA) program in order to reflect the expected costliness (risk) of 
plan enrollees. The CMS–HCC model has been shown to perform better than previous risk adjusters 
that CMS has used. Nevertheless, the CMS–HCC model substantially underpredicts the costliness of 
the highest-cost beneficiaries and overpredicts the costliness of the lowest-cost beneficiaries. 

Key Points 
At the meeting, options were presented to suggest ways for improving how well the CMS–HCC model 
predicts the costliness of high-cost beneficiaries. 


