
 

 

 

Comment on the Draft Review Process for Physician-Focused Payment Models 

To the Physician-Focused Payment Model Technical Advisory Committee,  PTAC@hhs.gov 

From Joanne Lynn, MD, Director, Center for Elder Care and Advanced Illness, Altarum Institute 

Joanne.Lynn@Altarum.org  

May 12, 2016 

To the PTAC: 

Thank you for the openness of the PTAC process and this opportunity to comment. 

The Bottom Line: PTAC should invest substantially in supporting the development of APMs that enable 

highly reliable and efficient care of frail, disabled, and ill elderly persons. The care we will have at that 

stage of life is quite deficient and overly invested in “rescue” medical treatments without 

comprehensive and coordinated services and without aligning with the elderly person’s goals and 

priorities. The clinical workforce is small, underfunded, without substantial analytic and modelling 

capabilities, at risk of being especially harshly treated in MIPS, and facing substantial challenges in 

constructing and proposing a highly effective APM.  In order to develop a strong proposal, this large 

patient population and the small number of clinicians focused on serving it will need more help than 

most. 

Qualifications: I have been serving seriously ill persons, mostly elderly and disabled, for 40 years. I was 

one of the first hospice physicians; I have served persons in home care, assisted living, nursing homes, 

hospice, and hospital; I have led studies in end of life care and projects in quality improvement (at 

RAND, George Washington University, and Dartmouth); I have contributed substantially to the 

development of quality measurement for these populations (at CMS); and now I lead elder care reform 

elements (as Director of the Center for Elder Care and Advanced Illness at Altarum Institute).  Our 

mission is to help the U.S. shape services and finances so that persons living with disabilities and 

illnesses associated with aging can live comfortably and meaningfully, at a cost that families and the 

society can sustain. I am writing on behalf of frail, disabled, and sick elderly persons and the clinicians 

who serve them.  I am writing without endorsement by any organization. 

Critical Elements of the Context:  

 The work of the PTAC concerns Medicare payment.  The population served by Medicare includes 

virtually all of the seriously disabled persons in the society, whether disabled early in life or late.  

Multi-payer initiatives are not very important, except to work with the Veterans Health System.  

Most over-65 Medicare beneficiaries have some chronic conditions, but they are not yet 

disabled or in bad health.  Expenses start to mount as age-related disabilities and illnesses arise 

and worsen.  For persons alive at 80 years old, nearly half of their lifetime expenditures still lie 

ahead.  It is the population of those living with advanced illnesses, disabilities, and frailty where 
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APMs will be critically important and very difficult to construct.  Still, 80% of persons in their last 

years of life are relying upon Medicare fee-for-service. 

 The costs and burdens of frailty, multiple chronic illnesses, and progressive disabilities fall most 

heavily on the last few years of life, and virtually all people in their last few years are now 

covered by Medicare.   

 Most practicing physicians care for a few such persons; but they often do it badly, with 

inappropriate medications, interventions, and costs and limited understanding of what the 

person and family need in order to live well in this time.   

 A few physicians focus on serving this population – in assisted living, home care, hospice, 

nursing homes, PACE, and office practice.    

 These geriatricians become skilled in developing care plans that are driven by the actual 

situation and priorities of the elderly person (and family).  They are skilled in managing and 

coordinating services arising from multiple health problems.  They know and use community 

services, complicated medications, and rehabilitation strategies.  They also mostly work in non-

hierarchical teams that bring to bear social work, psychological, legal, pharmaceutical, and 

coordination skills, alongside medical skills. 

 The clinical workforce for geriatrics is already very slim and is actually declining.  Completing a 

geriatrics training program after training in family medicine or internal medicine generally 

reduces one’s income by about 15%.  This happens in no other medical specialty. 

 The changes in medical care financing are creating some jobs in palliative care in hospitals and 

managed care, but these same changes are making it harder to sustain a business model in 

traditional Medicare fee-for-service, which is the payment scheme for most of the patients.   

 Quality metrics in Medicare do not address the major priorities of the elders living with frailty, 

disabilities, and advanced illness – indeed, many of the most prominent metrics are actually 

contrary to the interests of this population.  (Examples: 68 year old woman with advanced 

dementia still requires a mammogram; 80 year old man with heart failure and prostate cancer 

still has to be put on a beta blocker – or the physician’s quality measures will worsen.) 

 Many of our important clinical service sites (such as SNFs, NFs, home care, hospice, assisted 

living, and PACE) have not been included in federal support for information technology and 

often do not have access to medical records or interoperability with other sites of care.   

 Our patients are often costly and the risk adjustments now in use do not account for many of 

the reasons for high expenses, such as social factors, community support availability, and 

fragmentation of the medical care system. 

MIPS Seems Likely to be Disastrous for Geriatrics and Palliative Care 

 Geriatrics and palliative care physicians (and NPs, PAs) are very small cohorts. CMS might decide 

not to split them off and to count them with their “parent” clinical group, mostly internal 

medicine or family practice.  Alternatively, CMS might categorize these clinicians in one or two 
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small groups.  Either way, these clinicians are very likely to lose at this new MIPS “game.”  Our 

patients are costly and their costs are not accommodated in risk adjustment.  The quality 

metrics CMS now uses are mostly harmful or irrelevant to this population. Our sites of care have 

not been supported in using interoperable IT.  So, we can probably do as well as anyone in the 

quality improvement score, but we will lose on everything else that goes into the payment 

formula. So, if we are judged against one another, half of us will lose out.  If we are judged 

against one another, those serving the worst-off patients or with the least support are likely to 

be most highly penalized.  If we are instead judged against internists and family practitioners, 

we’ll look worse on costs, quality, and IT, and most of us will be in the bottom half of the 

distribution, receiving lower payments.   

 Some would say that geriatrics and palliative care should develop better quality measures, 

better risk adjustment, and better interoperability.  This is true, but we do not have the 

resources of specialties that have long been advantaged in these domains.  And it will take many 

years to change this, even if it were an important part of policy. 

SO – What Shapes a High-Performing Care System? 

 High quality care of elders living with disabilities, advanced illnesses, and declining health 

requires some components that are unusual in existing health care arrangements: continuity 

across time and settings, comprehensiveness, person-driven care planning, honesty about 

decline and death, support of caregivers, attention to challenges of daily living and personal 

finance, and ready availability of support in the setting where you live.  A worthy APM will need 

to enable these characteristics.  

 Recognizing high quality will require measuring and valuing some new elements, such as 

reliability, person-driven care planning, caregiver well-being, personal and system costs, and 

sustaining relationships. 

 Paying physicians will require actually paying for teamwork across time and assuring the 

availability of supportive services. 

 Many of the descriptive parameters for modelling are not readily available.  No one can find 

persons with self-care dependency in a geographic population, because that is not in our 

records or surveys.  No one can know the aggregate costs because no one estimates the costs of 

long-term supportive services to elders and families (including the costs of forgoing 

employment).  We don’t have models that account for the effects of good care on survival, or 

the effects of timing of death on quality measures and costs. 

So – Could High-Performing APMs be Developed to Sustain High-Quality Care for Frail and Disabled 

Medicare Beneficiaries? 

Yes, of course it is possible to do it right.  It just requires more fundamental reform than most specialty 

societies are envisioning, and we start from farther behind.  We could pay for continuity practices, 24/7 

on-call, care planning, community services engagement, and end of life services. 
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PTAC can greatly help overcome the serious shortcomings in serving elders living with advanced illnesses 

and disabilities by assigning a high priority for technical assistance to this large gap in specialty care.  I 

believe that the offer to provide technical help throughout will be critically important to achieving a 

high-performing APM. Specifically, providing an APM that enables high-quality, sustainable services for 

frail, disabled, and seriously ill elders will require the following areas of technical support:  

 Help in convening clinicians and client representatives to shape the ideal 

 Help in running analyses and models in existing data 

 Help in generating insights from tests and new data 

 Encouraging representatives of this population to be engaged in the process 

 Testing the models against CMS receptiveness, since this will be a more fundamental reform 

than most 

 

 

 


