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The Independent Payment Advisory Board (IPAB) is a vastly powerful component of the
president’s health care reform law, with authority to issue recommendations to reduce the
growth in Medicare spending, providing recommendations to be considered by Congress
and implemented by the administration on a fast track basis. Ever since its inception, IPAB
has been one of the most controversial issues of the Patient Protection and Affordable
Care Act (ACA), even though the powers of IPAB are restricted and multiple sectors of
health care have been protected in the law.

IPAB works by recommending policies to Congress to help Medicare provide better care
at a lower cost, which would include ideas on coordinating care, getting rid of waste in
the system, providing incentives for best practices, and prioritizing primary care. Congress
then has the power to accept or reject these recommendations. However, Congress faces
extreme limitations, either to enact policies that achieve equivalent savings, or let the
Secretary of Health and Human Services (HHS) follow IPAB’s recommendations. IPAB has
strong supporters and opponents, leading to arguments in favor of or against to the
extreme of introducing legislation to repeal IPAB.

The origins of IPAB are found in the ideology of the National Institute for Health and
Clinical Excellence (NICE) and the impetus of exploring health care costs, even though
IPAB’s authority seems to be limited to Medicare only. The structure and operation of IPAB
differs from the Medicare Payment Advisory Commission (MedPAC) and has been called
“MedPAC on steroids”. The board membership consists of 15 full-time members appointed
by the president and confirmed by the Senate with options for recess appointments.

The IPAB statute sets target growth rates for Medicare spending. The applicable percent
for maximum savings appears to be 0.5% for year 2015, 1% for 2016, 1.25% for 2017,
and 1.5% for 2018 and later. The IPAB Medicare proposal process involves mandatory
recommendations and advisory recommendations with multiple reporting requirements.
However, although IPAB has been described as having limited authority, some believe that
it has unlimited authority due to the lack of judicial review and the requirement of two-
thirds of the Congress to override any recommendations by IPAB.

Key Words: Independent Payment Advisory Board (IPAB), Patient-Centered Outcomes
Research Institute (PCORI), Congressional Budget Office (CBO), National Institute for
Health and Clinical Excellence (NICE), Patient Protection and Affordable Care Act (ACA),
interventional pain management, interventional techniques.
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PAB is an acronym for the Independent Payment

Advisory Board, a powerful component of the

president’s health care reform law. It has the
authority to issue recommendations to reduce
the growth in Medicare spending, providing
recommendations to be considered by Congress and
implemented by the administration on a fast track
basis (1-5). On April 20, 2011, Nancy-Ann DeParle
proclaimed on the White House blog the president’s
new proposals for strengthening IPAB, along with the
achievements of the Patient Protection and Affordable
Care Act (ACA) (5-9). The president’s framework builds
on the improvements made by ACA, tackling Medicare
fraud and excessive payments for prescription drugs
and proposing a stronger federal-state partnership in
Medicaid. It includes a series of health care reforms
that would save $340 billion by 2021, $480 billion
by 2023, and at least an additional $1 trillion in the
following decade. However, the key to these savings
is the proposal to strengthen IPAB, which works by
recommending policies to Congress to help Medicare
provide better care at lower costs. These policies could
include ideas on coordinating care, getting rid of waste
in the system, providing incentives for best practices,
and prioritizing primary care. Congress then has the
power to accept or reject these recommendations. If
Congress rejects the recommendations and Medicare
spending exceeds specific targets, then Congress must
either enact policies that achieve equivalent savings or
let the Secretary of Health and Human Services (HHS)
follow IPAB's recommendations.

Supporters include the previous Bush administra-
tion and the Centers for Medicare and Medicaid Ser-
vices’ (CMSs) Director, Mark McClennon, who actually
called for strengthening and clarifying the authority
and capacity of IPAB (6). Former Congressional Budget
Office (CBO) director Robert Reischauer called IPAB a
big deal that could generate substantial savings (7).
Experts from the Commonwealth Fund wrote that the
ACA includes important provisions that will finally be-
gin to control unchecked health care costs, such as the
creation of IPAB (8). The Commonwealth Fund also not-
ed that building on and extending these provisions, spe-
cifically IPAB, across the health system, has the greatest
promise of slowing the growth of government health
care budget outlays, private insurance premiums, and
underlying health care cost trends. Further, a coalition
of economists, including 3 Nobel laureates, said that
the ACA contains essentially every cost-containment
provision policy analysts have considered effective in

reducing the rate of medical spending including IPAB.

Counterbalancing these arguments are the state-
ments made in the National Commission of Fiscal Re-
sponsibility and Reform Report, a committee appointed
by the president (10). The committee, while agreeing
that federal health care spending represents our single
largest fiscal challenge over the long-run. As the baby
boomers retire and overall health care costs continue
to grow faster than the economy, federal health spend-
ing threatens to balloon, they also concluded that the
projections likely understate the true amount, because
they count on large phantom savings — from a sched-
uled 23% cut in Medicare physician payments that may
never occur and from long-term care premiums in an
unsustainable program (the Community Living Assis-
tance Services and Supports Act, or “CLASS Act”), as en-
acted in ACA (10). The commission recommended fur-
ther strengthening IPAB by removing the exemptions
provided for certain special interest groups, most nota-
bly hospitals, from any short-term changes from IPAB’s
authority. However, the commission also recommended
reforming the Medicare sustainable growth rate (SGR)
formula for physician payment and require the fix to be
off-set, which is expected to cost $300 billion relative
to the current law from 2012 through 2020 (11). In a
2008 report exploring ways to reduce health care costs,
the CBO wrote that comparative effectiveness research
(CER), would reduce total spending on health care in
the United States by an estimated $8 billion from 2010
to 2019 (or by less than one-tenth of 1%), without con-
sideration of regulatory burden (12). That figure seems
impressive until one realizes that it is less than one-
tenth of 1% of overall health care costs.

The partisan arguments opposing IPAB include
those made by multiple medical organizations (13-24).
Further, it appears that both the public and the legis-
lature have concerns regarding implementation of the
IPAB panel (23-25). Stanley Kurtz a vocal opponent of
IPAB calls it a constitutional outrage and de facto death
panel (16). He decries IPAB’s centrally planned and
democratically unaccountable price-setting authority.
Further, he describes that, “IPAB upends, short-circuits,
and refashions the fundamentals of American govern-
ment in ways that make a mockery of the Constitu-
tion.” Peter Orszag, former director of Obama’s Office
of Management and Budget — and an enthusiastic IPAB
supporter — once called IPAB “the largest yielding of
sovereignty from the Congress since the creation of
the Federal Reserve” (18). However, a lawsuit filed by
Arizona's Goldwater Institute (19), argues that IPAB is a
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largely unchecked power over the nation’s health care
system and will actually exceed the Federal Reserve's
control of the banking system, as well as the Environ-
mental Protection Agency’s reach. The basis for criticism
is that the basic principle of IPAB’s recommendations
will have the force of law unless they are countered
by Congress. Representative John Fleming (R-LA), a
cosponsor of House legislation to repeal IPAB, calls it
a Soviet-style “central planning committee” (20). Rep-
resentative Paul D. Ryan (R-WI), chairman of the House
Budget Committee, called it a “rationing board” and
said “Congress should not delegate Medicare decision-
making to 15 people appointed by the President.” Sen-
ator John Cornyn (R-TX), introduced the Health Care
Bureaucrats Elimination bill to prevent the creation of
IPAB, cosponsored by Senators Orrin Hatch (R-UT), Jon
Kyl (R-AZ), Pat Roberts (R-KS), and Tom Coburn (R-OK).
Cornyn stated that “America’s seniors deserve the abil-
ity to hold elected officials accountable for the deci-
sions that affect their Medicare, but IPAB would take
that away from seniors and put power in the hands of
politically appointed Washington bureaucrats (26,27)."
Further, Senator Roberts added IPAB will lead to ration-
ing and access to quality care will be “threatened by
the decisions made behind closed doors by an unelected
board and unaccountable government officials.” Legis-
lation has been introduced in both the House and Sen-
ate (23,24).

Allyson Y. Schwartz, (D-PA), prominent supporter
of health care issues, said that it is the Constitutional
duty of the members of Congress to take responsibility
for Medicare, and not to turn decisions over to a board.
Further, she stated that abdicating this responsibility,
whether to insurance companies or to an unelected
commission, undermines our ability to represent our
constituents, including seniors and the disabled. Repre-
sentative Shelley Berkley (D-NV) said that she wanted
to repeal the Medicare board because she has great
faith that this administration can put together a strong,
independent, knowledgeable board, but she had less
confidence in future administrations (14,17). Above all,
health care expert, and chairman of the Subcommittee
on Ways and Means at the time of ACA’s passage now
its ranking member, Peter Stark (D-CA), also opposes the
board on the basis that expanding the board’s power
could be as bad as giving vouchers to Medicare benefi-
ciaries to buy private insurance. He further added that
in at least in theory, the vouchers could be set at an ad-
equate level, whereas IPAB’s board, in its effort to limit
the growth of Medicare spending, is likely to set inad-

equate payment rates to health care providers, which
could endanger patient care (14).

Among other opponents, the American Health
Care Association, the Pharmaceutical Research and
Manufacturers of America, American Hospital Associa-
tion, the American Medical Association, and over 300
other organizations (21,22,28-33) have spoken out
against the board. Further, Douglas Holtz-Eakin, a for-
mer CBO director under George W. Bush and an econo-
mist who is currently president of a conservative politi-
cal organization, thinks that despite requirements that
would force Congress to adopt the recommendations
or find comparable savings, cuts will be politically in-
feasible, as Congress is likely to continue regularly to
override scheduled reductions (30,31). However, the
American College of Physicians, while expressing their
support for the idea behind IPAB, said that the board
requires significant changes, including a position for a
primary care physician on IPAB, along with additional
protections that insure cost reductions do not lead to
lower quality of care, authority for Congress to reject
proposals made by IPAB via a simple majority vote, and
equal treatment for all health care providers (34). These
changes are fundamental to IPAB as it stands now and
are opposed by the administration (33).

The supporters of IPAB proclaim its abilities to con-
trol costs not only with Medicare, but also in the pri-
vate market. However, mistakenly used, old, outdated
data illustrate that, in general, Medicare reimburses
20% less than the private sector and thus, private pay-
er payments should be brought in line with Medicare
while cutting Medicare constantly which is supported
by private insurers. Medicare has been under the de
facto standard for insurers even though some have rec-
ommended elimination of the relationship between
the Relative Value Update Committee (RUC) and Medi-
care which provides the valuation of medical services.
However, in the modern post ObamaCare era, the in-
surance companies are reimbursing at a 5% lower rate
than Medicare, occasionally as low as 40%, and imple-
menting regulations which increase physician and prac-
titioner time with pre-certifications, reducing coverage
and frequency of visits, and essentially turning private
insurance into payments of less than 60% of Medicare.

In his analysis accompanying the annual report of
the Medicare Board of Trustees (35), Richard Foster,
Medicare’s Chief Actuary, noted that Medicare pay-
ment rates for doctors and hospitals serving seniors
will be cut by 30% over the next 3 years (36). Thus,
under the policies of ACA, by 2019 Medicare payment
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rates will be lower than under Medicaid. Further, Mr.
Foster noted that by the end of the 25-year projection
period in the annual Medicare trustee’s report, Medi-
care payment rates will be one-third of what will be
paid by private insurance, and only half of what is paid
by Medicaid.

This manuscript will describe IPAB, its present role,
and its future, along with the impact of IPAB on the
practice of medicine extending beyond Medicare and
private insurers.

1.0 BACKGROUND

A major impetus for health care reform, has been
the rising cost of health care programs (37). Since 1984,
annual medical inflation has exceeded annual overall
inflation in every year except 1998 (38). As illustrated
in Figure 1, over this same time period, medical infla-
tion has on average been roughly 2.2 percentage points
higher each year than inflation. Overall, growth and
health care spending exceeding gross domestic prod-

uct (GDP) over many years has resulted in a health care
sector that makes up a significant share of the overall
economy, employing 14.3 million individuals, and com-
prising more than 595,000 separate establishments:
physician offices, hospitals, clinical laboratories, nurs-
ing homes, and home health providers (39). Medicare-
participating providers included 6,100 in-patient hospi-
tals with 930,000 beds, 15,000 long-term care hospitals,
and more than 10,000 home health agencies (39). To-
tal Medicare-participating physicians numbered over
616,000 in 2010, with the largest share specializing in
internal medicine and family practice comprising 30%.

Total national health spending was $2.5 trillion
in 2009, which corresponds to 17.6% of the GDP (Fig.
2). Of this total, 32% of the spending is from private
health insurance, 20% from Medicare, and 15% from
Medicaid. Annual spending growth has slowed since
the economic downturn, resulting in growth of 4% in
2009, the lowest yearly growth rate since the measure-
ment of national health expenditures. Even this lower
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Fig. 1. Annual change in CPIu, CPIm and per enrollee Medicare expenditures.

Source: Newman D, Davis CM. The Independent Payment Advisory Board. CRS Report for Congress. November 30, 2010 (37).
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level of growth in health care spending exceeded infla-
tion growth, which was 2.7% in 2009 (39).

Historically, in some periods, growth in Medicare
per capita spending has exceeded growth in private
per capita spending, while in others, the opposite is
true (Fig. 3). Further, health spending is estimated to
grow 6.3% between 2009 and 2019, rising from 17.3%
of GDP in 2009 to 19.6% of GDP in 2019 (40). Conse-
quently, under the present scenario, Medicare and oth-
er federal health spending will consume nearly 60% of
federal revenues by 2084 (41). Surprisingly, the growth
in health care spending has not led to an equivalent im-
provement in quality; also, health care use varies across
geographic locations.

It has been repeatedly stated that spending in the
United States on health care on a per capita basis or
as a share of GDP is significantly larger than in other
countries, including in Organisation for Economic Co-
Operation and Development (OECD) countries, even

when adjusted for purchasing power (42). The OECD
report showed that in the United States, which has
both a high level of health care spending per capita
and a relatively high rate of real growth in spending,
the share of GDP devoted to health care spending grew
from 9% of GDP in 1980 to 16% of GDP in 2008. This 7
percentage-point increase in health spending as a share
of GDP is one of the largest across the OECD countries.
As illustrated in Table 1, when measured by per capita
health expenditures for 2008 in U.S. dollars purchasing
power parity (PPP), is much higher in the U.S. than in
other countries — at least $2,535 or 51% higher than
Norway, the next largest per capita spender. Further-
more, the United States spent nearly double the aver-
age of $3,923 for the 15 countries (Fig. 4). Further, in
addition to higher health spending, the United States
is increasing its spending faster than other countries as
illustrated in Figure 5.

However, the total health expenditures per capita
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Fig. 2. National health spending by payer.

Source: Medicare Payment Advisory Commission, Report to the Congress: Medicare Payment Policy (Washington, D.C., March 1, 2011) (39)
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Fig. 3. Yearly growth of common benefits for Medicare and private health insurance.

Source: Medicare Payment Advisory Commission, Report to the Congress: Medicare Payment Policy (Washington, D.C., March 1, 2011) (39).
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as illustrated in Table 1 and Figure 6, may in fact lead
to a somewhat different conclusion. While the United
States is attempting to adapt to the health care model
from England, the increases from 1970 to 2008 have
been 3,399% in Norway, 2,955% in Spain, 2,581% In
Belgium, 1,926% in Austria, 1,815% in France, 1,321%
in Australia, 1,287% in Canada, 1,245% in Switzer-
land, and 1,016% in Sweden, compared to 2,017% in
the United States and 1,867% in the United Kingdom.
While followers of the ongoing health care debate in
the US might find the above comparison surprising, the
authors wish to make clear that there remains no doubt
health care spending is escalating in the United States

The major drivers of growth in health care spend-
ing have been postulated to be technological advances
and rising prices, followed by health insurance cover-
age, reimbursement, and provider market power which
also drives spending growth. In addition, a change in
demographics is also expected to drive future growth
in spending.

Thus, health care growth generally and Medicare
growth specifically fits into the criteria of IPAB’s legis-
lation, which is to reduce per capita growth in Medi-
care expenditures, but not to reduce overall Medicare
expenditures.

Because of the historic patterns of growth in over-
all health care spending, and Medicare in particular,
such growth is viewed as not being sustainable (43).
Several proposals have been advanced over the years
to create an independent policy-making entity that
would be charged with limiting the further growth in
Medicare expenditures (44). Such an entity would be
insulated from special interests and lobbyists since it
would be appointed rather than elected, and its mem-
bers would serve for extended terms; and such officials
would be able to make the “hard decisions” to control
rising costs. Further, it also has been assumed that this
entity would possess the specialized expertise needed
to make operational decisions regarding payments and
focus incentives on beneficiary interests and the longer-
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Fig. 5. Growth in total health expenditure per capita, U.S. and selected countries, 1970-2008.

Notes: Data from Australia and Japan are 2007 data. Figures for Belgium, Canada, Netherlands, Norway and Switzerland, are OECD estimates.
Numbers are PPP adjusted. Break in series: CAN(1995); SWE(1993, 2001); SWI(1995); UK (1997). Numbers are PPP adjusted. Estimates for

Source: Health care spending in the United States and selected OECD countries. Kaiser Family Foundation. April 2011 (42).
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Table 1. Total health expenditures, per capita spending in US dollars and purchasing power parity adjusted.

Average Annual Growth Rates in
Total Health Expenditure Per Capita
1970 1980 1990 2000 2008 1980 1990
-2008 -2008 2000 -2008
Australia $236 * $642 $1,201 $2,266 $3,353 * 3.1% 3.5% 2.6%
Austria $196 $785 $1,623 b $2,862 $3,970 3.2% 3.2% 2.3%
Belgium $149 $641 $1,354 $2,481 de $3,995 de 3.9% 4.2% 4.2%
Canada $294 $777 $1,735 $2,519 $4079 e 3.0% 2.5% 3.4%
France $193 $666 $1,445 $2,553 $3,696 3.2% 2.9% 2.2%
Germany N/A N/A $1,764 $2,669 $3,737 N/A N/A N/A
Italy N/A N/A $1,356 $2,064 $2,870 N/A 1.9% 1.9%
Japan N/A $583 $1,122 $1,969 $2,729 % 2.7% 2.8% 2.0%
Netherlands N/A $732 $1,412 $2,340 $4,063 e 3.0% 3.3% 4.3%
Norway $143 $665 $1,366 $3,043 $5,003 e 3.0% 3.0% 1.7%
Spain $95 $362 $870 $1,538 $2,902 4.3% 4.0% 4.7%
Sweden $311 $942 $1,592 $2,286 $3,470 2.0% 2.5% 3.6%
Switzerland $344 $1,013 $2,028 $3,221 $4,627 e 2.5% 2.2% 1.8%
UK. $159 $468 $960 $1,837 $3,129 3.9% 4.3% 4.6%
US.A. $356 $1,091 $2,810 $4,703 $7,538 4.0% 3.3% 3.4%
Average $225 $721 $1,509 $2,557 $3,944 N/A N/A N/A
b: Break in series e: Estimate
d: Differences in methodology *: Estimate from prior year

Notes: Data from Australia and Japan are 2007 data. 2008 figures for Belgium, Canada, Netherlands, Norway and Switzerland, are OECD es-
timates. 2000 figures for Belgium are OECD estimates. Numbers are PPP adjusted. Break in Series AUS (1998); AUSTRIA(1990); BEL (2003,
2005); CAN (1995); FRA(1995); GER (1992); JAP (1995); NET(1998, 2003); NOR(1999); SPA(1999, 2003); SWE(1993, 2001); SWI(1995); UK

(1997. Starting in 1993 Belgium used a different methodology.

Source: Health care spending in the United States and selected OECD countries. Kaiser Family Foundation. April 2011 (42).

term financial viability of the program, which has not
yet been proven. Starting in the early 1990s, and in
2000 and 2001, Senator John Breaux (D-LA) and Senator
Bill Frist (R-TN) introduced reform proposals to increase
the CMS budget, create separate agencies to administer
parts of the program, and establish a Medicare board
to manage competition among private plans and tradi-
tional Medicare (37).

As a precursor to Medicare reform, the Medicare
Payment Advisory Commission (MedPAC) was enacted
as part of the Balanced Budget Act (BBA) of 1997 by
merging the Prospective Payment Assessment Commis-
sion (ProPAC) and the Physician Payment Review Com-
mission (PPRC) as a legislative branch (45). The author-
ity of this commission continues to be advisory with 15
appointed members with an annual expenditure of $13

million in fiscal year 2011 (37).

Later, interest in an independent health care entity
reemerged during early discussions of what became the
ACA, with former Senator and, at the time, nominee
for Secretary of HHS Tom Daschle (D-ND) proposing the
Federal Health Board, modeled after the Federal Reserve
Board, with broad authority over both private and pub-
lic health care programs, including benefit and coverage
recommendations, regulation of private insurance mar-
kets, and improvement in quality of care (46).

Senator Jay Rockefeller (D-WV) in June 2009 intro-
duced the MedPAC Reform Act of 2009 in the 111th
Congress, which would have altered MedPAC from its
current 15-member advisory commission to an 11-mem-
ber executive branch agency with authority to make
both payment and coverage decisions. In order to
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Fig. 6. Average annual growth rates in total health expenditure per capita, U.S. and selected countries, 1980 to 2008, 1990 to

Notes: Data from Australia and Japan are 2007 data. Figures for Belgium, Canada, Netherlands, Norway and Switzerland, are OECD estimates.
Numbers are PPP adjusted. Break in Series AUS (1998); AUSTRIA(1990); BEL(2003, 2005); CAN(1995); FRA(1995); GER(1992); JAP(1995);
NET(1998, 2003); NOR(1999); SPA(1999, 2003); SWE(1993, 2001); SWI(1995); UK (1997). Starting in 1993 Belgium used a different meth-

Source: Health care spending in the United States and selected OECD countries. Kaiser Family Foundation. April 2011 (42).

achieve program savings, the commission was directed
to implement payment policies, methodologies, and
rate and coverage policies — estimated to reduce expen-
ditures under this title by not less than 1.5% annually
(37).

In July of 2009, the President submitted a draft
proposal to Congress titled the Independent Medicare
Advisory Council Act of 2009, or IMAC. This proposal
would have established a 5-member council to advise
the president on Medicare payment rates for certain
providers.

During the health care reform deliberations, the
Senate Finance Committee included a provision to es-
tablish an independent Medicare advisory board as part
of the ACA. The managers amendment, broadened the
scope of the board to allow it to make recommenda-
tions to slow the growth in nonfederal programs and
changed the name of the entity to IPAB, to reflect these
additional responsibilities.

The final IPAB was established to reduce the per
capita rate of growth in Medicare spending with au-

thority for the Secretary of HHS to implement it unless
Congress acts either by formulating its own proposal to
achieve the same savings or by discontinuing the auto-
matic implementation process defined in the statute.
IPAB and PCORI are considered 2 of the programs
based on England’s National Institute for Health and
Clinical Excellence (NICE). In fact, David Berwick, the
CMS Administrator, has described NICE as not only a
British treasure, but as a global treasure (47). NICE has
published appraisals of over 100 specific technologies,
guidance on the use of over 200 medical procedures,
and about 60 treatment guidelines since its establish-
ment in 1999 (48). The opponents of the British health
care system and NICE criticize that the National Health
Services (NHS) health care is rationed through long
waiting lists, and in some cases, omission of various
treatments. It has been stated that NICE at its heart is a
center for health technology evaluation that issues for-
mal guidance on the use of new and existing medicines
based on rigid and proscriptive “economic” and clinical
formulas (49,50). However, due to extensive criticism, in
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the past year or so, the NHS and NICE have been under-
going a significant transformation (51-62). Thus, while
a new British government prepares for a major renova-
tion of the NHS and NICE, the United States, ACA, and
multiple agencies including IPAB and PCORI are model-
ing these policies. Berwick, the CMS administrator, also
made the statement that the decision is not whether
or not we will ration care — the decision is whether we
will ration with our eyes open (63). In addition, NHS
expenditures have been rising 6% to 7% a year in real
terms. Finally, the president has commented that IPAB is
MedPAC on steroids, thus it may bear substantial simi-
larity to MedPAC.

2.0 THE STRUCTURE AND OPERATION OF
IPAB

The structure and operations of IPAB are somewhat
similar, yet different, from MedPAC. Table 2 illustrates
the differences between MedPAC and IPAB.

The explicit charge given by ACA to the board is
to reduce the per capita rate of growth in Medicare
expenditures. Beginning in 2013, and each subsequent
year, the Chief Actuary needs to calculate the Medicare
per capita growth rate — the 5-year average growth in
Medicare program spending per enrollee and the Medi-
care per capita target growth rate — the rate Medicare
expenditures would grow without triggering interven-
tions under this section. If the Chief Actuary determines
the projected 5-year per capita growth rate in Medi-
care expenditures 2-years hence exceeds the projected
per capita target growth rate, the Chief Actuary needs
to establish an applicable savings target — the amount

Table 2. A comparison of 1PAB and MedPAC.

111-148, § 3403).

IPAB MedPAC
Located in Executive Branch Legislative Branch
Established under Patient Protection and Affordable Care Act (PPACA, PL. | Balanced Budget Act of 1997 (PL. 105-33, §

4022) - by merging Prospective Payment As-
sessment Commission (ProPAC) and the Phy-
sician Payment Review Commission (PPRC).

Principal Statutory Mandate

Make recommendations to be implemented by the
Secretary of Health and Human Services to reduce the
per capita rate of growth in Medicare spending; develop
recommendations to slow the growth in national health
expenditures while preserving or enhancing quality of
care.

Advise Congress on payments to private health
plans participating in Medicare and provid-

ers in Medicare’s traditional fee-for-service
program; analyze access to care, quality of care,
and other issues affecting Medicare.

Senate, the Speaker of the House of Representatives, the
minority leader of the Senate and the minority leader of
the House of Representatives.

Authority Board delegated significant policy making authority by Advisory

Congress.
Size 15 appointed and 3 ex officio members 15 appointed members
Term 6-year term, staggered 3-year term, staggered
Appointed by President in consultation with the majority leader of the | Comptroller General

Conditions of Employment

Full time, subject to ethical disclosures, compensation
is level II (Chairperson) and level III (members) of the
Executive Schedule, members may not engage in other
business, vocation, or employment.

Part time, subject to ethical disclosures, com-
pensation is level IV of the Executive Schedule
(with physician commissioners receiving a
comparability allowance).

Staff

Executive Director and a staff to be determined

Executive Director and a full time staff of 40

Powers and Work Product

Power to hold hearings and obtain official data

Annual proposals, as required, annual and biennial reports

Power to obtain official data

Public meetings and two annual reports

Budget

$15 million in FY2012 updated by the rate of inflation
annually

$13 million in FY2011

Source: Newman D, Davis CM. The Independent Payment Advisory Board. CRS Report for Congress. November 30, 2010 (37).
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by which the board must reduce future spending. The
funding for the board has been authorized beginning
2012 and the Chief Actuary makes its first determina-
tion in 2013; the statute does not provide a date by
which the board is to begin its operations.

2.1 Board Membership

IPAB is established as an independent board in the
executive branch, composed of 15 full-time members
appointed by the president and confirmed by the Sen-
ate. The statute sets out an area of qualifications for
board members: expertise in health care, economics, re-
search and technology assessment, experience with em-
ployers and third party payers, and consumers. Further,
it requires a balance between urban and rural represen-
tations. A majority of members must be nonproviders.
In contrast to MedPAC commissioners. The board mem-
bers, as full-time federal employees, cannot engage in
any other business, vocation, or employment. Thus, the
members are officers of the United States under the ap-
pointments clause of the U.S. Constitution. The Secre-
tary of Health and Human Services, the Administrator
of CMS, and the Administrator of Health Resources and
Services Administration are ex-officio nonvoting mem-
bers. In selecting individuals for nomination, the Presi-
dent is to consult with the majority and minority lead-
ers of the Senate and House of Representatives — each
respectively, regarding the appointment of 3 members.
The chairperson is appointed by the president, with
the advice and consent of the Senate, from among the
members of the board. Recently it has been illustrated
that the president has contemplated recess appoint-
ments of IPAB members (64).

With the exception of initial board members and
those appointed to fill a vacancy with an unexpired
term, each appointed member may serve 2 consecutive
terms. If appointed to fill a vacancy, the member can
serve 2 additional consecutive terms. Initially appoint-
ments to the board are staggered with terms of one,
3, or 6 years.

Appointed members of the board will be compen-
sated at a rate equal to Level 2 of the executive sched-
ule ($165,300 for 2010), and the chairperson will be
compensated at a rate equal to Level 3 ($179,700 for
2010).

Appointed members of the board will be subject to
financial and conflict of interest disclosures and will be
treated as officers of the Executive branch for purpos-
es of the Ethics in Government Act of 1978. Moreover
there is a blanket provision against appointed members

engaging in any other business, vocation, or employ-
ment. However, former members of the board will be
precluded for only one year from lobbying before the
board, HHS, or any of the relevant committees of con-
gressional jurisdiction. Finally, appointed members of
the board may be removed by the president only for
neglect of duty or maleficence in office.

The budget for the board for fiscal year 2012 is $15
million, with annual adjustment based on increases in
the consumer price index (CPI) — only slightly more than
the MedPAC budget. However, since IPAB has been
named as MedPAC on steroids, modification of Med-
PAC with an additional budget of $5 million may have
sufficed.

Key implementation dates of IPAB are illustrated
in Table 3.

3.0 MIEDICARE SPENDING AND SAVINGS
TARGET

3.1 Targets and Medicare Spending Growth
Rate

The statute sets target growth rates for Medicare
spending. The target is not a hard cap on Medicare
spending growth, but if spending exceeds these tar-
gets, IPAB is required to submit recommendations to
reduce Medicare spending by a specified percentage
(37,65). For 2015 through 2019, the target for Medi-
care spending per capita is the average of general and
medical inflation. For 2020 and later years, the target
for Medicare spending per capita is the increase in the
GDP,plus one percentage point, which historically has
increased at a higher rate than CPI -based measures.

Starting in 2013, no later than April 30, the CMS
Actuary determines the Medicare growth per capita
in the “implementation year,” which is considered as
the second succeeding year, or 2015 if the determina-
tion made in 2013 exceeds the target growth rate for
the year. Further, the actuary must also determine if
the projected increase in the medical care expenditure
component of the consumer price index for all urban
consumers (CPI-U) for the implementation year exceeds
the CPI-U.

Consequently, if projected growth for the imple-
mentation year exceeds the target, and the medical
care component of the CPI-U exceeds the CPI-U, then
IPAB is required to develop and submit a proposal to
bring Medicare per capita growth within the target in
the implementation year, subject to the applicable lim-
its (maximum savings on reductions). If overall inflation,
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Table 3. Key implementation dates with other aspects of IPAB.

Providers of Services Inflationary Payment Applicable Exemption
or Supplies Update Perioda Periodb
. . Productivity adjustment Begins FY2012 Thzamgh
Inpatient Acute Hospitals 12/31/2019
Reduction in excess of a reduction due to productivity FY2010-FY2019
Skilled Nursing Facilities Productivity adjustment Begins FY2012 None
' Productivity adjustment Begins RY2012 Thomgh
Long-term Care Hospitals 12/31/2019
Reduction in excess of a reduction due to productivity RY2010-RY2019
Inpatient Rehabilitation Productivity adjustment Begins FY2012 Through
Facilities Reduction in excess of a reduction due to productivity FY2010-FY2019 12/31/2019
Productivity adjustment; Begins CY2015;
Home Health Agencies None
Annual reduction of 1 percent CY2011-CY2013
Poychiatric Hospitals Productivity adjustment Begins RY2012 Through
Reduction in excess of a reduction due to productivity RY2010-RY2019 12/3172019
. Productivity adjustment Begins FY2013 Thowgh
Hospice Care 12/31/2019
Reduction in excess of a reduction due to productivity FY2013-FY2019
Dialysis Productivity adjustment Begins CY2012 None
Outoatient Hosoitals Productivity adjustment Begins CY2012 Whzaussh
P g o : i, CY2010-CY2019 | 12/31/2019
Reduction in excess of a reduction due to productivity
Ambulance Services Productivity adjustment Begins CY2011 None
Amb.ulatory Surgical Center Productivity adjustment Begins CY2011 None
Services
. Productivity adjustment Begins CY2011 Through
Laboratory Services 12/31/2015
Reduction in excess of a reduction due to productivity CY2011-CY2015
Cert.am Durable Medical Productivity adjustment Begins CY2011 None
Equipment
Prosthetic Devices, - . :
Orthotics, and Prosthetics Productivity adjustment Begins CY2011 None
Other Items Productivity adjustment Begins CY2011 None

Notes: a. FY = Fiscal Year; RY = Rate Year; CY = Calendar Year.
b. Since the first year the Chief Actuary in the Centers for Medicare & Medicaid Services can potentially make a determination that projected

Medicare expenditures exceed the projected target is 2013, the earliest that any board recommendations could be implemented would be August
15, 2014 for the fiscal year beginning in October. Therefore, exemptions are only potentially significant for the period beginning October 1, 2014

through December 31, 2019.

Source: Newman D, Davis CM. The Independent Payment Advisory Board. CRS Report for Congress. November 30, 2010 (37).

as measured by the medical care component of the CPI-
U, does not exceed general inflation as measured by
the CPI-U, then IPAB does not make binding proposals
even if Medicare spending exceeds the growth ranges.

Finally, the calculation of both the Medicare

growth rate and the target growth rate is based on
the 5-year average ending with their implementa-
tion year. Thus, the calculation of the target and of
Medicare growth for 2015 is based on the 2010 to
2015 period. It is also expected that the 5-year period
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is likely to include 3 years of actual data for Medicare
spending, and 2 years of projections. The administra-
tion has designed a 5-year period to smooth the im-
pact of annual fluctuations in computing the average
growth rate, but necessarily relying on projections for
the implementation year that may or may not prove
to be accurate.

3.2 Requirements for Medicare Spending
Reductions

Even though IPAB is generally required to make
recommendations to lower growth in Medicare spend-
ing if the growth per capita spending exceeds the tar-
get growth rates, the law imposes a limit on how much
savings it can achieve, expressed as a percentage of to-
tal program payments, known as the "applicable pay-
ment.” The applicable percents, or maximum savings,
for 2015 and subsequent years are illustrated in Table
4 (65).

4.0 THE DETERMINATION PROCESS

IPAB is required to begin its work organized around
standard and repeating 3-year cycles of activity, begin-
ning in 2013, which starts in a “determination year,”
then proceeding through a “proposal year,” and end-
ing with the “implementation year.” Table 5 illustrates
a 3-year sequence of events (37).

Table 4. Illustration of applicable payment reductions based
on IPAB.

Implementation Year Applicable ;’::;:z;lst)(Maximum
2015 0.5%
2016 1.0%
2017 1.25%
2018 and later 1.5%

Source: Ebeler J, Neuman T, Cubanski J. The Independent Payment
Advisory Board: A new approach to controlling Medicare spending.
The Kaiser Family Foundation Program on Medicare Policy. April
2011 (65).

Table 5. Three-year sequence of events.

Determination Year (DY)

By April 30

Chief Actuary of CMS makes projections and determination

By September 1

Draft proposal sent by IPAB to MedPAC for consultation

Draft proposal sent by IPAB to secretary for review and comment

Proposal Year (PY)

By January 15

Proposal submitted by IPAB to Congress and the president

By January 25 Secretary submits own proposal to Congress and the president, with a copy to MedPAC, if IPAB was required
to submit a proposal but failed to do so

By March 1 Secretary submits report containing review and comments to Congress on IPAB proposal (unless the secre-
tary submitted own proposal because IPAB failed to do
50)

By April 1 Deadline for specified congressional committees to consider the submitted proposal and report legislative

language implementing the recommendations. Congress has the authority to develop its own proposal pro-
vided it meets the same fiscal requirements as established for the board and meets this deadline.

Beginning August 15

Secretary implements the proposal subject to exceptions

On October 1

Recommendations relating to fiscal year payment rate changes take effect

Implementation Year (1Y)

On January 1

Recommendations relating to Medicare Part C and D payments take effect
Recommendations relating to calendar year payment rate changes take effect

Source: Newman D, Davis CM. The Independent Payment Advisory Board. CRS Report for Congress. November 30, 2010 (37).
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4.1 Determination Year

Year one, or the determination year, begins each
year, no later than April 30, where the CMS Actuary
makes a determination of whether Medicare spend-
ing growth per capita in the implementation year (the
second succeeding year, or 2015 for the determination
made in 2013) exceeds the target growth rate. If the
actuary projects that growth exceeds the target, IPAB
must develop and submit a proposal to bring Medicare
per capita growth within the target in the implementa-
tion year, subject to the applicable limits on reductions.

4.2 Proposal Year or Year 2

IPAB is required to submit its final recommenda-
tions to the president and Congress no later than Janu-
ary 15 of the proposal year, along with an opinion by
the Chief Actuary that it meets the statutory savings
requirements. The president must formally submit the
recommendations to Congress within 2 days of receipt.
In the event that IPAB fails to submit a required pro-
posal by January 15, the secretary is required to submit
a proposal meeting the requirements by January 25.

In addition, the secretary is required to submit a
report to Congress reviewing IPAB recommendations
by March 1, whereas MedPAC is required to comment
on the IPAB proposal, with recommendations as ap-
propriate, by March 1. Consequently, the congressional
process takes place during the proposal year and the
congressional committees are required to act by April 1.

Following congressional action, the secretary is re-
quired to implement, by August 15 of the proposal year,
changes in payment rates effective with the beginning
of the upcoming implementation year. These changes
are applicable for the fiscal year starting October 1 of
the proposal year or calendar year, starting January 1 of
the implementation year, depending on the payment
cycle for the relevant providers.

4.3 Implementation Year

Year 3, or the implementation year, is the year
when the changes in payments are implemented by
the secretary. The schedule and deadlines for the entire
3-year cycle are set forth in Table 6. A new 3-year cycle
begins each year. Further, each year, starting with the
determination year of 2018, the actuary must also de-
termine the projected growth in total national health
expenditures per capita for implementation years start-
ing with 2020, which the secretary is required to take
into account.

4.4 A Hypothetical Example

The Congressional Research Service (CRS) (37) has
provided a hypothetical example to illustrate the calcu-
lations the Chief Actuary needs to develop beginning
April 2013 and each year thereafter that form the basis
of the Chief Actuary’s determination as illustrated in Ta-
ble 7. In this example, year one is the first year of data
included in the calculation, year 3 is the determination
year, year 4 is the proposal year, and year 5 is the imple-
mentation year. It is also assumed that the applicable
percent is 0.50%, and that total projected Medicare
expenditures in the performance year are $600 billion.

As shown in Table 7, in this hypothetical example,
the Chief Actuary’s calculations determined that the
growth rate exceeds the target growth rate. Conse-
quently, the Chief Actuary calculated the applicable
savings target, which required the board to prepare
a proposal that reduces Medicare expenditures by the
applicable savings target. Based on this complicated
formula, the projected excess is 1.67%; however, since
0.5% is less than 1.67%, 0.5% would be used. Conse-
quently, the applicable savings target is $600 billion
multiplied by 0.005, or $3 billion (66).

4.5 Activating the Trigger

The Chief Actuary applied the calculation as shown
in the hypothetical example to historic data to better
understand the potential impact on Medicare spend-
ing (66). The Chief Actuary reported that “actual Medi-
care cost growth per beneficiary was below the tar-
get level in only 4 of the last 25 years, with 3 of those
years immediately following the BBA of 1997 (45).”
Thus, in most recent years past, depending on the tar-
get growth rate and assuming no other changes, the
Chief Actuary would have made a determination that
targeted a bold proposal. The assumption of no other
changes, however, may not be realistic since it assumes
that any board recommendations implemented in prior
years had no lasting effect on costs in later years and
at the same time ignores the impact of other statutory
and regulatory changes that potentially affected Medi-
care programs.

5.0 THE IrAB MiEDICARE PROPOSAL
PRoOCESSs

The scope of proposals involves mandatory recom-
mendations and advisory recommendations. Further,
there are reporting requirements (65).
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Table 6. The IPAB schedule and deadlines based on three-year cycle: Determination year, proposal year, implementaiion year.

1st "Determination Year"

CY 2013 — Quarters:

1st “Proposal Year" CY
2014 - Quarters:

CY 2015 - Quarters:

1st “Implementation Year"

4 1 2 3

CMS Actuary projection, determination

4/30

Secretary

IPAB draft to MedPAC and HHS

9/1

Congress

IPAB proposal to president and

1/15

IPAB doesn't act

Default - HHS Secretary proposal if

1/25

IPAB proposal

HHS Secretary and MedPAC reports on

3/1

Deadline for congressional committees

4/1

Secretary implements
recommendations

8/15

rates effective

Recommendations for CY payment

rates effective

Recommendations for FY payment

12/31

Source: Ebeler J, Neuman T, Cubanski J. The Independent Payment Advisory Board: A new approach to controlling Medicare spending. The Kai-
ser Family Foundation Program on Medicare Policy. April 2011 (65).

Table 7. Example for hypothetical implementation year.

Year (A) (©
Annual Percentage 3) D)
' Annual (E)
Growth in Per Annual Percentage Average of CPIu .
. . . Percentage Projected Excess
Capita Medicare Change in CPIu . and CPIm
. Change in CPIm
Spending
Year 1 1.00% 2.20% 3.5% 2.85%
Year 2 4.10% 3.40% 4.10% 3.75%
DY (Year 3) 9.10% 2.80% 4.60% 3.70%
PY (Year 4) 6.00% 1.60% 4.0% 3.15%
1Y (Year 5) 4.90% 2.30% 4.00% 3.15%
Five-year Average An- o 9 9
nualized Growth Rate 4.99% 3.32% 1.67%

a. The projected excess is the difference in five-year average in column (A) and column (D)

Source: Newman D, Davis CM. The Independent Payment Advisory Board. CRS Report for Congress. November 30, 2010 (37).
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5.1 Mandatory Recommendations
IPAB is mandated to submit recommendations

whenever Medicare per capita spending growth ex-

ceeds statutory targets , according to the deadlines set

in law (65).

4 Recommendations related only to Medicare,
along with an explanation and rationale for the
recommendations.

4 Recommendations regarding any administrative
funding required to implement its proposals.

4 Certification by the CMS Actuary that, in his opinion,
the recommendations will result in savings that
are at least equal to the applicable savings target
(constrained by the “applicable limit”) and are
not expected to result in any increase in Medicare
spending over the 10-year period starting with the
implementation year.

e IPAB can recommend proposals that would in-
crease spending in individual years but the 10-
year total cannot increase.

¢ Legislative language that
recommendations.

4 IPAB recommendations are also required to maintain
or enhance beneficiary access to quality care.

e These mandatory recommendations are sub-
ject to special fast-track congressional proce-
dures and default implementation by the sec-
retary if Congress does not act.

implements the

5.2 Advisory Recommendations

The IPAB also has the ability to make advisory recom-
mendations on a much broader range of Medicare and
health care policy issues, and in some cases is required
to provide such advice (65). It may issue advisory recom-
mendations in a year in which savings recommendations
are not required because spending was within targets.
It may also issue advisory recommendations in conjunc-
tion with mandatory recommendations. But those rec-
ommendations, like those of other advisory boards such
as MedPAC, or typical recommendations of executive
branch agencies, are not automatically given the special
congressional fast-track consideration. Starting January
15, 2015 and at least every 2 years thereafter, IPAB is re-
quired to make advisory recommendations for slowing
national health spending growth along with recommen-
dations applicable to nonfederal health programs. How-
ever, there are no constraints on the scope of what IPAB
can include in its advisory recommendations.

Further, starting in 2014, IPAB is required to issue
an annual public report on total national health care

costs, access, use, and quality that provides regional
comparisons as well as comparisons between Medicare
and private payers.

5.3 Voting Requirements

The statute sets out quorum requirements for the
IPAB’s deliberations, defined as the majority of the ap-
pointed members. Any proposal must be approved by
a majority of the appointed members who are present
for the vote (65). It appears that IPAB could function
with fewer appointees if not all 15 members are ap-
pointed and confirmed.

5.4 Limits on IPAB’s Authority
The law includes language that limits IPAB's scope

of authority, prohibiting certain recommendations that

could negatively affect beneficiaries and prohibiting
recommendations that could affect certain providers.

IPAB is prohibited from including any recommendation

that would: 1) ration health care; 2) raise revenues or

increase Medicare beneficiary premiums or cost shar-
ing; or 3) otherwise restrict benefits or modify eligibil-

ity criteria (65).

Other criteria for implementation for the years
through 2019 are that mandatory proposals cannot
include recommendations that would reduce payment
rates for providers and suppliers of services scheduled
to receive reductions under the ACA below the level
of the automatic annual productivity adjustment called
for under the Act.

Thus, payments for inpatient and outpatient hos-
pital services, inpatient rehabilitation and psychiatric
facilities, long-term care hospitals, and hospices are ex-
empt from IPAB-proposed reductions in payment rates
until 2020; clinical laboratories are exempt until 2016.
Consequently, these exclusions leave Medicare Advan-
tage, the Part D prescription drug program, skilled
nursing facility, home health, dialysis, ambulance and
ambulatory surgical center services, and durable medi-
cal equipment (DME) as the focus of attention.

The nonmandatory recommendations include:

4 As appropriate to reduce Medicare payments under
Part C (Medicare Advantage) and Part D (prescrip-
tion drug program)

e Those recommendations can include reduc-
tions in direct subsidy payments related to
administrative expenses and profits, denying
high bids or excluding them from the aver-
age bid amount used for calculating the Part
D payment.
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e Drug rebates, such as those required from
pharmaceutical manufacturers under the Med-
icaid program, would presumably fall within
the scope of IPAB’s authority as well.

5.5 Implementation of Recommendations
and Judicial Review

The ACA precludes administrative or judicial re-
view of any implementation by the secretary of recom-
mendations contained in an IPAB proposal (65). The
secretary must implement IPAB recommendations, or
an alternative that has been enacted, by August 15 of
the proposal year. If there is no formal congressional
action, the secretary must implement IPAB’s proposal.

5.6 Advisory Reports

The board may develop and submit to Congress ad-
visory reports on matters related to the Medicare pro-
gram, regardless of whether or not the board submits
a proposal for such year beginning January 15, 2014
(65). For years prior to 2020 these advisory reports may
include recommendations regarding improvements
to payment systems for providers of services and sup-
pliers who are not otherwise subject to the scope of
the board’s recommendations (providers and suppliers
scheduled to receive a reduction in their payment up-
dates in excess of a reduction due to productivity).

5.7 Annual Public Reports

Beginning by July 1, 2014, the board will also pro-
duce an annual public report that includes standard-
ized system-wide information on health care costs, ac-
cess to care, utilization, and quality of care that allows
for comparison by region, types of services, types of
providers, and both private payers and Medicare (65).

5.8 Biennial Reports to Show Growth in
National Health Expenditures

Finally, in addition to board proposals to control
costs and the board’s annual public report, the board
will, beginning no later than January 15, 2015, and ev-
ery 2 years thereafter, submit to Congress and the presi-
dent recommendations to slow the growth in national
health expenditures (excluding expenditures under this
title and in other federal health care programs) while
preserving or enhancing quality of care (65). These rec-
ommendations are different from recommendations
contained in any annual board proposal and are not
enacted by the secretary unless Congress acts because
the board’s official proposals can only include recom-

mendations related to Medicare. Rather, these recom-
mendations can include matters that the secretary or
other federal agencies can implement administratively,
matters that may require legislation to be enacted by
Congress, matters that may require legislation to be en-
acted by state or local governments, or matters that can
be voluntarily implemented by the private sector.

5.9 Consumer Advisory Council

The board will be advised by a Consumer Adviso-
ry Council composed of 10 consumer representatives,
appointed by the Comptroller General of the U.S. and
from geographic regions established by the secretary
(65). The Consumer Advisory Council will meet no less
frequently than twice a year, in Washington, D.C,, in
public session. In addition, the law is silent on a date
by which the Comptroller General needs to appoint the
members of the Consumer Advisory Council and with
respect to the term of service.

5.10 Government Accountability Office Study

The Government Accountability Office (GAO) is to
submit a report to Congress containing the results of a
study of changes to payment policies, methodologies,
and rates and coverage policies under the Medicare
program as a result of the recommendations contained
in the proposals made by the board no later than July 1,
2015 (65). The study is to include an analysis of the ef-
fects of board recommendations on access, affordabil-
ity, other sectors of the health care system, and quality
of care. It may be the case that the impact of initial
recommendations, if triggered in 2013, will not be fully
ascertainable by July 1, 2015, thus making it difficult for
GAO to analyze changes.

6.0 ConGREssionAL ConsiDERATION OF
IpAB PROPOSALS

6.1 Fast Track Procedures

Congress considers IPAB’s required recommenda-
tions under special “fast track” procedures set out in
the statute. The board's legislative proposal must be
introduced by the majority leaders of the House and
Senate on the day it is submitted to Congress, and is
referred to the appropriate committees (65).

The committees must report those recommenda-
tions, with any changes, in just 2 and one-half months,
no later than April 1 of the proposal year, or the propos-
als are formally discharged from the committees. The
committees, and the full House and Senate, cannot con-
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sider any amendment that would change or repeal the
board’s recommendations unless those changes meet
the same fiscal criteria under which the board operates.
A vote of three-fifths of members in the Senate (“duly
chosen and sworn") is required to waive this restriction.

6.2 Amending and Discontinuing IPAB

The ACA sets up special procedures for discontinu-
ing IPAB and its fast track procedures (65). In general, it
is not in order to “consider any bill, resolution, amend-
ment, or conference report that would repeal or oth-
erwise change...” the processes for Congressional con-
sideration of IPAB. That provision can be waived in the
Senate only with a vote of three-fifths of the members.

Provision is made for a one-time fast-track con-
sideration of a joint resolution to dissolve IPAB. Such
a resolution must be introduced in 2017, no later than
February 1 of that year.

6.3 Relationships between IPAB and other
Entities

IPAB “MedPAC on steroids” is structured to have
a strong relationship with HHS and CMS, through ex-
officio board membership, the dominant technical role
of the CMS Actuary, and the secretary’s responsibility
to present, comment on, and implement IPAB’s recom-
mendations. Theoretically, IPAB must submit its draft
recommendations to MedPAC, as well as to the secre-
tary, and MedPAC will comment on those recommenda-
tions and continue to advise Congress more generally
on Medicare policy.

7.0 Issues ReLaTeED To IPAB

7.1 Issues Related to Targets and
Consideration of Medicare Versus Total
Health Care Spending

IPAB's targets, and required recommendations that

receive fast-track consideration, relate only to Medi-

care. However, there are 2 provisions in the law that
affect requirements for IPAB and the secretary that are
related to total health care spending.

4 First, IPAB is required to submit mandatory recom-
mendations only if Medicare spending is in excess
of its statutory target and the medical care compo-
nent of the CPI-U exceeds the CPI-U.

e  Thus, if medical inflation is lower than general
inflation, IPAB does not submit mandatory rec-
ommendations even if Medicare spending is in
excess of its target.

e The Congressional Research Service indicates
medical inflation has been below general in-
flation once in 25 years (in 1998) (37).

4 Second, starting with determination year 2018, the
CMS Actuary must also project growth in national
health spending per capita (for implementation
years starting with 2020).

e If Medicare spending growth is lower than the
projected growth in national health spending,
IPAB is still required to make its mandatory
recommendations, but the secretary must not
implement them automatically.

e  Further, this prohibition cannot apply 2 years
in a row, meaning that even if Medicare spend-
ing growth remains below that of private
health spending, any reductions in Medicare
that would occur because Medicare spending
growth exceeds the Medicare targets would
be implemented in that second year.

7.2 Issues Related to Medicare Spending
Targets

The specific statutory targets on per capita growth
in Medicare that trigger IPAB’s savings recommenda-
tions have been subject to relatively little discussion,
but are a central feature of IPAB’s role and authority,
and the savings attributed to it. Several questions have
been raised about these growth targets (65).

The first and fundamental issue relates to the es-
tablishment of enforceable target growth rates for
Medicare spending per capita. From a budgetary per-
spective, setting a target growth rate for Medicare
spending, albeit not a hard cap, but rather a target
that compels IPAB to make recommendations, requires
Congress to consider them, and the secretary to pro-
ceed with implementation. It is considered by some to
be necessary for reining in total federal spending and
reducing the deficit.

It is well known that any statutory target on Medi-
care growth, whether imposed by IPAB or other means,
could have negative consequences on the long-term
effects on coverage provided to beneficiaries, the ad-
equacy of provider payments, provider participation,
and beneficiaries’ access to needed services. This has
been reiterated by the experience with the SGR for-
mula under Medicare for physician payment, with the
illustration of unintended and negative consequences
that were not anticipated when Congress created the
formula to limit the volume of physician services (67).
There is concern that similar problems could emerge in
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the future if Medicare spending is constrained by a for-
mula set forth in the law that IPAB is required to recom-
mend and the secretary to implement.

Importantly for IPAB purposes, the SGR has been
considered to yield a budget “baseline” for physician
payments in Medicare that is artificially low, because
Congress is highly likely to continue to prevent such
deep cuts (68-70). The CMS Office of the Actuary, in an
August 5, 2010 memo setting out alternative growth
assumptions in Medicare, recounts the history of the
SGR and states that “Multiple consecutive years of large
negative updates are extremely unlikely to occur” (69).
To account for that baseline problem with the SGR, the
law sets an assumption that in computing the Medicare
projection on which IPAB action would be based, the
actuary is to assume a zero percent increase in physi-
cian payment rates rather than the cuts called for in
the statute. This complicates whether and how IPAB is
to deal with physician payments. The actual baseline is
whatever is in law, including the negative updates, but
the IPAB baseline assumes a freeze. As a technical mat-
ter, it is unclear what would happen if IPAB makes a
statutory recommendation to enact a freeze for several
years. From the board’s baseline perspective, this has no
cost, but it clearly has a CBO scorable cost.

Another concern that has been raised relates to
problems that could result from having a trigger based
in part on projections rather than actual data. The ac-
tuary is required to use a 5-year average calculation of
Medicare spending in which the key assumption is the
projection for the implementation year, from which the
5-year average is calculated. Theoretically, if estimates
for that implementation year are higher than actual
Medicare spending, IPAB could be compelled to recom-
mend savings that may not have been required based
on what actually happens, and the converse is true if
the actuary projects spending lower than that which
actually occurs.

7.3 The Issues Related to Specific Targets

Another issue relates to the specific targets them-
selves, how they compare with underlying growth
rates, and the likelihood and depth of potential action
required by IPAB. The law establishes targets for Medi-
care per capita spending—one based on a measure of
inflation (2015-2019) and the other based on GDP plus
one percentage point (beginning in 2020)—that have
historically grown at slower rates than Medicare per
capita spending over the last 25 years. From 1985-2009,
Medicare spending growth per capita exceeded by 2.7
percent the initial target based on the average of the
CPl and the Medical Care Component of the CPI. During
this same period, Medicare spending growth per capita
exceeded by 1.6 percentage points the longer-term tar-
get of growth in GDP per capita plus one percentage
point (Table 8) (71).

With enactment of ACA in March 2010, CBO esti-
mated that IPAB would achieve savings of $15.5 billion
in fiscal years 2015-2019. CBO’s most recent Medicare
baseline states that CBO's projections of the rates of
growth in spending per beneficiary in the March 2011
baseline are below the target rates of growth for fiscal
years 2015-2021. As a result, CBO projects that under
current law, the IPAB mechanism will not affect Medi-
care spending during the 2011-2021 period (72).

7.4 Issues Related to Achieving Savings in a
Single Implementation Year

While the requirement to achieve Medicare sav-
ings for the implementation year provides a clear direc-
tion and target for the board, it may discourage the
type of longer-term policy change that could be most
important for Medicare and the underlying growth in
health care costs, including delivery reforms that Med-
PAC and others have recommended which are included
in the ACA—and which generally require several years
to achieve savings (65).

Table 8. Average annual growth in Medicare spending and economic benchmarks.

Average Annual Growth in Medicare Spending and Economic Benchmarks, 1985 — 2009

Medicare spending per enrollee 6.7%
Average of CPI and CPI-Medical Care 4.0%
GDP per capita plus 1 percentage point 5.1%

Source: Medicare Spending and Financing: A primer. Kaiser Family Foundation, February 2011 (71).
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The test for whether IPAB’s recommendation meets
the target is whether it brings spending in that one year
down to the target, subject to the constraints of the
“applicable limits.” The only longer-term consideration
is that total spending over the 10-year period cannot
increase above the Medicare baseline.

7.5 Issues Related to IPAB’s Scope of
Authority

There are a number of open questions and debate
continues about IPAB’s scope of authority that affect
providers, plans and others health industry stakehold-
ers. In addition, even with constraints imposed in the
law, questions remain as to the reach of IPAB with re-
spect to beneficiaries.

7.6 Plans and Providers

With the limitations that appear to be imposed
on recommendations that would more directly affect
beneficiaries, these constraints mean that reductions
achieved by IPAB by 2020 are likely to affect payments
related to Medicare Advantage, the Part D prescription
drug program, and skilled nursing facility services (65).

These constraints also narrow IPAB’s scope even
within the payment policy arena. There is uncertainty
and it is unclear whether IPAB may, within its scope,
address other aspects of payments beyond “payment
rates” before 2021 for otherwise protected entities
such as hospitals. For example, could IPAB make rec-
ommendations to alter payment for “never events,” or
propose changes in medical education payment policy,
with the rationale being that those are not reductions
in payment rates but alternative approaches to pay-
ment policy (65)?

The Medicare physician payment policy issue under
the SGR formula also complicates the scope of IPAB’s
review of provider payments. Given the artificially low
current law baseline for physician services, and the pat-
tern of annual extensions of the SGR policy for physi-
cian payment, it would appear to be very difficult for
IPAB to make mandatory recommendations in this criti-
cal area of Medicare payment policy.

Limits in payments under Medicare Advantage and
Part D are explicitly within the scope of IPAB's authority.
For example, it would appear that the board could set
Medicare Advantage payments at or below spending in
the traditional Medicare fee for service (FFS) program,
and build on the ACA provisions that set Medicare Ad-
vantage payments below FFS payments in some com-
munities (65).

With respect to prescription drugs, it would appear
that IPAB could recommend that Part D plans receive
rebates from prescription drug manufacturers in the
same manner as state Medicaid programs. It is not clear
whether IPAB could go further—for example, whether
IPAB could recommend lower payment amounts for
prescription drugs covered under Medicare Part B, or
whether the board could establish a new Medicare-op-
erated Part D plan to compete with private drug plans.

7.7 Provisions Affecting Beneficiaries

However, it is not clear whether IPAB could adopt a
recommendation that would prohibit Medicare supple-
mental policies from offering first-dollar coverage, as
has been suggested by some in the context of current
deficit reduction discussions. According to the CBO,
MedPAC, and others, these coverage policies increase
Medicare costs because it lessens the disincentives to
utilization that the underlying Medicare cost sharing
imposes. In fact, a CBO estimation has illustrated that
limiting the ability of these policies to cover Medicare
cost sharing could save more than $40 billion over 10
years (12). Since this proposal may or may not directly
reduce benefits or raise Medicare cost sharing per se, it
is not clear whether IPAB has the authority to include
such a policy in its mandatory recommendations.

It is also not clear whether IPAB could make recom-
mendations that would affect low-income beneficiaries
who are either dually eligible for both Medicare and
Medicaid, or those who qualify for special subsidies of
premiums and/or cost sharing under the Medicare Sav-
ings Programs or the Part D Low Income Subsidy pro-
gram. Recent evidence has illustrated that programs
with dual eligibility are a major drain on the economy
and contribute to significant health care expenses, spe-
cifically for chronic disorders (73). Even then, the stat-
ute prohibits IPAB from making mandatory recommen-
dations relating to any program other than Medicare,
but it is unclear whether IPAB could, for example, re-
quire dual eligibles to enroll in low-cost managed care
plans in a given area.

Another area of concern is benefit redesign which
appears to be beyond the scope of IPAB, except for on
an advisory basis under the present law. However, for
the long-term viability of Medicare, whether to im-
prove the program or to achieve savings, policy propos-
als for benefit redesign may be needed, thus, increased
IPAB powers may make only recommendations. A prime
example includes the recommendation of the National
Commission on Fiscal Responsibility and Reform of a
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single deductible along with a relatively high limit on
out-of pocket spending (10,11). This idea was described
by the CBO in its December 2008 report Budget Options
(12), and MedPAC in its most recent report identified
options for both short- and long-term changes in Medi-
care’s benefit design (74).

More broadly, to the extent changes in payments to
providers affect beneficiaries’ access to care, such poli-
cies have an impact on beneficiaries. This issue is raised
by the current physician payment limits in Medicaid,
where the state provider payment constraints are often
severe, and is a potential consequence of any enforced
target for Medicare growth, whether through IPAB or
other means. If IPAB recommends policies that squeeze
Medicare payment rates, unintended consequences will
reduce private payment rates, with a resulting major
concern that entire health care recipient populations,
including Medicare beneficiaries, would be at risk of
having access problems as providers become inclined
to serve patients on a cash basis or the possibility of a
reduction in the number of providers. While the ACA
requires that proposals achieve the savings target “...
while maintaining or enhancing beneficiary access to
quality care...” there is no further clarification of how
this is to be determined, but it is perceived that it is
unavoidable.

7.8 Issues Related to Prohibition on Judicial
Regulations

No one is clear about the broad prohibition on
administrative or judicial review of how the secretary’s
implementation of IPAB proposals and how they will be
interpreted. Congress has on occasion waived judicial
review under the Medicare statute for the secretary’s
implementation of various components of, for exam-
ple, a new or revised payment methodology. The waiv-
ers tend to apply to specific technical components of
that methodology.

8.0 ImrPLEmMEnNTATION OF BoARD IVIEDICARE
PROPOSALS

In the absence of limited exceptions, the secretary
implements the board’s proposals on August 15 of the
proposal year, which take effect on October 1, that re-
late to payment rate changes and January 1 for Parts C
and D and recommendations relating to payment rate
changes (37).

Two general exceptions have been reported for
implementing a Board proposal:
¢ If federal legislation was enacted by August 15 of the

proposal year that superseded the board’s recom-

mendations and

e Achieves at least the same net reduction in to-
tal Medicare program spending as would have
been achieved by the board’s proposal, and

e Does not increase the expected Medicare
program spending over the 10-year period,
starting with the implementation year, rela-
tive to what it would have been absent the
legislation.

4 Beginning with implementation year 2020, and be-
yond, the secretary would not implement a board
proposal if a joint resolution was enacted prior to
August 15, 2017, to discontinue the board.

8.1 Potential Impact of IPAB

8.1.1 Qualifications and Recruitment of Board
Members

By statute, the board is to be composed of mem-
bers drawn from a wide range of professions and back-
grounds, in addition to geography, and a majority can-
not be individuals directly involved in the provision or
management of the delivery of Medicare items and
services (37). However, it is not clear whether this de-
termination of a member’s status is made at the time
of nomination or whether a potential nominee’s status
is a function of their prior experiences and the bias ex-
istent in the selection. Further, it is not known if the
blanket prohibition on outside businesses, vocations, or
employment may characterize a board member as an
employer or being involved in the provision or manage-
ment of services when he or she ceases employing any-
one or ceases being involved in the provision of items
or services

The stated objective for an independent board was
to isolate health care payment decisions from the in-
fluence of special interests. While the statute specifies
the qualifications of board members, despite nationally
recognized expertise, it also specifies that the board
should include, among others, employers, third-party
payers, and representatives of consumers and the elder-
ly. In moving beyond expertise, skills, and experience,
and naming specific groups that should be included on
the board, the legislation designates some interests as
worthy of being represented and others, by omission,
as not being worthy. These efforts, rather than isolating
the board from the influence of special interests, ap-
pears to welcome some interests directly into the pro-
cess, and preserve administration goals, which are inde-
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pendent of accountability. In addition, board members,
Congress, organizations, and the public more generally,
question whether certain board members are on the
board in a representative capacity even though they
are prohibited from outside businesses or employment.

It is also uncertain if an adequate supply of indi-
viduals willing to serve on federal boards such as IPAB
are available, with the commitment (full time), relative-
ly modest salaries and constraints on board members
(restrictions on outside employment and term of service
and local residency) making recruiting highly qualified
and respected individuals problematic (75).

8.1.2 Board Proposals’ Impact Beyond Medicare

It is the opinion of the authors, that the implica-
tions of IPABs recommendations will have a broader im-
pact than Medicare alone. For example, the recent em-
powerment of insurers has had unintended effects on
access and quality. Further, another arm of ACA, PCORI
(13) can also impact on private insurers with limited re-
strictions imposed on them. Many payers fashion their
payments on Medicare rates, such as “Medicare plus
X%," so recommendations to reduce Medicare pay-
ments for certain procedures or suppliers are likely to
have a ripple effect throughout the health care system
and could lead to a reduction of the average price paid
for such services or supplies.

9.0 Future ConsiperaTtions orF IPAB

In light of issues that have been raised, a variety of
policy options could be considered for revising or refin-
ing various features of IPAB (65). Multiple options could
either strengthen or weaken the role of IPAB, depend-
ing on policy desires, eliminate it entirely, or empower
MedPAC.

9.1 Options to Modify Medicare Spending

Targets

4 Drop the targets: IPAB could continue to make rec-
ommendations, and could opt to hit whatever tar-
get it thought appropriate, but without the con-
straint of the statutory target and trigger for IPAB

action (65).

e This approach would retain IPAB as an expert
advisory body, whose proposals would merit fast-
track consideration in Congress, but without the
target.

4 Retain and revise the targets: Targets could be tight-
ened so that IPAB is even more effective as a bud-
get and deficit control device (65). Alternatively,

the targets could be weakened.

e  Greater weight could be given to medical care
prices than general price increases.

e Further, the target could be based on a com-
parison of Medicare and private per capita
spending for similar services, requiring IPAB to
make formal recommendations with fast-track
follow-up only when program spending is sub-
stantially above projected growth patterns.

e Over the 1970-2009 period, Medicare has actu-
ally grown more slowly than private health in-
surance (8.3% per year compared with 9.3%),
although the pattern varies in different time
periods.

e The CBO originally estimated savings from
IPAB and now projects that Medicare spend-
ing will be within the targets through 2021,
and such annual changes in projections, and
impact on whether IPAB is required to issue
mandatory savings recommendations, can be
expected to continue.

4 Modify the 5-year timeframe used to calculate the
target: Careful analysis would be needed to as-
sess the impact, but the implications of alternative
timeframes for the target calculations could be
considered (65).

4 Allow savings to accrue over a longer period of time,
rather than in a single “implementation” year: The
requirement to achieve Medicare savings for the
implementation year may discourage the type of
longer-term policy change that could be most im-
portant for Medicare and the underlying growth in
health care costs, including delivery reforms which
generally require several years to achieve savings
(65).

9.2 Options to Modify the “Applicable

Limits"” for Medicare Savings Targets

4 Raise or eliminate the applicable limits: This would
allow IPAB to keep Medicare spending below tar-
gets, without the current law’s constraints (65).

e This could turn the current-law IPAB targets
into a true cap on spending growth. If a 2%
cut in spending is called for, then IPAB would
be called on to reduce spending by the full
amount required to reach that target.

4 Reduce the applicable limits, or allow the limits to
phase in more slowly: This would reduce the mag-
nitude of savings that IPAB would be charged to
recommend (65).
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e The applicable limits could be phased in more
slowly, for example staying at 0.5% of Medi-
care spending or phasing up to 1% of Medi-
care spending rather than 1.5% by 2018.

9.3 Options to Revise the Process for IPAB and

Congressional Consideration of Proposals

4 Give IPAB its own actuary: IPAB could be given more
independence from HHS by assigning it its own ac-
tuary for purposes of making determinations un-
der the statute, rather than assigning this authority
to the CMS Actuary, and/or by limiting HHS ex offi-
cio representation to the CMS Administrator rather
than the 3 officials now named (65).

4 Modify the secretary’s authority to implement IPAB
proposals: The requirement that the secretary ad-
vance a proposal in the event that IPAB fails to act,
with that proposal then benefiting from the same
fast-track treatment available to IPAB, could be re-
vised (65).

e For example, in the event that IPAB fails to act,
the statute could recognize that there were
no recommendations that year, allowing Con-
gress to deliberate and set policy under stan-
dard procedures.

e Alternatively, to maintain adherence to the
statutory targets, if retained, the statute could
call for a simple sequestration proposal to be
presented to Congress in that situation, to be
implemented by the secretary if Congress fails
to develop an alternative.

4 Revise the congressional super-majority require-
ments: The super-majority requirements for con-
gressional amendments to the recommendations
that may differ from the underlying targets could
be revised, allowing the standard working majori-
ties to make decisions, as is the case for other statu-
tory decisions (65).

4 Remove the prohibitions on administrative and ju-
dicial review: Administrative and judicial review
provisions could be clarified to deal with situations
in which it is questionable whether IPAB is acting
within the bounds of its authority (65).

4 Eliminate the fast-track provisions for adoption of
IPAB proposals: The ultimate change would be to
drop the congressional fast-track provisions alto-
gether, which would turn IPAB into a more tradi-
tional advisory body (65).

9.4 Options to Revise the Scope of

Recommendations Affecting Benefits

4 Clarify IPAB's authority with regard to benefits: Clarity
could be provided about the definitions and con-
straints envisioned in the current language of the
ACA (65).

e Such clarity would yield a greater understanding
of what the board can and cannot recommend,
and could be designed to tighten or loosen
IPAB’s authority depending on policy objectives.

4 Remove the prohibition on IPAB consideration of ben-
efit changes: The statutory prohibition on IPAB mak-
ing recommendations related to benefits or cost
sharing could be changed (65).

e  Itcould be modified to allow IPAB to recommend
selected cost sharing and benefit adjustments.

e This would give the Board the ability to deal
with a broader range of Medicare issues, though
it could also raise concerns about such a wide
scope of authority over core Medicare issues
such as benefits.

4 Strengthen the requirements related to beneficiary ac-
cess and quality: IPAB could be directed to balance its
requirements to hit specified spending targets with
stronger requirements related to beneficiary access
and quality (65). The statutory requirement about
maintaining or enhancing beneficiary access to qual-
ity care could be strengthened.

9.5 Options to Revise the Scope of

Recommendations Affecting Providers

4 Clarify the extent of IPAB’s authority as it relates to pro-
viders: One option would be to clarify the extent of
IPAB's authority, and the constraints on that authori-
ty, in particular as it relates to the providers protected
from payment rate reductions prior to 2020, as well
as physicians (65).

4 Eliminate some or all of the statutory prohibitions on
the scope of IPAB’s required recommendations: The
statutory protections for selected providers until
2020 could be repealed, or the time period for the
protections shortened (65).

+ Place additional constraints on the scope of IPAB’s au-
thority related to providers: IPAB could be further
constrained, for example, by including physicians
within the providers that cannot be addressed until
the SGR problem is permanently fixed in some man-
ner by Congress (65).
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9.6 Options to Revise the Scope of

Recommendations Affecting Non-Medicare

Spending

+ Require IPAB to submit recommendations related to
private health spending: The secretary could then
apply these recommendations to the qualified
health plans providing health benefits in the new
health insurance exchanges, beginning in 2014,
where federal premium and cost-sharing subsidies
are provided (65).

¢ Require IPAB to more directly address private sector
spending as well as Medicare spending: IPAB would
only be called on to make recommendations when
spending exceeds those targets (65).

10.0 ImpPAacT on INTERVENTIONAL PAIN
NI ANAGEMENT

Based on the described evidence synthesis of PCORI
(13) which has been extensively described in previous
articles, and the powers of IPAB, the major impact on
interventional pain management would be the lack of
interventional pain management clinicians on panels
evaluating interventional techniques, resulting in the
elimination of the specialty and the recommendations
for coverage, or lack thereof, which may be slow for
Medicare, but empowers insurers. The results could be
drastic with elimination of interventional pain clinicians
and interventional pain management. The resulting
lack of understanding of the technical clinical aspects of
interventional techniques, placebo analgesia, nocebo
hyperalgesia, together with methodological research
flaws based on conflicts of interest are major draw-
backs in evidence synthesis related to interventional
pain management and its survival into the future. Eval-
uation may thus be considered invalid, if it is focused on
benefit for the guideline preparer (76-110).

Further, these fears are exemplified by multiple
evaluations and publications related to interventional
pain management published by NICE (111-117). NICE
(111) in conjunction with the National Collaborating
Center for Primary Care and Royal College of General
Practitioners (112) including guidelines developed for
the for early management of persistent nonspecific low
back pain, which have been inappropriately applied for
chronic persistent low back pain. Further, the evidence
assessment was performed poorly utilizing flawed
methodology.

CER in the United States is confused with evidence-
based medicine (EBM) and misapplied. Though both
are similar, there are some differences. CER in the Unit-

ed States are intermingled with the Cochrane Review
group and others in the United Kingdom and other
countries. They have often failed to utilize appropriate
methodological principles and lack accountability and
transparency. Some organizations limit their discus-
sion to process, never their deficiencies and conflicts of
interest. Multiple examples of faulty development of
guidelines exist and are illustrative. Further, an integ-
rity assessment expressed deep concerns regarding the
APS guidelines and pointed out significant methodo-
logic failures and raising concerns about transparency,
accountability, consistency, and independence due not
only to methodology flaws, but also conflicts of inter-
est. It has been concluded that the ACOEM guidelines
on chronic pain and low back pain lack applicability in
modern patient care due to a lack of expertise by the
developing organization (ACOEM), lack of utilization of
appropriate and current EBM principles, and a lack of
significant involvement of experts in these techniques,
resulting in a lack of clinical relevance (95).

However, in contrast, there are rigorously per-
formed evidence-based guidelines for interventional
techniques published by the American Society of Inter-
ventional Pain Physicians (ASIPP) (77), with extensive
supporting documentation of these guidelines and
systematic reviews with extensive quality assessment
have been provided (118-144). It is a common practice
for systematic reviews to misinterpret the evidence
based on flawed assumptions of placebo-control and
study design. Further, it has been shown that there are
multiple (mostly active-control) trials which provide sig-
nificant evidence for the efficacy of interventional pain
management techniques which have been excluded or
synthesized based on false assumptions, leading to im-
pressions of ineffectiveness and resulting in noncover-
age (145-169).

11.0 ConcLusion

One of the rationales for establishing IPAB was
to separate Medicare policy making from congressio-
nal politics (65). It is an independent body that can
make expert recommendations about Medicare, within
spending constraints established by Congress in the en-
abling legislation. It is presumed to make these recom-
mendations without the political pressures that often
confront elected officials, along with a fast-track con-
gressional review process and default implementation
in the absence of congressional action. Congress, in
enacting IPAB, subjected itself to future constraints in
the form of the fast-track process, and shifted policy
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authority to IPAB and other executive branch officials,
through both the new authority provided to IPAB and
the explicit constraints and timetable the ACA placed
on Congress.

IPAB evolved from a long history of concern about
Medicare spending and Medicare governance, and like
any major change in a public program, it raises issues to
deal with in the future. IPAB continues to be the source
of extensive controversy. Some groups are pushing to
repeal IPAB even though they support other provisions
of the ACA, and are pressing for implementation. Oth-
ers see great promise in IPAB, particularly given con-
cerns about the future growth in health care spend-
ing. In this manuscript, we have reviewed the many

potential unintended consequences of IPAB with em-
phasis on the potential impact on interventional pain
management.
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