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T he National Medical Association (NMA) has
convened a task force on pay for performance
(P4P), tasked to influence the national discussion

on this vital health policy issue. The following is a sum-
mary statement of the task force. A more detailed white
paper from the task force (NMA Presidential Task Force
on Pay for Performance) is forthcoming.

The NMA remains committed to the highest qual-
ity carefor all patients, and to the optimal deliv-
ery ofsuch care under all circumstances. As such,
we remain committed to the integrity of the
healthcare safety net, of which Medicaid and
Medicare are vital components.

We are concerned therefore, that Medicare and
Medicaid are now the keyfronts in the battlefor
developing viable P4P models. The P4P frame-
work developed and implemented by the Centers
for Medicare andMedicaid Services (CMS) is very
likely to set thepacefor the rest ofthe nation. P4P
frameworks should therefore be constructed with
the following considerations in mind, given the
millions ofproviders that will be impacted:

The scientific and clinical data that consti-
tute the "evidence base" by which perform-
ance is measured should be compiled
across diverse populations. In other words,
"case mix adjustment" is a more efficient
means ofensuring that physicians who see
patients with greater disease burdens are
not unfairly compensated relative to physi-
cians who see healthierpatients.

*Clinical data are probably more reliable
predictors ofquality improvement than are
claims data. P4Pframeworks should there-
fore rely more heavily on theformer.

* An undesirable clinical outcome does not
necessarily bespeak noncompliance by the
provider. Reimbursement mechanisms should
reflect the reality that physicians in smaller
practices are more likely to be adversely
impacted by larger numbers ofnoncompliant
patients, and noncompliance should be
appropriately attributed.

* The design, implementation and evalua-
tion of P4P frameworks should include
practicing physicians with expertise in
working amongpopulations that suffer the
ill effects of ethnic and racial health dis-
parities. The NMA recommends, therefore,
that cultural competency standards be
established as a major component of any
P4Pframework.

* P4Pframeworks and the current sustain-
able growth rate (SGR) cannot coexist.
SGR must be repealed ifP4P is to have any
chance ofsustained success.

* P4P reporting requirements must be vol-
untary in this preliminary stage. Requiring
providers to report on quality measures
while they are still in their infancyfurther
compounds the challenge ofsystematic data
collection.

* Health information technology is vital to
this process. There must be a national com-
mitment to providingfinancial and techni-
cal assistance to America's healthcare
providers, in order to facilitate their transi-
tion into the DigitalAge.

128 JOURNAL OF THE NATIONAL MEDICAL ASSOCIATION VOL. 99, NO. 2, FEBRUARY 2007


