Transcript
July 14 HCR Webinar
Slide #1
Dr. Joseph: Thank you for joining us for the first in our series of health reform webinars. My
name is Dr. Jerry Joseph, Immediate Past President of ACOG, and joining me for these sessions
is Lucia DiVenere, ACOG’s Director of Government Affairs.
Our intent in offering this series is to give you detailed practical information about the new
health reform law, including changes that will affect your practices, new opportunities, and the
bad news too.
A few housekeeping points:
•
•
•
•
•
•

For your convenience in remembering, were going to hold these webinars on the second
Wednesday of each month. Watch for exceptions.
If you’re listening in by phone, please be sure to mute your line for everyone’s benefit.
You can submit questions throughout the webcast, using the form shown on your screen.
We’ll answer your questions at the end, and please include your email address so we can
get back to you if we run out of time.
Please be sure to fill out our exit survey too. Your feedback will help us make this series
meet your needs.
If you experience any technical issues during the webcast, please use the help button
shown on your screen.
These slides are available for download at ACOG’s health reform center at
www.acog.org.

OK, let’s get started.

Slide #2 Background
Dr. Joseph: During my year as ACOG President, attention to how Congress approached health
care reform was foremost on my daily agenda.
After months and months of interaction between Congress and its committees, ACOG’s
Government Relations department and their great staff, ACOG’s Government Relations
Committee and our Executive Board, we ultimately “reluctantly opposed” the final reform bill.
A large factor in that decision relates to the failure of the bill to repeal the “SGR” (Sustainable
Growth Rate) and the omission of meaningful liability reform.
We felt that despite many “insurance reforms” especially for women that ACOG fought hard to
get, we could not support a bill built on broken payment and broken liability systems.

Slide #3 Background Cont’d
Dr. Joseph: In general, Congress wanted to cover the uninsured (estimated to be 45.7 Million in
2008) and require fairer insurance practices, and change the manner in which health care is
practiced.
Please note, that although we are trying our very best to keep you, our ACOG members
informed, this is just the beginning. The new law entrusts an enormous amount of new authority
to the Secretary of HHS and many of the details of the law will be established in regulations, yet
to be written. Thus far what we are presenting is the basics of the restructuring.

Slide #4 Sessions

Session 1: July 14 Wednesday Noon ET
Payment Issues
Session 2: August 12 Thursday Noon ET
Benefits and Insurance Reforms
Session 3: September 8 Wednesday Noon ET
Practice Administration
Session 4: October 13 Wednesday Noon ET
Compliance
Session 5: November 10 Wednesday Noon ET
Opportunities
Session 6: December 8 Wednesday Noon ET
Non-Physician Providers
Dr. Joseph: Please note that next month, our presentation will be on Thursday, August 12th, and
not Wednesday, August 11th.

Slide #5 Session 1 Payment Issues in Health Reform

Dr. Joseph: First to provide some sort of organized approach, let me outline the payment issues
by date of implementation before looking at them individually.
In 2010, this year, the following payment issues come into play:
•
•
•
•
•

Medicare SGR
Direct Access to Ob-Gyn Care
Medicare Relative Value Payments
Medicaid Smoking Cessation
Medicaid Family Planning

Slide #6 Session 1 Payment Issues in Health Reform

Dr. Joseph: In 2011, these payment issues are due for implementation:
•

Medicare Geographic Price Cost Index (GPCI)
(the so-called “Gypsy”)

•

Medicare Frontier State Payments
(“frontier state payments”)

•

Medicare Physician Quality Reporting Initiative (PQRI)

Then, in 2012
•

Medicare Accountable Care Organization
(ACO’s)

Slide #7 Session 1 Payment Issues in Health Reform

Dr. Joseph: Finally, in 2015
•

Independent Medicare Advisory Board
(IMAB)

•

Medicare Value Based Payment Modifiers

Slide #8 Payment 2010
Medicare SGR
Dr. Joseph: If you can’t remember the fairly long history, the so-called “sustainable growth rate”
is a formula devised by Congress in 1997. The basic goal is to prevent physician spending for
Medicare beneficiaries from growing faster than the per capita increase in the gross domestic
product (GDP). GDP growth is included in the formula on the theory that it is not sustainable for
Medicare physician spending to grow faster than the national economy.
There are several key factors beyond the control of physicians that impact this formula negatively.
•
•
•

Cost of office administered drugs (eg. Gyn Oncologists)
Cost of Medical Liability
Cost of additional services and benefits Congress continues to add over time.

The result has been annual decreases in physician reimbursement that have had to be overcome by
Congress each year. Instead of a permanent “fix”, Congress has elected to “kick the can” down
the road.
Currently as of June 1, 2010, the Medicare scheduled 21.3% payment cut has been replaced by a
2.2% payment increase until Nov. 30, 2010.
But we’re in the same position again on December 1, facing a 23% cut in December and a nearly
30% cut in January 2011.

Slide #9 SGR Cont.
Dr. Joseph: With the recent “hiccup” in the SGR, CMS began processing claims at the new rate
on July 1, 2010. Claims rendered prior to June 1, 2010 will be processed and paid as usual.
Claims containing the June 2010 dates of service which have already been paid at the - 21.3% rate
will be automatically reprocessed as soon as possible.
Please remember, you do not need to resubmit claims for June services.

Slide #10 Payment 2010
Direct Access to Ob-Gyn Care
We’ve talked about SGR. Now let’s focus on what IS in the health reform law that affects
payment
One of those is direct access to ob-gyn care. ACOG fought long and hard for this measure. We
have been waging this battle state-by-state for some 20 years and still women in 9 states had no
guarantee of direct access to their ob-gyns, and women in 16 other states had only limited access.
The new law provides direct access in all states with no restrictions.
Lucia, please help us understand the details as you know them.
Lucia DiVenere: Direct access is a guarantee that your patients can come to you when they need
to without having to get a referral from their insurer of another physician.
Direct access is especially important in healthcare reform because many elements of this law will
put new delivery systems in place, like medical homes and accountable care organizations. These
systems are designed to capture patients to maximize savings. But Congress made sure that all
women, regardless of the state they live in, insurer, or healthcare system type, would be able to
always see their ob-gyns.
This new law specifies that a women’s ob-gyn does not have to be her primary care provider, and
that her access cannot be limited to a certain number of visits or types of services. Unlike in some
states where direct access is limited to one well women visit a year or just maternity care.

Slide #11 Payment 2010
Medicare Relative Value Payments
Dr. Joseph: Important aspects of the new law as it relates to the Medicare Relative Value
Payments to physicians need to be noted here.
For the first time, the Secretary of the federal department of Health and Human Services (HHS)
has the authority to review Medicare physician services codes and adjust the relative values of
those codes, overriding the RUC and changing Medicare payments for certain physician services.
This may portend a “mixed bag” for Ob-Gyns. We may get higher payments for E&M servicesour work in the office. However, it could also mean lower payments for surgical services.
Lucia, can you help us understand the basis for this change?
Lucia DiVenere: Since 1992, the RUC has been advising Congress and CMS on the relative
values of various physician services. Its work is consensus-based, inclusive of the relevant
specialties, including ACOG, and respected.
This year, the RUC is chaired by ACOG Fellow Dr. Barbara Levy. All changes must be budget
neutral, so increased payments for certain services have to come from decreased payments from
others.
This provision gives the Secretary unprecedented authority, with no requirements for public or
Congressional involvement and is intended to increase the value of primary care services, a
recurrent theme throughout the health reform law.

Slide #12 Payment 2010
Medicaid Smoking Cessation Counseling
Dr. Joseph: Recognizing that smoking has a large negative impact on health, especially in
pregnancy, and with studies suggesting that physicians’ interaction and smoking cessation
counseling loom as large potential modifiers of this behavior, the new law provides for
reimbursement for this physician intervention.
•
•

There are no copays or deductibles for our patients.
These services can include diagnostic, therapeutic, and counseling services in addition to
prescribing pharmaco therapy.

Lucia, how has this changed from provisions in the past?
Lucia DiVenere: Before this bill became law, only 24 State Medicaid programs paid ob-gyns or
other physicians for smoking cessation counseling for pregnant patients, and 5 states had no
smoking cessation coverage at all.
Now, all pregnant Medicaid patients can get this counseling and you’ll be paid for this important
service.

Slide #13 Payment 2010
Medicaid Family Planning
I think that the provisions in this part of the new law are encouraging on many levels. With this
law, ALL states can now pay ob-gyns for family planning services, without applying for federal
permission.
States can now cover non-pregnant women with incomes up to the Medicaid pregnant women
eligibility level.
Lucia, help remind us what this was like before HCR.
Lucia DiVenere: Family planning is still an optional service that a state can choose to extend to
women with incomes above the Medicaid income eligibility level.
But before this law, states had to apply to HHS for a waiver of the federal rules, permission,
often a very cumbersome process.
Last year, 27 states had family planning waivers to provide family planning services to nonpregnant women with incomes above the Medicaid eligibility level. Eleven of those waivers
expire this year.
Now states can provide family planning services to this population without federal approval.

Slide #14 Payment 2011
Medicare Geographic Price Cost Index (GPCI) “Gypsy”
Lucia DiVenere: Payment is based on three factors. Two of them are nationally uniform: (1)
three sets of relative value units (RVUs) for a service, which represent the total value for
physician work, practice expenses, and malpractice premiums; and (2) a dollar conversion factor
that translates RVUs into payments. A third factor, called a geographical practice cost index is
used to adjust for variations in medical practices costs in different areas of the country. Costs are
expected to be higher in urban than in rural areas. Because there are three RVUs, there are three
GPCIs.
The physician work GPCI measures geographic differences in the earnings of all college
educated workers based on census data. It is intended to reflect geographic differences in the
costs of living.
The practice expense GPCI measures geographic differences in medical practice costs as
determined by office rent and staff wages. The office rent portion of the GPCI is based on
apartment rental data from the Department of Housing and Urban Development.
The malpractice GPCI measures the difference in premiums for a $1million/$3million policy
based on actual premium data for each state. A value for the GPCI of 1.00 yields the national
average payment amount. Most GPCIs range from 0.85 to 1.10, or within 15 percent below and
10 percent above national average.
The GPCI generally results in lower payments to physicians in rural areas for the same services.
Congress has taken steps to mitigate this difference, before healthcare reform and in healthcare
reform, by setting a floor below which payments cannot go on the work and practice expenses
portions of the GPCI, which makes up about 96% of the total adjustment.
Dr. Joseph: Thanks for that explanation, Lucia. Note that physicians in some 56 localities in 42
states including Puerto Rico and the Virgin Islands will benefit from the changes.

Slide #15 Payment 2011
Increased Payments to Physicians in Frontier States

Lucia DiVenere: The practice expense GPCI adjustment is increased further, in fact up to the
National average, for physicians in Frontier States. A Frontier State is a state in which at least
50% of the counties are Frontier Counties, and a Frontier County has a population per square
mile of less than than 6.
Dr. Joseph: Note here that the states likely to be affected include Montana, North & South
Dakota, Utah and Wyoming.

Slide #16 Payment 2011
Physician Quality Reporting Initiative (PQRI)
Dr. Joseph: PQRI is not a new program. It was created in 2006, but it takes on a whole new
significance in health reform, and forms the “pay for performance” infrastructure. Congress and
health policy experts are determined to relate physicians’ pay to care that improves health care
outcomes, not just the number of services a doctor provides.
Up until now, PQRI has been a fairly experimental voluntary program that encouraged doctors to
report on certain quality measures, just report that they provided certain services, not prove any
quality or outcome improvement. And in return for participating in the program, doctors got
small bonus payments.
The quality measures were developed by the National Committee for Quality Assurance
(NCQA) and relevant medical societies. There are about about 200 measures in today’s
program, including a number that are relevant to the work we do:
Do you give flu shots to your patients over age 50?
Do your patients get mammography screening?
Do your patients get antibiotic prophylaxis prior to surgery?
Do you order DXA for your patients over age 65?
Do you use HIT?
Do you counsel your patients to stop smoking?
In order to be eligible for bonus payments, a physician must report on one two or three quality
measures for at least 80 percent of eligible instances in which he or she provides that service.
CMS is considering reducing this threshold to 50%, to make participation easier.

Slide #17 Payment 2011
PQRI Cont.
Up until now, ob-gyn participation in this program has been very low, probably because the
bonus payments are too small to make it worth most of your while.
But as Lucia will show you, every ob-gyn practice should get ready to participate in PQRI.

Slide #18 Payment 2011
Why Participate in PQRI?

Lucia DiVenere: The biggest reason to participate is that your payments will be cut in 2015 and
beyond if you don’t.
Physicians who participate get 1% bonus payment in 2011 and 0.5% bonuses in 2012 – 2014.
But take a close look at the 2nd bullet on this slide. Payments will be cut by 1.5% in 2015 and
2.0% in 2016 for physicians who don’t participate, when all practices are required to participate.
In the future, you may be able to satisfy PQRI participation and be eligible for an additional
bonus payment through ABOG’s MOC program.
PQRI participation will also be a factor in patient safety measures and electronic health records.
It’s a very good idea for you to become familiar with and start participating in PQRI now, before
2015. www.cms.gov/pqri

Slide #19 Payment 2012
Medicare Accountable Care Organizations (ACOs)
Dr. Joseph: By 2012, ACOs or Accountable Care Organizations will be a new “buzz” word.
These are aligned providers, most likely large multispecialty groups, often affiliated with the
same hospital. Some requirements:
•

Must have a shared governance

•

Contract with HHS for a 3 yr. period.

•

There must be enough primary care professionals for at least 5,000 beneficiaries

•

Quality performance measures will be specified by the Secretary of HHS

•

Providers and hospitals will share in savings AND risk (profits and losses)

Slide#20 Payment 2015 (after all else is in place)
Independent Medicare Advisory Board (IMAB)
Dr. Joseph: This Board is another big reason ACOG “reluctantly opposed” the new law.
IMAB will be composed of 15 non-elected, Presidentially appointed members with 6 year terms,
who will do this full-time, no outside work.
Their only purpose will be to make recommendations to reduce health spending, and only in
physician payments in the first 3 years.
You can see by the way the legislation is written that this Board will be very powerful, it’s going
to be very hard for Congress to reject or override IMAB “recommendations.”

Enough “bad new” from me Lucia! Can you please take the next slide - our last informational
slide?

Slide #21 Payment 2015
Value-Based Payment Modification
Lucia DiVenere: This is another area of significant new authority given to the Secretary of HHS.
This provision allows the Secretary to adjust CPT payment codes to pay physicians and
physician groups on quality of care relative to cost. Because of budget neutrality, if some
physicians are paid more, those payments have to come from cuts to those who score low on
quality relative to cost.
Before 2015, the Secretary will develop this modifier and it will be used for the first time on
2015 payments, based on 2014 quality and cost performance.
After 2014, the Secretary can add MOC completion to the quality measures used for the valuebased payment modifier.

Slide #22
Dr. Joseph: Please type any new questions you have and again, please be sure to answer our exit
survey. We would really appreciate the input from you to help improve our next sessions!

And please remember that our next session is on Thursday, August 12, not Wednesday.

I hope this has been informative and helpful and that you’ll join Lucia and me for this full series.

