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MEDICARE CHANGES
Independent Medicare Advisory Board
• IMAB’s purpose is to reduce the per capita rate of growth in Medicare spending.
• 15 Board members:
o Majority must be not involved in providing care.
o Must not be working or engaged in business or vocation outside the Board.
o 6 year terms.
o May only be removed by the President for neglect of duty or malfeasance.
• Each year, the CMS Actuary determines if the rate of growth is above a predicted rate.
• If that determination is found:
o The Board submits a proposal to Congress with ways to reduce spending to the
expected rate.
o The proposal cannot ration are, raise revenues or premiums, increase beneficiary costsharing, restrict benefits, or modify eligibility criteria.
o Recommendations submitted before 2018 cannot include payment cuts for providers
already scheduled for cuts, as with the SGR.
o Recommendations must all be Medicare-related, no outside sources of revenue.
o Recommendations must reduce costs while maintaining or enhancing beneficiary
access to quality care.
• The law sets out a very explicit legislative procedure for Congressional consideration of the
Board’s recommendations:
o Prohibition of filibuster.
o Any changes to this part of the law requires 3/5 vote in the Senate.
o Any Congressional changes to the Board’s recommendations must accomplish as
least the same cost reduction goals and adhere to the same recommendation
requirements.
o No extraneous amendments.
o Congressional Committees have to mark up and report out the Board’s
recommendation by April 1 of each year. If the Committee(s) don’t meet the
deadline, the Board’s recommendations go straight to the floors.
o Strict debate time limits.
• The Secretary of HHS is required to implement the recommendations, either as submitted by
the Board or as appropriately amended by Congress, on August 15 of each year.
o And can use interim final rulemaking power to implement the recommendations.
o No administrative or judicial review of the Secretary’s implementation.
• Congress may only discontinue the Board by a joint resolution introduced before February 1,
2017.
o No filibuster.
o Requires 3/5 majority of both Houses.

Medicare’s Physician Quality Reporting Initiative (PQRI)
• Ob-gyns who participate in Medicare’s Physician Quality Reporting Initiative (PQRI) will be
eligible to receive bonus payments of 1% in 2011 and 0.5% from 2012–2014.
• Payments will be reduced by 1.5% in 2015 and 2.0% in 2016 for physicians who don’t
participate in the PQRI program.
• Beginning in 2012, PQRI participation becomes a meaningful use qualifier for EHR grants.
• In 2011- 2014, physicians who complete the Maintenance of Certification (MOC) are eligible
for an additional one percent bonus in 2011 and 0.5% bonus in 2012 to 2014.
o Data on a physician’s quality measures must be submitted on the physician’s behalf
by the MOC program.
• After 2014, the Secretary can add MOC completion to the quality measures used for the
value-based payment modifier.

Physician Compare Website
•
•
•

The HHS Secretary, with input from stakeholders, will set up a Physician Compare Website
(modeled after the program that already exists for hospitals) using PQRI data.
Data would be made public on January 1, 2013 comparing physicians on quality of care and
patient experience.
The Secretary must ensure that the data is statistically valid and risk-adjusted; the physician
must have time to review the information before it becomes publically available; data must
ensure appropriate attribution of care when multiple physicians and other providers are
involved; and the Secretary must give physicians timely performance feedback.

Medicare’s Innovation Center to Test New Payment Models
• The bill creates an Innovation Center within the Centers of Medicare and Medicaid Services
with broad authority to test, evaluate, and adopt delivery/ payment models that foster patientcentered care, improve quality, and contain costs in Medicare, Medicaid, and CHIP.
• Models to be selected may include:
o Patient centered medical homes, including ones that address women’s unique health
needs,
o Encouraging physicians to transition from fee-for-service to salary-based payment,
o State all payer payment systems, and
o Chronic care management and care coordination models.
• The Secretary may implement models broadly, if the demonstration project shows a
reduction in cost without reducing the quality of care; or improvement in the quality of care
and simultaneous reduction in spending.
• The Center will propose models for testing within the next 18 months.
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Medicare Fee Schedule Value-Based Payment Modifier
• The HHS Secretary will create and apply to Medicare provider payments a value-based
modifier that will result in higher Medicare payments for high quality, low cost physicians
and lower payments for high cost, low quality physicians.
• The modifier is to be based on a composite quality score and a composite cost score
determined by measures selected by the HHS Secretary and endorsed by a consensus
organization.
o Begins with 2015 Medicare payments.
o Applies only to physicians in 2015, other health professionals in 2017.

Misvalued Codes Under the Medicare Physician Fee Schedule
•

•

Effective immediately, the Secretary has the authority to change relative values, and
payments, for services with special attention to:
o Services with high growth rates,
o Where there has been substantial changes in the practice expense or work
components,
o Where new technology has reduced the cost of services,
o Where multiple codes are frequently billed for a single service, and
o Codes which have not be reviewed since implementation of the RBRVS.
Secretary can increase and decrease cost values.

Physician Resource Use Feedback Program
• The bill expands Medicare’s physician resource use feedback program to provide
individualized reports by 2012.
• Reports will compare the per capita utilization of physicians (or physician groups) to other
physicians who see similar patients.
• Reports will be risk-adjusted and standardized to take into account local health care costs.

Medicare's Geographic Payment Adjustment
•
•
•
•

The bill reestablishes the national average floor on Medicare's geographic payment
adjustment (GPCI) for physician work.
In 2010 and 2011, Medicare makes a separate adjustment for the practice expense portion of
physician payments that will benefit physicians in rural and low cost areas.
Beginning in 2011, a third adjustment will increase the practice expense GPCI for physicians
in frontier states, expected to be North Dakota, Montana, South Dakota, Utah and Wyoming,
to the national average.
Physicians in 51 localities in 42 states, Puerto Rico and the Virgin Islands will benefit from
the two practice expense adjustments.
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Increased Payments for Nurse Midwife Services
• Medicare payments are increased from 65 to 100% of the payment amount for the same
services provided by a physician.
• Effective January 1, 2011.

In-Office Imaging Services Disclosure Requirements
• Disclosure requirements related to physician ownership and referral apply to MRI, CT, PET,
and any other designated imaging the Secretary deems appropriate, and can include
ultrasound and other imaging services at the Secretary’s discretion.

MEDICAID CHANGES
Smoking Cessation Counseling
•

Effective October 1, 2010, physicians will be reimbursed for the provision of smoking
cessation counseling to pregnant women in Medicaid, with no cost-sharing for the patients.

Recovery Audit Contractor
•
•
•

The Medicare Recovery Audit Contractor (RAC) program is expanded to Medicaid.
This program hires contractors to review medical records to recover money from
overpayments and payments for non-clinically indicated services.
Contractors keep a percentage of the inappropriate payments.

Medicaid Eligibility
•
•
•
•

Medicaid eligibility starting in 2014 is broadened to cover all individuals under age 65 with
incomes up to 133% of the federal poverty level (FPL).
All newly eligible adults will be guaranteed a benchmark benefit package that at least
provides the essential health benefits.
States that have already expanded eligibility to adults with incomes up to 100% FPL will
receive a phased-in increase in the federal medical assistance percentage so that by 2019 they
receive the same federal financing as other states (93% in 2019 and 90% in 2020 and later).
States have the option to expand Medicaid eligibility to childless adults beginning on April 1,
2010, but will receive their regular FMAP until 2014.

Medicaid Coverage of Free-Standing Birth Center Services
• Pre-HCR law authorized payments to hospitals and other facilities operated by and under the
supervision of a physician, no payment for services of an ambulatory center lawfully
operated by other health professionals.
• This law allows Medicaid payments to state recognized free-standing birth centers not
operated by or under the supervision of a physician.
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•
•

States that currently do not license birth centers, must pass legislation before the centers can
receive these payments.
The HHS Secretary will also reimburse services provided by individual providers within state
recognized free-standing birth centers, as long as the individuals are practicing within their
state’s scope of practice laws and regulations.

Medicaid Optional Coverage for Family Planning
• Allows states to cover family planning for individuals of childbearing age who are not
pregnant, with incomes up to the limits currently applied to pregnant women under Medicaid.
• Allows presumptive eligibility.
• States can count only the individual’s income, and disregard the income of others in the
household, including a spouse or parent.

Medicaid Health Homes
•
•
•

States may require beneficiaries with 2 or more chronic conditions, or with one chronic
condition and being at risk of a second one, to designate a qualified provider as their health
home.
Health homes must offer comprehensive care management, care coordination and health
promotion, comprehensive transitional care and follow-up, patient and family support, and
referral to community and social support services.
Eligible ob-gyn practices can qualify as health homes and receive additional compensation.

Medicaid Quality Measurement Program
•
•

The bill establishes, in consultation with States and providers, a Medicaid Quality
Measurement Program giving states the option to report on quality measures and establish
priorities and funding for the development and advancement of additional quality measures.
The Secretary, along with states, must regularly report to Congress the progress made in
identifying quality measures and implementing them in each state‘s Medicaid program.

MEDICARE AND MEDICAID
National Health Care Workforce Commission
• By April 1, 2011 and annually thereafter, the Commission reports to Congress on ways to
align Medicare and Medicaid GME policies with national workforce goals which emphasize
primary care.

Provider Screening and Enrollment Requirements Under Medicare, Medicaid, and CHIP
•

The Secretary will establish screening procedures for all providers; levels of screening will
vary according to risk of fraud in that health care sector.
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•
•
•
•
•
•

Screening must include criminal background checks, fingerprinting, unscheduled and
unannounced site visits, and database checks.
Screening takes place upon enrollment and revalidation of enrollment in these programs.
New physician screening begins on March 23, 2011; existing physician screening begins on
March 23, 2012.
Physicians will pay a $200 screening fee in 2010, increasing in 2011 and thereafter by the
consumer price index (CPI).
The Secretary can waive the fee for Medicaid providers if the fee is a barrier to beneficiary
access.
New providers will be subject to a provisional period of between 30 days and one year of
enhanced oversight, including prepayment review and payment caps.

OTHER HHS INITIATIVES
Personal Responsibility Education
• From 2010 – 2014, each state will receive funds for personal responsibility education
programs targeted to reducing pregnancy rates in youths.
• Funds are $75 million for each fiscal year, allocated to each state depending on the size of the
state’s youth population, but not less than $250,000 per state.
• Educational programs must include both abstinence and contraception and three or more
adulthood preparation subjects.

Medical Liability
•
•

The bill authorizes HHS to award $50 million over a period of five-years, up to $500,000 per
state, for states to develop, implement and evaluate alternative medical liability reform
initiatives that meet several specific criteria.
Medical liability protections under the Federal Tort Claims Act are extended to officers,
governing board members, employees and contractors of free clinics.

Comparative Effectiveness Research
•

The bill funds additional comparative effectiveness research to help inform clinical practice
through a newly created Center for Patient-Centered Outcomes Research Institute, a private,
non-profit corporation funded through public and private funds.

Quality Improvement Program and National Health Strategy
• Additional quality improvement program development and implementation will be led by the
HHS Secretary in consultation with relevant stakeholders.
• These efforts will include an annually updated national strategy to improve the delivery of
health care services, patient health outcomes, and population health.
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•

•

The Secretary will develop and implement 10 provider-level outcomes measures to target the
five most prevalent acute and chronic diseases, as well as target primary and preventative
care for distinct patient populations for creation of 10 outcomes measures.
The measure development must address issues regarding risk adjustment, accountability, and
sample size and include the full scope of services that comprise a cycle of care.

Assessment of the Health Care Workforce
• A new National Center for Health Workforce Analysis collects labor and workforce
statistical information and provides analyses and reports.
• Provides comprehensive information to Congress about how best to align existing federal
health care workforce resources with national needs, including more primary care.
• Includes an advisory committee on primary care and one on GME.

Claims Processing
• National rules will be developed and implemented between 2013 and 2016 to standardize and
streamline all health insurance claims processing requirements.
• This should make it easier to track claims, improve physician revenue cycles, and lower
overhead costs.

WOMEN’S HEALTH beyond Medicare and Medicaid
Postpartum Depression
•

•

HHS will:
o conduct research into the causes of, and treatments for, postpartum conditions,
o create a national public awareness campaign to increase awareness and knowledge of
postpartum depression and psychosis,
o provide grants to study the benefits of screening for postpartum depression and
postpartum psychosis, and
o establish grants to deliver or enhance outpatient, inpatient and home-based health and
support services, including case management and comprehensive treatment services for
individuals with or at risk for postpartum conditions.
The National Institute of Mental Health (NIMH) is encouraged, but not required, to conduct a
longitudinal study from 2010 – 2019 on the mental health consequences, positive and
negative, on women of resolving pregnancies, both intended and unintended, in various
ways.

Direct Access
• Guarantees direct access to ob-gyns for women, without requiring patients to receive a
referral or pre-authorization from a primary care provider or their insurance company.
• Prohibits insurers from restricting access to ob-gyns with visit or service limits.
7

Abortion
•
•
•
•
•
•

•
•
•

Abortion cannot be a mandated benefit as part of a minimum benefits package.
Every exchange health plan can determine whether it will cover no abortions, only those
abortions allowed under Hyde, or abortions beyond those allowed by Hyde.
Restrictions on abortion coverage apply only to plans in the exchange and only to abortion
services beyond those for which the Hyde amendment allows Medicaid coverage (in cases of
rape, incest, or endangerment of the mother’s life.)
No tax credit or cost-sharing credits may be used to pay for abortions beyond those permitted
by Hyde.
The HHS Secretary will ensure that in each state exchange, at least one plan covers abortion
and one plan either covers no abortions or only abortions allowed under Hyde.
Individuals/businesses purchasing plans in the exchange who want to buy a plan with
abortion coverage that extends beyond Hyde must pay for their premiums with separate
payments (2 separate checks) and the insurance plan must account for these payments
separately; one covering the actuarial value of the premiums and one that can only be used to
cover the cost of abortion coverage.
State abortion laws, including parental notification laws, are not preempted.
A State may pass a law outlawing any abortion coverage in its exchange.
Provider and facility discrimination prohibitions apply only to providers and facilities
unwilling to provide abortions.

Comprehensive Sex Education
• Provides $75 million per year through FY2014 for Personal Responsibility Education grants
to States for programs to educate adolescents on both abstinence and contraception for
prevention of teenage pregnancy and sexually transmitted infections, including HIV/AIDS.

Abstinence-Only Sex Education
• Funding is restored for Title V abstinence-only education through 2014.

Breast-Health Awareness in Young Women
•
•

NIH will conduct research to develop and test screening measures for prevention and early
detection of breast cancer in women ages 15 to 44.
HHS will create a national awareness campaign to encourage young women to talk with their
doctors about breast cancer and early detection.
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Maternal, Infant, and Early Childhood Visitation
•

•

Provides funding to States, tribes, and territories to develop and implement one or more
evidence-based Maternal, Infant, and Early Childhood Visitation model(s) to reduce infant
and maternal mortality and its related causes by producing improvements in prenatal,
maternal, and newborn health, child health and development, parenting skills, school
readiness, juvenile delinquency, and family economic self-sufficiency.
$100 million in 2010, $250 million in 2011, $350 million in 2012, and $400 million in both
2013 and 2014.

Pregnancy Assistance
•

•
•

Authorizes and appropriates $25 million annually for ten years (FY2010-FY2019) for a new
pregnancy assistance fund, which requires the HHS Secretary (in collaboration with the
Secretary of Education) to establish a grant program to states to help pregnant and parenting
teens and women.
Grants are available to institutions of higher education, high schools and community service
centers, a state’s attorney general, and/or to increase public awareness and education.
Institutions that receive grant funds are required to identify public and private providers,
establish programs with providers to meet the specified needs (housing, childcare, parenting
education, post-partum counseling) of pregnant or parenting students, assist eligible persons in
locating and obtaining appropriate services, and make referrals for prenatal care and delivery,
infant or foster care, or adoption.

Breastfeeding
•

•
•

Amends the Fair Labor Standards Act to require that employers provide a reasonable break
time for an employee to express breast milk for her nursing child for 1 year after the child’s
birth and provide a place, other than a bathroom, that is shielded from view and free from
intrusion from coworkers and the public.
Employers are not required to pay for this break time.
Employers with 50 or fewer employees may be exempt if providing this break time would
cause a hardship.

Investing in Prevention
•

•

Establishes the Prevention and Public Health Fund to increase investment in prevention and
public health programs to improve health and reduce the growth of health care costs in the
public and private sector.
Invests approximately $15 billion into this fund.
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Mammography and Women’s Preventive Health Coverage
•
•
•
•

Beginning in September 2010, all plans must cover preventive health services.
Plans cannot require cost sharing or deductibles for these services.
These services include women’s preventive care and screenings included in comprehensive
guidelines supported by HRSA, even if beyond those recommended by CDC and USPSTF.
Breast cancer screening, mammography, and prevention services are covered as if the
USPSTF November 2009 recommendations suggesting limited mammography screening for
certain age groups did not exist.

Community-Based Health Teams to Support Patient-Centered Medical Homes
•
•
•

•

The bill provides states with funding for the development of community-based health teams
to support medical homes run by primary care practices.
The team may include specialists, nurses, pharmacists, nutritionists, dieticians, social
workers, behavioral/mental health providers, and physicians’ assistants.
Primary care practices in this program function as medical homes, and are responsible for
addressing patient personal health care needs. The team links the medical home to
community support services for those patients.
Eligible ob-gyn practices can qualify as primary care practices and ob-gyns are eligible to be
specialist members of the community-based health team.

HEALTH INSURANCE REQUIREMENTS
Individual Mandate to Purchase Health Insurance Coverage
•
•
•

•

Beginning in 2014 requires U.S. citizens and legal residents to have qualifying health
coverage.
Those without coverage pay a tax penalty of the greater of $695 per year up to a maximum of
three times that amount ($2,085) per family or 2.5% of household income.
The penalty will be phased in: $95 in 2014, $325 in 2015, and $695 in 2016 for the flat fee or
1.0% of taxable income in 2014, 2.0% of taxable income in 2015, and 2.5% of taxable
income in 2016.
Beginning after 2016, the penalty will be increased annually by the cost-of-living adjustment.

Benefit Categories
•

The bill creates four benefit categories of plans plus a separate catastrophic plan for
individuals under age 30 who want to purchase a higher deductible plan to be offered through
the newly created state exchanges and in the individual and small group markets.
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Mandated Benefits
•

•
•

•

Effective January 1, 2014, all plans offered in the state exchanges and all individual and
small group market plans offered outside of the exchanges, except grandfathered individual
and employer-sponsored plans, are required to offer at least the essential health benefits
package.
HHS Secretary will define essential health benefits, which must be equal in scope to the
benefits of a typical employer plan.
At a minimum services in the following categories must be covered:
o Ambulatory patient services; Emergency services; Hospitalization; Maternity and
newborn care; Mental health and substance use disorder services, including
behavioral health treatment; Prescription drugs; Rehabilitative and habilitative
services and devices; Laboratory services; Preventive and wellness services and
chronic disease management; and Pediatric services, including oral and vision care.
Department of Labor is required to survey employer sponsored plans to determine the scope
of benefits provided in a typical plan, and report to the Secretary of HHS.

Employer Responsibility and Financial Assistance
•
•
•
•

Employers with more than 50 employees with at least one full-time employee who receives a
premium tax credit are required to offer health insurance coverage to their employees or be
assessed a range in fees, effective in 2014.
Employers with 50 employees or fewer are exempt from this requirement.
In 2007, 75% of ob-gyn practices had less than 42 full-time employees.
A range of small business tax credits for employers contributing at least 50 percent of the
costs of coverage for their employees will also be available, with credits phasing out as firm
size and average employee wages increase.

INSURANCE MARKET REFORMS
Rating Reform
• Effective January 1, 2011, requires guarantee issue and renewability and allows rating
variation based only on age (limited to 3 to 1 ratio), geographic location, family size, and
tobacco use (limited to 1.5 to 1 ratio) in the individual and the small group markets and all
plans offered in the exchange.
• Eliminates the practice of gender rating.
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Dependent Coverage and Other Protections
• Extends dependent coverage to age 26, prohibits rescissions of coverage, and eliminates
waiting periods for coverage of greater than 90 days, effective September 2010.

Prohibits Pre-Existing Condition Exclusions
•
•
•

Prohibits any plan from using preexisting condition exclusions to deny children coverage by
September 1, 2010 and adults by January 1, 2014.
Beginning on January 1, 2014, women cannot be denied coverage due to pregnancy, previous
c-sections or domestic violence, or prior medical history, among many others.
Effective March 23, 2010 and ending January 1, 2014, a temporary high-risk pool insurance
program is created for individuals who have been uninsured for six months and have a preexisting condition.
o Funding for the temporary risk pool is capped at $5 billion and terminates on
January 1, 2014.

Grandfathered Plans
• Health insurance plans in existence before enactment must comply with reforms on:
o Waiting periods
o Lifetime limits
o Rescissions
o Extension of dependent coverage
o Uniform explanation of coverage
o Loss ratio reports and premium rebates
• Group grandfather plans must also comply with restrictions on:
o Annual limits
o Pre-existing conditions

State Prohibitions on Discriminating Against Health Care Providers
• Affects state any willing provider laws.
• Beginning January 1, 2014, group health plans and health insurers offering group or
individual health insurance may not discriminate in terms of participation or coverage against
any health care provider acting within the scope of their state license.
• Insurers may establish varied payment rates based on quality or performance measures.
• Insurers are not required to contract with all health providers willing to abide by the terms
and conditions. Plans may have to cover the items and services, but don’t have to contract
with the provider.
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•

This provision may effectively require a plan to reimburse covered items and services
provided by any provider authorized by the state and willing to accept the health plan
payment rates.

Safety Net
• The bill allows States to contract with standard health plans for individuals who are not
eligible for Medicaid or other affordable coverage and have income below 200% of the
Federal Poverty Level (FPL).
• Makes legal immigrants whose income is less than 133% FPL, and who are not eligible for
Medicaid by virtue of the five year waiting period, eligible for the basic health program.
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