
 
 
 

2012  Updates 

Alaska 

Presenter
Presentation Notes
Module 4 provides information to explain recent changes to Medicare, Medicaid, and the Children’s Health Insurance Program (CHIP).This training module was developed and approved by the Centers for Medicare & Medicaid Services (CMS), the Federal agency that administers Medicare, Medicaid, and CHIP (the Children’s Health Insurance Program).  The information in this module was correct as of July 2012. To check for updates on the new health care legislation, visit www.healthcare.gov. To check for an updated version of this training module, visit http://www.cms.gov/Outreach-and-Education/Training/NationalMedicareProgTrain/index.html on the web. This set of National Medicare Training Program materials is not a legal document. The official Medicare program provisions are contained in the relevant laws, regulations, and rulings.
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1. Important Legislation 
2. Medicare Updates 

i. Original Medicare 
ii. Medicare Advantage 
iii. Medicare Prescription Drug Coverage 

3. Fighting Fraud and Abuse 
4. Agency Goals and Initiatives 

 

Lessons 

Draft 2012 Current Topics 

Presenter
Presentation Notes
We will cover four lessons in this module:Important LegislationMedicare UpdatesOriginal MedicareMedicare AdvantageMedicare Prescription Drug CoverageFighting Fraud and AbuseAgency Goals and Initiatives 
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§ Most of the information in this presentation 
relates to 
• Two laws that are collectively called the 

Affordable Care Act   
q Patient Protection and Affordable Care Act  
q Health Care and Education Reconciliation Act of 

2010  
• Middle Class Tax Relief and Job Creation Act of 

2012 
 
 

1. Important Legislation 

Draft 2012 Current Topics 

Presenter
Presentation Notes
Most of the information in this presentation relates to provisions of theTwo laws that are collectively called the Affordable Care Act (ACA). These include the Patient Protection and Affordable Care Act, and the Health Care and Education Reconciliation Act of 2010. The ACA extends CHIP 2 years; provides new coverage options for uninsured Americans, and more.Middle Class Tax Relief and Job Creation Act of 2012 that extends MMA section 508 reclassifications; extends current Medicare payment rates through December 31, 2012; extends the outpatient therapy services exception process through December 31, 2012; and extends the add-on payment for ground and air ambulance services through December 31, 2012.
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2012 Enrollment 
(in millions) 

Medicare Medicaid Children’s Health 
Insurance Program 

48.6M 
• 36.7M Original Medicare  
• 11.9M Medicare Advantage 
• 35.6M get Part D Rx benefits 
q 29.4M in Part D 
q 6.2M through Retiree Drug 

Subsidy 
q 10.7M low-income have 

drug coverage 

57M 5M+ 
 

9.2M Medicare and Medicaid Eligible 

Draft 2012 Current Topics 

Presenter
Presentation Notes
Current estimated Medicare enrollment is 48.6 million36.7M Original Medicare 11.9M Medicare Advantage35.6M get Part D Rx benefits29.4M in Part D6.2M through Retiree Drug Subsidy10.7M low-income have drug coverageMedicaid enrollment is estimated at 57 million9.2 million people have both Medicare and Medicaid eligibilityEnrollment in the Children’s Health Insurance Program is over 5 million



Outpatient Mental Health Care 

§ After Part B deductible 
• For visits to diagnose condition 

q You pay 20% of Medicare-approved amount 
• For outpatient treatment (such as psychotherapy) 
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In this year You pay 
2012 40% 
2013 35% 
2014 20% 

Presenter
Presentation Notes
After you pay your yearly Medicare Part B deductible ($140 in 2012), how much you pay for mental health services will depend on whether the purpose of your visit is to diagnose your condition or to get treatment.For visits to a doctor or other health care provider to diagnose your condition, you pay 20% of the Medicare-approved amounts.For outpatient treatment of your condition (such as psychotherapy), you pay 40% in 2012 (which is less than in 2011). Congress passed legislation that reduces how much people with Medicare pay for outpatient mental health treatment to be in line with coinsurance amounts for other medical services. How much you pay for these services will continue to decrease over the next few years as follows:2012 you pay 40%2013 you pay 35%2014 you pay 20%



2012 Therapy Cap Extension 
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Type of Therapy Annual Limit 

Physical and  
Speech-Language Pathology 

$1,880 
Combined 

Occupational Therapy $1,880 

§ Exceptions process extended through 12/31/12 
§ The manual medical review exceptions process  

• Effective October 1, 2012 
• Guidance pending 

q Caps apply to payment for therapy provided in a 
hospital outpatient department 

 
 

Draft 2012 Current Topics 

Presenter
Presentation Notes
Extension of Exceptions Process for Medicare Therapy Services - Section 3005 of the Middle Class Tax Relief and Job Creation Act of 2012, extends the exceptions process for outpatient therapy caps from March 1, 2012, until December 31, 2012, with some modifications to current therapy policies.  Providers of outpatient therapy services are required to submit the KX modifier on their therapy claims, when an exception to the cap is requested for medically necessary services furnished through December 31, 2012. In addition, the new law includes changes related to therapy services furnished in a hospital outpatient department (OPD). These changes impact the annual therapy cap in 2012 as well as the applicability of the therapy cap exception process. More information may be found at http://www.cms.gov/manuals/downloads/clm104c05.pdf.The therapy caps are determined on a calendar year basis, so all beneficiaries began a new cap for outpatient therapy services received on January 1, 2012. For physical therapy and speech language pathology services combined, the 2012 limit for a beneficiary on incurred expenses is $1,880. There is a separate cap for occupational therapy services which is $1,880 for 2012. Deductible and coinsurance amounts applied to therapy services count toward the amount accrued before a cap is reached, and also apply for services above the cap where the KX modifier is used.Section 3005 also mandates that Medicare perform manual medical review of therapy services furnished beginning on October 1, 2012, for which an exception was requested when the beneficiary has reached a dollar aggregate threshold amount of $3,700 for therapy services, including OPD therapy services, for a year. There are two separate $3,700 aggregate annual thresholds:  (1) physical therapy and speech-language pathology services, and (2) occupational therapy services. Section 3005 also requires that all claims for therapy services furnished on or after October 1, 2012, include the National Provider Identifier of the physician who reviews the therapy plan. 



Annual Wellness Visit  

§ Who is eligible? 
• Must have Part B for longer than 12 months, or 12 months 

after Welcome to Medicare Preventive Visit 
§ One visit every 12 months 
§ Who can furnish an AWV?    

• Physician 
• Physician’s Assistant, Nurse Practitioner, Clinical Nurse 

Specialist 
• Medical professional or team of medical professionals 

under direct supervision of a physician 
§ No cost if qualified and participating health 

professional accepts assignment 
• Services not included in AWV subject to regular billing 
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Presenter
Presentation Notes
Medicare covers an annual wellness visit if you have had Part B for longer than 12 months, or 12 months following your Welcome to Medicare Preventive Visit. You can receive an annual wellness visit once every 12 months. Who can furnish an AWV?   A PhysicianA Physician’s Assistant, Nurse Practitioner, Clinical Nurse SpecialistMedical professional or team of medical professionals under direct supervision of a physicianPlease note that you do not need to get a Welcome to Medicare Preventive Visit to get an annual wellness visit. You pay nothing for this exam if your qualified health professional accepts assignment. You may have additional charges if you get additional services not included in the AWV.For more information view CMS Publication No. 11532 at www.medicare.gov/Publications/Pubs/pdf/11532.pdf.



Annual Wellness Visit 
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§ What is included  
• Health risk assessment 
• Medical/family history 
• List of providers/suppliers involved in care 
• Review of functional ability, level of safety, risk factors 

for depression 
• Blood pressure, height, and weight measurements 
• Written screening schedule 
• Personalized health advice 
• Referrals for health education and preventive 

counseling to help you stay well 
 

Presenter
Presentation Notes
The health professional will ask you to answer some questions before (or at the time of) your visit, which is called a health risk assessment.  Your responses to the questions will help you and your health professional get the most from your annual wellness visit.  During the visit, your doctor will  Review you medical and family history Develop or update a list of providers that are regularly involved in your health care Measure your blood pressure, height, and weight Review your functional ability and level of safety, by assessing the following: Hearing impairmentAbility to successfully perform activities of daily livingFall risk, and Home safetyReview any risk factors for depressionGive you advice to help you prevent disease and stay well. You will get a brief written plan, like a checklist, letting you know which screenings and other preventive services you need over the next 5 to 10 years. 



Alcohol Misuse Screening & Counseling 

§ Annual screening  
• Up to 4 face-to-face counseling sessions if you 

q Misuse alcohol 
q Does not meet criteria for alcohol dependence 
q Are competent and alert when counseled 

• Counseling must be furnished  
q By a qualified primary care provider  
q In a primary care setting 

§ No cost if provider accepts assignment 
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Presenter
Presentation Notes
Medicare covers annual alcohol screening, and for those that screen positive, up to four brief, face-to-face, behavioral counseling interventions per year for Medicare beneficiaries, including pregnant women Who misuse alcohol, but whose levels or patterns of alcohol consumption do not meet criteria for alcohol dependence Who are competent and alert at the time that counseling is provided Whose counseling is furnished by qualified primary care physicians or other primary care practitioners in a primary care setting, such as a doctor’s office  Helpful definitions, for purposes of this benefit -Alcohol dependence:  defined as at least 3 of the following:  tolerance, withdrawal symptoms, impaired control, preoccupation with acquisition and/or use, persistent desire or unsuccessful efforts to quit, sustains social occupational, or recreational disability, use continues despite adverse consequences.Primary care setting:  defined as one in which there is provision of integrated, accessible health care services by clinicians who are accountable for addressing a large majority of personal health care needs, developing a sustained partnership with patients, and practicing in the context of family and community.  The following are not consider primary care settings: Emergency departments, inpatient hospital settings, ambulatory surgical centers, independent diagnostic testing facilities, skilled nursing facilities, inpatient rehabilitation facilities and hospices.  



Cardiovascular Disease (CVD)  
Risk Reduction Visit 

§ One CVD risk reduction visit per year 
• Provided by a primary care provider in a primary 

care setting 
§ The visit includes the following components 

• Encouraging aspirin use if benefits outweigh risks 
• Screening for high blood pressure 
• Intensive behavioral counseling to promote healthy 

diet 
§ No cost if provider accepts assignment 
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Presenter
Presentation Notes
Effective November 8, 2011, CMS covers intensive behavioral therapy for cardiovascular disease (referred to as a CVD risk reduction visit). CMS covers one face-to-face CVD risk reduction visit per year for Medicare beneficiaries who are competent and alert at the time that counseling is provided, and whose counseling is furnished by a qualified primary care physician or other primary care practitioner in a primary care setting. A primary care doctor is the doctor you see first for most health problems. He or she makes sure you get the care you need to keep you healthy. He or she also may talk with other doctors and health care providers about your care and refer you to them. A primary care setting is defined as the provision of integrated, accessible health care services by clinicians who are accountable for addressing a large majority of personal health care needs, developing a sustained partnership with patients, and practicing in the context of family and community. Emergency departments, inpatient hospital settings, ambulatory surgical centers, independent diagnostic testing facilities, skilled nursing facilities, inpatient rehabilitation facilities, and hospices are not considered primary care settings under this definition.The CVD risk reduction visit consists of the following three components:Encouraging aspirin use for the primary prevention of CVD when the benefits outweigh the risks for men age 45-79 years and women 55-79 yearsScreening for high blood pressure in adults age 18 years or olderIntensive behavioral counseling to promote a healthy diet for adults with hyperlipidemia, hypertension, advancing age, and other known risk factors for cardiovascular-and diet-related chronic diseaseWe note that only a small portion (about 4%) of the Medicare population is under 45 years (men) or 55 years (women), therefore the vast majority of beneficiaries should receive all three components.  Intensive behavioral counseling to promote a healthy diet is broadly recommended to cover close to 100% of the population due to the prevalence of known risk factors.



Annual Depression Screening 

§ Screening in primary care setting  
• With staff-assisted depression care supports 
• To assure accurate diagnosis 
• Effective treatment and  
• Follow-up 

§ Various screening tools are available 
• Choice of tool at discretion of clinician 

§ No cost if provider accepts assignment 
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Presenter
Presentation Notes
Effective October 14, 2011, CMS covers annual screening for depression for Medicare beneficiaries in primary care settings that have staff-assisted depression care supports in place to assure accurate diagnosis, effective treatment, and follow-up. Various screening tools are available for screening for depression.CMS does not identify specific depression screening tools. Rather, the decision to use a specific tool is at the discretion of the clinician in the primary care setting.Coverage is limited to screening services and does not include treatment options for depression or any diseases, complications, or chronic conditions resulting from depression, nor does it address therapeutic interventions such as pharmacotherapy, combination therapy (counseling and medications), or other interventions for depression.Among people older than 65 years, one in six suffers from depression. Depression in older adults is estimated to occur in 25% of those with other illness including cancer, arthritis, stroke, chronic lung disease, and cardiovascular disease. Other stressful events, such as the loss of friends and loved ones, are also risk factors for depression. Opportunities are missed to improve health outcomes when mental illness is under-recognized and under-treated in primary care settings.Older adults have the highest risk of suicide of all age groups. These patients are important in the primary care setting because 50-75% of older adults who commit suicide saw their medical doctor during the prior month for general medical care, and 39% were seen during the week prior to their death. Symptoms of major depression that are felt nearly every day over a period of 2 weeks, include, but are limited to, feeling sad or empty; less interest in daily activities; weight loss or gain when not dieting; less ability to think or concentrate; tearfulness, feelings of worthlessness, and thoughts of death or suicide.



Obesity Screening and Counseling 

§ Obesity = body mass index (BMI) ≥30kg/m2 

§ Benefit consists of 
• Screening for obesity using BMI measurement 
• Dietary (nutritional) assessment 
• Intensive behavioral counseling  

§  Coverage includes 
• One face-to-face visit every week for the first month 
• Then every other week for months 2-6 
• Then every month for months 7-12 

q Must lose 6.6 lbs in first 6 months to continue  
§ No cost if provider accepts assignment 
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Presenter
Presentation Notes
Clinical evidence indicates that intensive behavioral therapy for obesity, defined as a body mass index (BMI) ≥ 30 kg/m2, is reasonable and necessary for the prevention or early detection of illness or disability and is appropriate for individuals entitled to benefits under Part A or enrolled under Part B.Intensive behavioral therapy for obesity consists of the following:Screening for obesity in adults using measurement of BMI calculated by dividing weight in kilograms by the square of height in meters (expressed in kg/m2) 	Dietary (nutritional) assessmentIntensive behavioral counseling and behavioral therapy to promote sustained weight loss through high intensity interventions on diet and exerciseFor Medicare beneficiaries with obesity, who are competent and alert at the time that counseling is provided and whose counseling is furnished by a qualified primary care physician or other primary care practitioner and in a primary care setting, CMS coversOne face-to-face visit every week for the first monthOne face-to-face visit every other week for months 2-6One face-to-face visit every month for months 7-12, if the beneficiary meets the 3kg (6.6 lbs) weight loss requirement as discussed belowAt the six month visit, a reassessment of obesity and a determination of the amount of weight loss must be performed.  To be eligible for additional face-to-face visits occurring once a month for an additional six months, beneficiaries must have achieved a reduction in weight of at least 3kg (6.6 lbs) over the course of the first six months of intensive therapy. This determination must be documented in the physician office records for applicable beneficiaries consistent with usual practice.  For beneficiaries who do not achieve a weight loss of at least 3kg during the first six months of intensive therapy, a reassessment of their readiness to change and BMI is appropriate after an additional six month period.
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§ Durable Medical Equipment, Prosthetics, 
Orthotics and Supplies (DMEPOS) Competitive 
Bidding Program 
 

 
DMEPOS Competitive Bidding Program  

 

Draft 2012 Current Topics 

Presenter
Presentation Notes
This lesson provides an overview of the Durable Medical Equipment, Prosthetics, Orthotics and Supplies (DMEPOS) Competitive Bidding Program and explains the differences between the first and second rounds of the program.



§ Part B covered equipment and supplies  
§ Saves money for taxpayers and People with 

Medicare 
§ Beneficiaries generally must use contract 

suppliers  
• In certain areas 
• For certain products  
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DMEPOS Competitive Bidding Program 

Presenter
Presentation Notes
DMEPOS (pronounced “demi-pōs”), stands for durable medical equipment, prosthetics, orthotics, and supplies. These are expenses that are covered under Medicare Part B and include items such as walkers, power wheelchairs, hospital beds, and various other medical supplies and accessories.  These slides help explain what people with Medicare should know if they need Medicare-covered equipment and supplies included in the DMEPOS Competitive Bidding Program. The program is the successful result of decades of research and testing by economists and health policy experts. The program offers improved value to Medicare and taxpayers by using prices set through competition and ensuring access to quality items furnished by licensed, accredited suppliers that must meet strict quality and financial standards.It changes the amount Medicare pays suppliers for certain DMEPOS products and makes changes to which suppliers Medicare will pay to supply these items to you. Under this program, suppliers submit bids to furnish certain medical equipment and supplies at a lower price than what Medicare pays outside of the competitive bidding program. Medicare uses these bids to set the amount it will pay for equipment and supplies. Only qualified, licensed, accredited suppliers with winning bids are chosen as Medicare contract suppliers.In most cases under the Competitive Bidding Program, only contract suppliers can provide people with Original Medicare in certain areas with certain DMEPOS items and file claims with Medicare for payment. There are a few exceptions to the requirement to use a contract supplier. If you don’t use a contract supplier or meet an exception, Medicare won’t pay for the item and you will likely pay full price. It’s important to check if you’re affected by the program to make sure your item is covered and to avoid any disruption of service.



§ Round 1 began January 1, 2011 in 9 areas 
q Parts of CA, FL, IN, KS, KY, MO, NC, OH, PA, SC, TX 

§ First year savings = $202.1 million 
§ Contract recompete 

 
§ Visit www.cms.gov/DMEPOSCompetitiveBid 
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DMEPOS Competitive Bidding: Round 1 

Presenter
Presentation Notes
The first round of the program began in nine Metropolitan Statistical Areas (MSAs) on January 1, 2011.In its first year of operation alone, the program saved Original Medicare approximately $202.1 million, while maintaining beneficiary access to quality products from accredited suppliers. This is a percentage drop in expenditures of over 42 percent. Beneficiaries are expected to save an estimated $17.1 billion between 2013 and 2022 as a result of the program.By law, contracts must be recompeted at least once every 3 years..  Medicare plans to announce the Round 1 recompete supplier bidding schedule in the summer of 2012.  



Products Included in Competitive Bidding Program 
Round 1 Rebid 

Oxygen, oxygen equipment, and supplies 
Enteral nutrients, equipment, and supplies 
Continuous Positive Airway Pressure (CPAP) devices and Respiratory 
Assist Devices (RADs), and related supplies and accessories 
Hospital beds and related accessories 
Walkers and related accessories 
Support surfaces (Group 2 mattresses and overlays) (in Miami area 
only) 
Standard power wheelchairs, scooters, and related accessories 

Complex rehabilitative power wheelchairs and related accessories 
(Group 2) 
Mail-order diabetic supplies 
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* 

Draft 2012 Current Topics 

Presenter
Presentation Notes
The items included in the program are grouped in product categories. These are the competitive bidding product categories included in Round 1 (the first 9 areas) as required by law.  To check if an item you use is included in the program, call 1-800-MEDICARE (1-800-633-4227) or visit www.medicare.gov/supplier. TTY users call 1-877-486-2048. 



Products Included in Competitive Bidding Program 
Round 2* 

Oxygen, oxygen equipment, and supplies 

Enteral nutrients, equipment, and supplies 

Continuous Positive Airway Pressure (CPAP) devices and Respiratory Assist Devices 
(RADs), and related supplies and accessories 

Hospital beds and related accessories 

Walkers and related accessories 

Support  surfaces (Group 2 mattresses and overlays) 

Standard (power and manual) wheelchairs, scooters, and related accessories 

Negative pressure wound therapy pumps and related supplies and accessories 
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*Changes from Round 1 to Round 2 in Bold Italics 

Draft 2012 Current Topics 

Presenter
Presentation Notes
These are the competitive bidding product categories included in Round 2.  Most of the products included in Round 1 are also included in Round 2.  Medicare is also bidding some additional items in Round 2.To check if an item you use is included in the program, call 1-800-MEDICARE (1-800-633-4227) or visit www.medicare.gov/supplier. TTY users call 1-877-486-2048. 



§ Targeted to go into effect at the same time as 
Round 2 
§ Includes all parts of the United States: 

q The 50 States 
q The District of Columbia 
q Puerto Rico 
q The US Virgin Islands 
q Guam 
q American Samoa 
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National Mail Order Program for Diabetic 
Testing Supplies 

Presenter
Presentation Notes
Medicare will be starting a National Mail Order Program for diabetic testing supplies at the same time as Round 2.  The National Mail Order program will include all parts of the United States, including the 50 States, the District of Columbia, Puerto Rico, the US Virgin Islands, Guam, and American Samoa.



§ Beneficiaries who have Original Medicare and 
• Live in a Competitive Bidding Area (CBA), or 
• Obtain competitive bid items while visiting a CBA 

§ To find out if ZIP code is in a CBA  
• Call 1-800-MEDICARE (1-800-633-4227) 

q TTY users should call 1-877-486-2048  
• Visit www.medicare.gov/supplier  

§ Medicare Advantage enrollees use plan suppliers  
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Who is Affected by Competitive Bidding? 

Presenter
Presentation Notes
The competitive bidding program applies to you if you have Original Medicare and your permanent residence is in a Competitive Bidding Area (CBA) where the program has started, or if you get certain items while visiting a CBA. Your permanent residence is the address where Social Security mails your benefits check. CBAs are the specific parts of the MSAs where the program operates. Each CBA is defined by ZIP codes.  To find out if your ZIP code is in a CBA, call 1-800-MEDICARE (1-800-633-4227) or visit www.medicare.gov/supplier. TTY users should call 1-877-486-2048. If you are enrolled in a Medicare Advantage plan, you can use any supplier designated by your plan. Your plan will notify you if your supplier is changing. If you’re not sure, you should contact your plan. 

http://www.medicare.gov/supplier


Using Contract Suppliers 

§ Must use contract supplier for products 
included in Competitive Bidding Program          
if living in, or visiting, a CBA  
§ Exceptions 

• Keep renting from “Grandfathered” supplier 
• Doctors and hospitals can supply certain items 

(e.g., walkers (Rounds 1 and 2) and folding manual 
wheelchairs (Round 2)) 

• Nursing facility can supply items directly if it is a 
contract supplier 
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Presenter
Presentation Notes
If the equipment or supplies ordered by your physician or treating practitioner are included in the Competitive Bidding Program where you live or visit, you must almost always get your equipment or supplies from a contract supplier to be covered by Medicare. Treating practitioners include physician assistants, clinical nurse specialists, and nurse practitioners.  There are a few exceptions.  If you are renting oxygen or certain other durable medical equipment when a round of the program starts, and your current supplier isn’t a contract supplier, you may be able to continue renting these items from your current supplier when the program takes effect if the supplier decides to participate in the program as a “grandfathered” supplier.  Also, your doctor or treating practitioner can sometimes supply a walker or folding manual wheelchair to you when you are getting other medical care even if he or she isn’t a contract supplier. Similarly, if you are hospitalized and need a walker or folding manual wheelchair, the hospital can supply you with one while you are admitted or on the day you are discharged from the hospital. If you live in a Skilled Nursing Facility or Nursing Facility, your facility may be able to supply certain supplies directly if it becomes a contract supplier. If your facility does not become a contract supplier, it must use a contract supplier from the CBA for these supplies.



Identifying Contract Suppliers 

§ Call 1-800-MEDICARE (1-800-633-4227) 
• TTY users call 1-877-486-2048  

§ Visit the Medicare Supplier Directory 
• www.medicare.gov/supplier 

q Look for star icon 
§ Identifies Competitive Bidding Program 

suppliers and products 
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Presenter
Presentation Notes
To get a list of the contract suppliers in a CBA or to check if a supplier you use is included in the program, call 1-800-MEDICARE (1-800-633-4227). TTY users should call 1-877-486-2048. There is also an online Medicare Supplier Directory which can help you locate a DMEPOS contract supplier in your area. To use the directory, visit www.medicare.gov/supplier. Look for the star icon which identifies Competitive Bidding Program suppliers and products.   

http://www.medicare.gov/supplier


Target Date Timeline for Round 2 

§ Fall 2012 
CMS announces single payment amounts, begins contracting 
process 

§ Spring 2013 
CMS announces contract suppliers, begins contract supplier 
education campaign 

§ Spring 2013 
CMS begins supplier, referral agent, and beneficiary education 
campaign 

§ July 1, 2013 
Target date for implementation of DMEPOS Competitive 
Bidding Program Round 2 and National Mail-order Program 
contracts and prices 
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Presenter
Presentation Notes
Fall 2012 - CMS announces single payment amounts, begins contracting processSpring 2013 - CMS announces contract suppliers, begins contract supplier education campaignSpring 2013 - CMS begins supplier, referral agent, and beneficiary education campaignJuly 1, 2013 – Target date for implementation of DMEPOS Competitive Bidding Program Round 2 and National Mail-order Program contracts and priceshttp://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/DMEPOSCompetitiveBid/Timeline.html



Round 1 Competitive Bidding Areas (CBAs) 
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California Riverside, San Bernardino, Ontario  

Florida Miami, Fort Lauderdale, Pompano Beach 

Florida Orlando, Kissimmee 

Missouri and Kansas Kansas City 

North and South Carolina Charlotte, Gastonia, Concord 

Ohio Cleveland, Elyria, Mentor 

Ohio, Kentucky, Indiana Cincinnati, Middletown 

Pennsylvania Pittsburgh 

Texas Dallas-Fort Worth, Arlington 
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Region II: Round 2 MSAs 
New Jersey 

• Allentown-Bethlehem-Easton, PA-NJ  
• New York-Northern New Jersey-Long Island, NY-NJ-PA  
• Philadelphia-Camden-Wilmington, PA-NJ-DE-MD 

New York 
• Albany-Schenectady-Troy, NY  
• Buffalo-Niagara Falls, NY  
• New York-Northern New Jersey-Long Island, NY-NJ-PA  
• Poughkeepsie-Newburgh-Middletown, NY  
• Rochester, NY  
• Syracuse, NY 

Puerto Rico: None 

Virgin Islands: None  



8/21/2012 Draft 2012 Current Topics 25 

Region III: Round 2 MSAs 
Virginia 

• Richmond, VA  
• Virginia Beach-Norfolk-Newport News, VA-NC 
• Washington-Arlington-Alexandria, DC-VA-MD-WV 

West Virginia  
• Huntington-Ashland, WV-KY-OH  
• Washington-Arlington-Alexandria, DC-VA-MD-WV 
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§ Payments to Medicare Advantage Plans 
§ Low-Performing Medicare Advantage Plans 
§ Low Enrollment Medicare Advantage Plans 
§ Special Needs Plan (SNP) Updates 

 

Medicare Advantage (Part C) Updates 

Draft 2012 Current Topics 

Presenter
Presentation Notes
Medicare Advantage UpdatesPayments to Medicare Advantage PlansLow-Performing Medicare Advantage PlansLow Enrollment Medicare Advantage PlansSpecial Needs Plan (SNP) Updates



Payments to Medicare Advantage Plans 

§ Benchmarks vary  
• MA payments will be aligned with Original 

Medicare payments on average at the county level 
§ MA benchmarks reduced in 2012 

• Phased in over 2, 4, or 6 years depending on level 
of payment reductions 

§ The Medical Loss Ratio (MLR) Standard 
requires that 85% of funds must be spent on 
health care  
• Effective 2014 
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Presenter
Presentation Notes
Benchmarks vary (percent Original Medicare pays on average per person at county level to MA organizations)95% of Medicare spending in high-cost areas, to 115% of Medicare spending in low-cost areasBeginning 2012, Medicare Advantage benchmarks reducedCreates system to increase payments to high-quality plansPhased in over 2, 4, or 6 years (transition to FFS/OM levels by 2017).Depending on level of payment reductions – to smooth out changesBeginning in 2014, the new law protects Medicare Advantage members by taking strong steps to ensure that at least 85% of every dollar these plans receive is spent on health care, rather than administrative costs and insurance company profits. This is known as the Medical Loss Ratio, or MLR. See Section 1102 and 1103 of the Health Care and Education Reconciliation Act of 2010. Reference: Medicare and the New Health Care Law — What it Means for You,  CMS Pub. # 11467 at medicare.gov/Publications/Pubs/pdf/11467.pdf



Low-Performing Medicare Advantage Plans 

§ Plans that receive average Part C or D summary 
rating of less than 3-Stars for 3 years in a row 
• Indicates organization’s substantial failure to comply 

with its Medicare contract   
§ Ratings are on Medicare Plan Finder 

• Low-performing plan symbol (added in 2010)  
• Pre-enrollment warning message (added in 2011)  

§ Medicare & You doesn’t have full, updated ratings  
§ Watch for misuse of plan ratings  
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Presenter
Presentation Notes
CMS considers a plan that fails for three straight years to achieve at least a three-star (average) summary rating on Part C or D to be a consistently low-performing plan, because the plan has ignored, over a significant period of time, its obligation to meet program requirements, thus being substantially out of compliance with its Medicare contract. As of April 2012, approximately 307,000 beneficiaries were enrolled in low-performing plans. CMS wants beneficiaries to be able to make informed decisions about selecting health and prescription drug plans. Beginning with the 2011 Open Enrollment Period (OEP), we developed a low-performing plan icon that would provide a visual symbol to help beneficiaries more easily identify low performing plans. For the 2012 OEP, we added explicit messaging to warn beneficiaries about enrolling in a low performing plan. It’s important to note that the Medicare & You handbook only contains a sub-set of the plan ratings information. The full, updated plan ratings details are not available in time for printing of the handbook. As such, you need to visit the Medicare Plan Finder to view the complete and current plan ratings information. Certain plan sponsors are using their star rating in a lower category or measure to imply a higher overall rating in their marketing materials than is actually the case.Example: A plan which received a five-star rating in customer service promotes itself as a “five-star plan” when its overall plan rating is only two stars.CMS will scrutinize plan marketing materials to ensure they do not mislead beneficiaries into enrolling in plans based on inaccurate information. If a lower category or measure rating is referenced in a plan’s marketing materials, the plan’s overall rating must also be prominently referenced.Example: “We are rated a five-star plan in customer service, but rated 3 stars overall.”



8/21/2012 29 

§ 2012 Calendar Highlights  
§ Standard Part D Benefit Parameters  
§ Coverage Gap Discount Program  
§ Income-Related Premium Adjustment Amount  
§ Low-Performing Medicare Drug Plans  
§ Coverage of Benzodiazepines and Barbiturates 
§ Part D Coverage in Long-Term Care Facilities   
§ Cost-Sharing for Individuals Receiving HCBS  
§ Improvement to Complaint System  

 

Medicare Prescription  
Drug Coverage (Part D) Updates 

Draft 2012 Current Topics 

Presenter
Presentation Notes
Medicare Prescription Drug Coverage (Part D) Updates2012 Calendar Highlights Standard Part D Benefit Parameters Coverage Gap Discount Program Income-Related Premium Adjustment Amount Low-Performing Medicare Drug Plans Coverage of Benzodiazepines and BarbituratesPart D Coverage in Long-Term Care Facilities  Cost-Sharing for Individuals Receiving Home and Community-Based Services (HCBS) Improvement to Complaint System



2012 Calendar Highlights 

§ September 16 – CMS mails the Medicare & You handbook 
§ September 30 – Plans must provide Annual Notice of 

Change (ANOC)/Evidence of Coverage (EOC) to members 
§ October 1 – Plans may begin marketing 
§ October 1 (tentative) – 2013 plan data to be displayed on 

the Medicare Plan Finder (MPF)  
§ October 11 (tentative) – Plan ratings updated on MPF  
§ October 15 – Medicare’s Open Enrollment Period begins 
§ December 7 – Open Enrollment ends  
§ January 1, 2013 – CY 2013 plan benefit period begins 
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September 16 – CMS mails the Medicare & You handbookSeptember 30 – Plans must provide Annual Notice of Change (ANOC)/Evidence of Coverage (EOC) to membersOctober 1 – Plans may begin marketingOctober 1 (tentative) – 2013 plan data to be displayed on the Medicare Plan Finder (MPF) October 11 (tentative) – Plan ratings updated on MPF October 15 – Medicare’s Open Enrollment Period beginsDecember 7 – Open Enrollment ends January 1, 2013 – CY 2013 plan benefit period begins



Standard Part D Benefit Parameters 

Benefit Parameters 2012 2013 
Deductible $320 $325 

Initial Coverage Limit $2,930.00 $2,970.00 

Out-of-Pocket Threshold $4,700.00 $4,750.00 

Total Covered Drug Spending at OOP Threshold $6,730.39 $6,954.52 

Minimum Cost-Sharing in Catastrophic Coverage $2.60/$6.50 $2.65/$6.60 

Extra Help Copayments 2012 2013 
Institutionalized $0 $0 

Receiving Home and Community-Based Services   $0 $0 

Up to or at 100% Federal Poverty Level (FPL)  $1.10/$3.30 $1.15/$3.50 

Full Extra Help  $2.60/$6.50 $2.65/$6.60 

Partial Extra Help (Deductible/Cost-Sharing) $65/15% $66/15% 
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Part D Coverage Gap Discount Program 

§ If you reach the coverage gap in 2012 
• You get a 50% discount on covered brand-name drugs 

q Counts toward TrOOP  
• You get 14% coverage on generic drugs 
• The total cost you paid (plus the 50% discount the 

drug company paid) counts toward catastrophic 
coverage 

• Dispensing fees are not subject to the 50% discounted 
§ Additional savings in coverage gap each year  

• Until 2020 
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Presentation Notes
Many Medicare drug plans have a coverage gap. Remember, people who get Extra Help don’t have a coverage gap. After you and your plan have spent up to a combined amount (plus the deductible) of $2,930, you are in the coverage gap.  This means, you will only pay 50% of the price for covered brand-name prescription drugs, plus the dispensing fee. But the entire price you paid (plus the 50% discount the drug company paid) will count toward True out-of-pocket (TrOOP) costs. You will also get 14% coverage on generic drugs. With this discount, you will only pay 50% of the price for the brand-name drug, but the entire price (including the 50% discount the drug company pays) will count toward the amount you need to qualify for catastrophic coverage. Dispensing fees for brand name drugs are not subject to the Coverage Gap Discount Program, plans are required to cover 14% of the dispensing fees for generics in the gap.See Section 1101(b) of the Health Care and Education Reconciliation Act.For more information about how the Part D Coverage Gap is closing, see Information Partners Can Use on Closing the Coverage Gap, CMS Product No. 11495-P.



Improved Coverage in the Coverage Gap 
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Year 

What You Pay for Brand Name 
Drugs in the Coverage Gap 

What You Pay for Generic 
Drugs in the Coverage Gap 

2012 50% 86% 
2013 47.5% 79% 
2014 47.5% 72% 
2015 45% 65% 
2016 45% 58% 
2017 40% 51% 
2018 35% 44% 
2019 30% 37% 
2020 25% 25% 
Note: Dispensing fees are not subject to the 50% discount. 

Presenter
Presentation Notes
In addition to the 50% discount on covered brand-name prescription drugs, there will be increasing savings for you in the coverage gap each year until 2020. 



Medicare Prescription Drug  
Coverage Premium 

§ A small group must pay a higher premium 
• Based on income 
• Fewer than 5% of all people with Medicare 
• Uses same thresholds used to compute income-

related adjustments to Part B premium 
q As reported on your IRS tax return from 2 years ago 

§ Must pay if you have Part D coverage 
• Will be notified by Social Security if required to pay  
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A small group—affecting fewer than 5% of all people with Medicare—must pay a higher monthly premium based on their income. If your income is above a certain limit, you will pay an extra amount in addition to your plan premium. The Social Security Administration (SSA) uses income data from the Internal Revenue Service (IRS) to determine whether or not you have to pay a higher premium. The income limits are the same as those for the Part B income-related monthly premium adjustment amount (IRMAA). Usually, the extra amount will be deducted from your Social Security check. If you don’t have enough money in your Social Security check, you will be billed for the extra amount each month by either CMS, the Office of Personnel Management (OPM), or the Railroad Retirement Board (RRB). This means that you will pay your plan each month for your monthly premium and pay CMS, OPM, or RRB  each month for your IRMAA amount. (The Part D-IRMAA amount is paid directly to the government and not the plan.) This also applies if you have Part D coverage through your employer (but not through retiree drug subsidy or other creditable coverage).If you have to pay an extra amount and you disagree (for example, if you have a major life-changing event that lowers your income), call Social Security at 1-800-772-1213. TTY users should call 1-800-325-0778. For more information, visit www.socialsecurity.gov. Reference: Social Security Administration, SSA Publication No. 05-10536 December 2011See Section 3308 of the Affordable Care Act. 



Income-Related Monthly  
Adjustment Amount (IRMAA) 
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If Your Yearly Income in 2010 was In 2012 You Pay 
 File Individual Tax 

Return 
File Joint Tax Return 

  $85,000 or less $170,000 or less Your Plan Premium (YPP) 

  $85,000.01 – $107,000  $170,000.01 – $214,000 YPP + $11.60* 

  $107,000.01 – $160,000  $214,000.01 – $320,000 YPP + $29.90* 

  $160,000.01 – $214,000  $320,000.01 – $428,000 YPP + $48.10* 

  Above $214,000 Above $428,000  YPP + $66.40* 

*per month 

Presenter
Presentation Notes
With the Income-Related Monthly Adjustment Amount (IRMAA), you pay only your plan premium if your yearly income in 2010 was $85,000 or less for an individual, or $170,000 or less for a couple who file a joint return.You pay your plan premium plus an extra amount, (based on your yearly income,) if your yearly income in 2010 was higher than $85,000 for an individual, or $170,000 for a couple who file a joint return.The amount of the Part D IRMAA is adjusted each year, as it is calculated from the annual beneficiary base premium.For information on how the Part D income-related premium is determined, see SSA Pub. 10161 at http://www.socialsecurity.gov/pubs/10536.pdf.See Section 3308 of the Affordable Care Act.



Benzodiazepines and Barbiturates  

§ Will be removed from Medicare’s excluded 
drug list and included as Part D-covered drugs 
• Benzodiazepines  
• Barbiturates 

q When used in the treatment of  
§ Epilepsy 
§ Cancer 
§ Chronic mental health disorder  

§ Effective January 1, 2013  
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Section 175 of the Medicare Improvements for Patients and Providers Act of 2008 (MIPPA) amended section 1860D-2(e)(2)(A) of the Act to include barbiturates such as Phenobarbital "used in the treatment of epilepsy, cancer, or a chronic mental health disorder“ and Benzodiazepines such as Ativan (lorazepam) and Xanax (Alprazolam). MIPPA further specified that these amendments apply to prescriptions dispensed on or after January 1, 2013.



Part D Coverage in Long-Term Care Facilities 

§ Beneficiaries who live in LTC facilities 
• Part D-covered brand-name drugs must be 

dispensed in increments of 14-days or less   
q e.g., instead of 30-day supply  
q Some exceptions (e.g., antibiotics)  

• Intended to reduce amount of unused drugs   
• Cost-sharing can’t be more than a 30 day fill    

§ Effective January 1, 2013 
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Effective January 1, 2013, Part D sponsors are required to contract with network pharmacies servicing LTC facilities to dispense solid oral brand name drugs to enrollees in such facilities in increments of 14-days or less at a time. The following drugs are excluded from this requirements: (1) Solid oral doses of antibiotics; and (2) solid oral doses that are dispensed in their original container as indicated in the FDA Prescribing Information, or are customarily dispensed in their original packaging to assist patients with compliance (e.g., oral contraceptives). Regardless of the number of incremental dispensing events, the total cost sharing for a Part D drug to which the dispensing requirements apply must be no greater than the total cost sharing that would be imposed for such Part D drug if these requirements did not apply. 



Individuals Receiving Home and 
Community-Based Services (HCBS)  

§ No cost-sharing for Part D covered drugs 
• For people who have  

q Medicare and full Medicaid coverage 
q Receive HCBS, and  
q Would be institutionalized if not receiving HCBS 

§ Effective January 1, 2012 
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The Medicare Modernization Act of 2003 provided that full benefit dual-eligible beneficiaries who are institutionalized would not have any Part D cost sharing. Section 3309 of theAffordable Care Act (ACA) extended the waiver of Part D cost sharing to full benefit dual eligible individuals who would be institutionalized if they were not receiving home andcommunity-based services (HCBS) through one of the authorities listed in section 3309.On September 14, 2011, CMS issued an HPMS memo to plans describing the requirement to use co-payment level 3 ($0) for individuals identified as eligible to receive thewaiver. We also issued guidance to States, via the October 31, 2011, State Bulletin regarding the best available evidence (BAE) policy associated with the waiver. In the State Bulletin, we indicated that States must report full benefit dual-eligible individuals who are eligible to receive HCBS to help CMS identify individuals who are eligible to receive the waiver of Part D cost sharing. All States and the District of Columbia have confirmed that they have at least one HCBS program covered under section 3309 of the Affordable Care Act. Consistent with the regulations at 42 CFR §423.800, beginning on January 1, 2012, plans must adjust their systems to reduce to zero, the copayments of full dual individuals who are identified by CMS as eligible to receive HCBS. In cases where CMS’ systems do not reflect a beneficiary’s correct LIS status (e.g., because of episodic reporting by the States and SSA), plans must apply the BAE policy. Effective January 1, 2012. 
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§ Tax dollars saved 
• Over $4 billion recovered by the end of 2011 

§ Nine Anti-fraud HEAT Strike Force teams    
• In fraud hot spots around the country 
• Hundreds of convictions 
• Criminals have billed Medicare hundreds of millions 

§ Senior Medicare Patrol www.smpresource.org 
• Reached 1.5 million with critical information  

§ CMS is now using technology similar to that used in the 
financial services sector to identify fraud in Medicare 
billings 

3. Fighting Fraud and Abuse 

Presenter
Presentation Notes
More than $4 billion was recovered and returned to the Medicare Trust Funds and the Treasury in FY 2011. This is an unprecedented achievement for the Health Care Fraud and Abuse Control Program (HCFAC), a joint effort of the Department of Justice and Health and Human Services to coordinate federal, state, and local law enforcement activities to fight health care fraud and abuse. The number of anti-fraud Health Care Fraud Prevention and Enforcement Action Team (HEAT) Strike Force teams operating high fraud areas/cities around the country around the country has more than tripled from two to nine, bringing hundreds of convictions against criminals who had billed Medicare for hundreds of millions of dollars.And we’ve empowered the group that’s more passionate about keeping criminals out of Medicare than any other - seniors themselves. Last year, volunteers in our Senior Medicare Patrol reached nearly one and a half million people with critical information about how to protect themselves from fraud. The more seniors know how to recognize and report these crimes, the more reluctant criminals will be to try them. Also, CMS is now using technology similar to that used in the financial services sector to identify fraud in Medicare billingsSee Section 6401 of the Affordable Care Act.

http://www.smpresource.org/


Fraud and Abuse Prevention 

§ New steps to keep criminals on the defensive 
• Tougher screenings for health care providers 
• Site visits 
• Keep fraudulent providers out of programs 

q Medicare 
q Medicaid 
q CHIP 

• Providers identified as higher risk subject to more 
thorough screening 
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We are taking new steps as part of the Affordable Care Act to keep criminals on the defensive. The model is changing from pay and chase to prevention.Under the new rules, we have tougher screenings for health care providers who want to participate in Medicaid or Medicare to keep fraudulent providers out of those programs.  Types of providers and suppliers that have been identified in the past as posing a higher risk of fraud, for example durable medical equipment suppliers, will be subject to a more thorough screening process. Contractors are doing site visits to ensure there is an actual office, with staff, and stock.CMS requires states to bar from Medicaid any providers who have been barred by Medicare, another state Medicaid program or CHIP. 



Prior Authorization of PMD Demonstration 

§ A new prior authorization process is being tested 
for Power Mobility Devices (PMDs)  
• Scooters and power wheelchairs 

§ Intended to develop improved methods for 
investigating/prosecuting fraud  
§ Pilot in states with high incidence of improper 

and fraudulent claims  
• CA, IL, MI, NY, NC, FL, and TX 

§ Scheduled to begin Summer 2012 
• 3 year demonstration  
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This demonstration will test a Prior Authorization process for scooters and power wheelchairs for all people with Medicare who reside in seven states with high populations of fraud- and error-prone providers (CA, IL, MI, NY, NC, FL and TX). These seven states account for $262 million of the roughly $606 million spent annually on PMDs (43% of total expenditures). This demonstration is designed to develop and demonstrate improved methods for the investigation and prosecution of fraud and will also help ensure that a beneficiary's medical condition warrants their medical equipment under existing coverage guidelines. Moreover, the program will assist in preserving a Medicare beneficiary's ability to receive quality products from accredited suppliers. PMDs are expensive items that are sometimes provided when not medically necessary. This is an error-prone claim type with an error rate of over 80%. In addition this type of medical equipment has had a history of fraud and abuse. Consequently these instances contribute to Medicare’s improper payments. Focusing on this item is a good opportunity to reduce waste and abuse. Under this demonstration, for beneficiaries who reside in one of the demonstration states, CMS will have a prior authorization process, for the following items paid by Medicare:All Power Operated Vehicles (K0800-K0805 and K0809-K0812)All standard power wheelchairs (K0813 thru K0829)All Group 2 complex rehabilitative power wheelchairs (K0835 thru K0843)All Group 3 complex rehabilitative power wheelchairs without power options (K0848 thru K0855)All pediatric and Group 4 power wheelchairs (K0887 thru K0891)Miscellaneous power wheelchairs (K0898)Excluded: Group 3 complex rehabilitative power wheelchairs with power options (K0856 thru K0864).



Redesigned Medicare Summary Notice 

8/21/2012 Draft 2012 Current Topics 42 

 
§ Includes several new beneficiary-friendly features 

• How to check for important facts/potential fraud  
• Snapshot of deductible/payment/services/providers 
• Clearer language 
• Definitions of all terms used in the form  

• Larger fonts throughout to make it easier to read  
• Information on covered preventive services 

§ Now available on MyMedicare.gov 
§ Paper copies start mailing in early 2013  

 

Presenter
Presentation Notes
The Medicare Summary Notice (MSN) redesign is part of a new initiative, “Your Medicare Information: Clearer, Simpler, At Your Fingertips,” which aims to make Medicare information clearer, more accessible, and easier for beneficiaries and their caregivers to understand. CMS will take additional actions this year to make information about benefits, providers, and claims more accessible and easier to understand for seniors and people with disabilities who have Medicare. This MSN redesign reflects more than 18 months of research and feedback from beneficiaries to provide enhanced customer service and respond to suggestions and input.The redesign of the MSN includes several features not currently available to Medicare beneficiaries with the current MSN: A clear notice on how to check the form for important facts and potential fraudAn easy-to-understand snapshot of the beneficiary’s deductible status, a list of providers they saw, and whether their claims for Medicare services were approvedClearer language, including consumer-friendly descriptions for medical procedures Definitions of all terms used in the form Larger fonts throughout to make it easier to read Information on preventive services available to Medicare beneficiariesThe redesigned MSN is available to beneficiaries on mymedicare.gov, Medicare’s secure online service for personalized information regarding Medicare benefits and services; and, in early 2013, paper copies of the redesigned MSN will start to replace the current version being mailed. 



Redesigned Medicare Summary Notice 

8/21/2012 Draft 2012 Current Topics 43 

Side-by-side comparison at 
www.cms.gov/apps/files/msn_changes.pdf 

Presenter
Presentation Notes
To see a side-by-side comparison of the former and redesigned MSNs, visit: http://www.cms.gov/apps/files/msn_changes.pdf  



Helping to Achieve CMS’  
Goals and Initiatives  

§ Center for Medicare & Medicaid Innovations 
• Focus on  

q Primary Care Transformation 
q Accountable Care Organizations 
q Bundled Payment for Care Improvement 
q Initiatives Focused on the Medicaid Population 
q Capacity to Spread Innovation 

§ Medicare-Medicaid Coordination Office  
• Focus on 

q Those enrolled in Medicare and Medicaid 
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Center for Medicare & Medicaid InnovationsFocus on Primary Care TransformationAccountable Care OrganizationsBundled Payment for Care ImprovementInitiatives Focused on the Medicaid PopulationCapacity to Spread InnovationMedicare-Medicaid Coordination Office Focus onThose enrolled in Medicare and MedicaidThere are a number of initiatives. We will provide detail on some of them. And we will provide information on where to look for more information on these initiatives, as well as for other not discussed. 
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üComprehensive Primary Care Initiative (CPC) 
§ Multi-Payer Advanced Primary Care Practice (MAPCP)  

Demonstration 
üFederally Qualified Health Center (FQHC) Advanced 

Primary Care Practice Demonstration 
üIndependence at Home Demonstration  
§ Graduate Nurse Education Demonstration 

 
Note: Checked items will be discussed 

Primary Care Transformation 

Presenter
Presentation Notes
Initiatives for Primary Care Transformation includeComprehensive Primary Care Initiative (CPC)Multi-Payer Advanced Primary Care Practice (MAPCP) DemonstrationFederally Qualified Health Center (FQHC) Advanced Primary Care Practice DemonstrationIndependence at Home Demonstration Graduate Nurse Education Demonstration



Primary Care Transformation 

§  Comprehensive Primary Care Initiative 
• Support for better coordinated primary care 

1. Risk Stratified Care Management  
2. Access and Continuity 
3. Planned care for chronic conditions and 

Preventive care  
4. Patients and caregiver engagement 
5. Coordination of care across the medical 

neighborhood 
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The Comprehensive Primary Care (CPC) Initiative is a multi-payer initiative fostering collaboration between public and private health care payers to strengthen primary care. The four-year initiative will test a service delivery model that is supported by enhanced payment provided by multiple payers. The service delivery model is characterized by the following five functions; Risk Stratified Care Management;  Access and Continuity, Planned Care for Chronic Conditions and Preventive Care, Patients and Caregiver Engagement, and Coordination of Care Across the Medicare Neighborhood. Medicare work with commercial and State health insurance plans and offer monthly care management fees, with the possibility of shared savings in later years of the initiative for primary care doctors who work in teams to better coordinate care for their patients. 



Primary Care Transformation 

§ Federally Qualified Health Center (FQHC) 
Advanced Primary Care Practice 
Demonstration 
• Encourage FQHCs to achieve Level 3 Patient 

Centered Medical Home recognition to 
q Improve effectiveness of medical teams 
q Help patients manage chronic conditions 
q Actively coordinate care for patients 

• FQHCs receive monthly care management fee 
• Up to 195,000 Medicare patients in demo 
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The Federally Qualified Health Center (FQHC) Advanced Primary Care Practice demonstration is testing whether providing additional resources to FQHCs to adopt the patient-centered medical home model can improve quality of care, promote better health, and lower costs. This is operated by the Centers for Medicare and Medicaid Services (CMS) and the Health Resources Services Administration (HRSA) provides technical assistance to the FQHCs. Participating FQHCs are expected to achieve Level 3 patient-centered medical home recognition, help patients manage chronic conditions, as well as actively coordinate care for patients. To help participating FQHCs make these investments in patient care and infrastructure, they will be paid a monthly care management fee for each eligible Medicare beneficiary receiving primary care services. The three-year Demonstration will start November 1, 2011 and end October 31, 2014.For more information and a list of the FQHCs participating in the initiative view our website at http://www.innovations.cms.gov/initiatives/FQHCs/index.html.



Primary Care Transformation 

§ Independence at Home Demonstration 
• Test providing services at home/Original Medicare 
• Utilizes primary care teams 
• Coordinates care across all settings 
• Quality reporting is required 
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The Independence at Home Demonstration is intended to encourage the delivery of high quality primary care in a home setting. Participants will need to demonstrate experience providing high quality primary care in the home. This demonstration will include primary care practices and associated multidisciplinary teams that are led by physicians or nurse practitioners,  are organized to provide primary medical care services, have experience providing home-based primary care to patients with multiple chronic conditions, and serve at least 200 beneficiaries with multiple chronic conditions during each year of the demonstration. Teams may also include pharmacists, social workers, and other supporting staff. The Demonstration may include up to 10,000 beneficiaries meeting these criteria. Participating practices are accountable for providing comprehensive, coordinated, continuous, and accessible care to high-need populations at home and coordinate health care across all treatment settings. Participating practices may share in any savings under the demonstration program if specified quality measures and savings targets are achieved. For more information, including the participating practices, please visit our website at http://innovation.cms.gov/initiatives/independence-at-home/. 
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§ Medicare Shared Savings Program 
§ Testing of the Pioneer ACO Model 
§ Testing of the Advance Payment ACO Model 
§ Physician Group Practice “PGP” Transition 

Demonstration 

Accountable Care Organizations and Other 
Shared Savings Initiatives 



Medicare Shared Savings Program Goals 

§ To facilitate coordination and cooperation 
• Among providers  
• For all services provided under Medicare FFS 

§ To improve the quality of care  
• For Medicare Fee-For-Service (FFS) beneficiaries  

§ To reduce unnecessary costs  
§ To promote care accountability  

• For Medicare FFS beneficiaries 
§ To encourage investment  

• In infrastructure and redesigned care processes 
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The Centers for Medicare & Medicaid Services (CMS) has established the Medicare Shared Savings Program (Shared Savings Program) to facilitate coordination and cooperation among providers to improve the quality of care for Medicare Fee-For-Service beneficiaries and reduce unnecessary costs. Eligible providers, hospitals, and suppliers may participate in the Shared Savings Program by creating or participating in an Accountable Care Organization (ACO).The Shared Savings Program is designed to improve beneficiary outcomes and increase value of care byPromoting accountability for the care of Medicare FFS beneficiariesPromoting coordinated care for all services provided under Medicare FFSEncouraging investment in infrastructure and redesigned care processes



What is an Accountable Care Organization (ACO)? 

§ Groups of health care providers and suppliers that 
• Work together to coordinate beneficiary care 
• Invest in infrastructure and redesigned, coordinated 

care processes 
• Agree to be held accountable for quality, cost, and 

overall care of fee-for-service beneficiaries assigned to 
them 

• Establish a mechanism for shared governance  
• Share in savings 

§ A legal entity recognized and authorized under state law 
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A legal entity recognized and authorized under state lawGroups of health care providers and suppliers thatWork together to coordinate beneficiary careInvest in infrastructure and redesigned, coordinated care processesAgree to be held accountable for quality, cost, and overall care of fee-for-service beneficiaries assigned to themEstablish a mechanism for shared governance 



Accountable Care Organizations (ACOs) 

§ In order to receive shared savings 
Accountable Care Organizations (ACOs) must  
• Lower their growth in health care costs  
• Meet performance standards focused on 

q On quality of care   
q Putting patients first 

§ Participation in an ACO is voluntary for 
providers 
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The Shared Savings Program will reward ACOs that lower their growth in health care costs while meeting performance standards on quality of care and putting patients first. Participation in an ACO is purely voluntary. Providers may participate in an ACO if they wish but are not required to. Beneficiaries do not participate or enroll in ACOs. We "assign" fee-for-service beneficiaries to an ACO, but that does limit them to seeing only providers in an ACO. They can see any provider they chose, regardless if that provider(s) participates in an ACO or not.  



Advance Payment ACO Model 

§ The Innovation Center is testing the Advance 
Payment ACO Model 
• Provide additional support to physician-based and 

rural ACOs participating in the Medical Shared 
Savings Program. 

• Will test whether pre-paying a portion of future 
shared savings will increase participation of 
physician-owned and rural ACO’s. 

• Payments will be recouped through shared savings 
earned by ACO. 
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The Advance Payment ACO Model is designed to provide support to organizations whose ability to improve care and lower costs would be improved with additional access to capital, such as rural or physician-owned ACOs. Some providers have expressed a concern about their lack of ready access to the capital needed to invest in infrastructure and staff for care coordination. Through the Advance ACO Payment Model, selected organizations will receive an advance on the shared savings they are expected to earn.Under the Advance Payment ACO Model, participating ACOs will receive three types of payments:An upfront, fixed payment: Each ACO will receive a fixed payment.An upfront, variable payment: Each ACO will receive a payment based on the number of its historically-assigned beneficiaries.A monthly payment of varying amount depending on the size of the ACO: Each ACO will receive a monthly payment based on the number of its historically-assigned beneficiaries.Advance payments are structured in this manner to acknowledge that new ACOs will have both fixed and variable start-up costs.On April 10, 2012 CMS announced 5 organizations were participating in the Advance Payment Model beginning April 1, 2012. Organizations participating in the Advance Payment ACO Model beginning July 1, 2012 will be announced soon. The Advance Payment ACO Model is also available for ACOs starting the Shared Savings Program on January 1, 2013.



Pioneer ACO Model 

§ The Innovation Center is testing the Pioneer ACOs 
Model  
• Payment arrangements with higher risk and reward than in 

the SSP, including partial- and full capitation arrangements, 
as well as a transition from FFS to population-based 
payments 

§ Designed for health care organizations and providers 
that are already experienced in coordinating care 
§ Requires ACOs to create similar arrangements with 

other payers 
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The Pioneer ACO Model is being tested by the Innovation Center and is designed for health care organizations and providers that are already experienced in coordinating care for patients across care settings. It will allow these provider groups to move more rapidly from a shared savings payment model to a partial population-based payment model on a track consistent with, but separate from, the Medicare Shared Savings Program.   For a list of participating Pioneer ACOs, see the fact sheet at http://innovations.cms.gov/Files/fact-sheet/Pioneer-ACO-General-Fact-Sheet.pdf.The payment models being tested in the first two years of the Pioneer ACO Model are a shared savings payment policy with generally higher levels of shared savings and liabilities for losses for Pioneer ACOs than levels currently proposed in the Medicare Shared Savings Program. In year three of the program, participating ACOs that have shown a specified level of savings over the first two years will be eligible to move a substantial portion of their payments to a partial population-based payment. These models of payments will also be flexible to accommodate the specific organizational and market conditions in which Pioneer ACOs work.Like the Shared Savings Program, the Pioneer ACO Model includes strong patient protections to ensure that patients have access to and receive high quality care. To accomplish this goal, Pioneer ACOs will be expected to improve the health and experience of care for individuals, improve the health of populations, and reduce the rate of growth in health care spending. Participating ACOs will be held financially accountable for the care provided to their aligned beneficiaries. In addition, CMS will publicly report the performance of Pioneer ACOs on quality metrics, including patient experience ratings, on its website.



Pioneer ACO Model 

§ Expected to improve the health and experience of 
care for individuals, improve population health, and 
reduce the rate of growth in health care spending 
§ CMS will publicly report the performance of Pioneer 

ACOs on quality metrics 
§ 32 Participating ACOs announced in December 2011 
§ First performance period began in January 2012.   
§ Separate from the Medicare Shared Savings Program 

8/21/2012 Draft 2012 Current Topics 55 

Presenter
Presentation Notes
The Pioneer ACO Model is being tested by the Innovation Center and is designed for health care organizations and providers that are already experienced in coordinating care for patients across care settings. It will allow these provider groups to move more rapidly from a shared savings payment model to a partial population-based payment model on a track consistent with, but separate from, the Medicare Shared Savings Program.   For a list of participating Pioneer ACOs, see the fact sheet at http://innovations.cms.gov/Files/fact-sheet/Pioneer-ACO-General-Fact-Sheet.pdf.The payment models being tested in the first two years of the Pioneer ACO Model are a shared savings payment policy with generally higher levels of shared savings and liabilities for losses for Pioneer ACOs than levels currently proposed in the Medicare Shared Savings Program. In year three of the program, participating ACOs that have shown a specified level of savings over the first two years will be eligible to move a substantial portion of their payments to a partial population-based payment. These models of payments will also be flexible to accommodate the specific organizational and market conditions in which Pioneer ACOs work.Like the Shared Savings Program, the Pioneer ACO Model includes strong patient protections to ensure that patients have access to and receive high quality care. To accomplish this goal, Pioneer ACOs will be expected to improve the health and experience of care for individuals, improve the health of populations, and reduce the rate of growth in health care spending. Participating ACOs will be held financially accountable for the care provided to their aligned beneficiaries. In addition, CMS will publicly report the performance of Pioneer ACOs on quality metrics, including patient experience ratings, on its website.



Quality Standards 

§ ACO must meet strict quality standards to ensure 
that savings are achieved through and providing 
care that is appropriate, safe, and timely 
§ 33 quality measures in 2012 relating to  

• Care coordination and patient safety 
• Preventive health services 
• At-risk populations  
• The patient and caregiver experience of care 

§ ACOs will be carefully monitored to ensure they 
meet the quality standards 
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To ensure that savings are achieved through improving and providing care that is appropriate, safe, and timely, an ACO must meet strict quality standards.  For 2012, CMS has established 33 quality measures relating to care coordination and patient safety, preventive health services, at-risk populations, and the patient and caregiver experience of care.



Beneficiary Communication 

§ Assigned beneficiaries will  
• Be notified if their provider participates in an ACO 
• Be informed their data may be shared with the ACO 

and may decline to have data shared 
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Beneficiary will Be notified if their provider participates in an ACOBe informed their data may be shared with the ACOGiven the opportunity to decline to have data shared



Financial Performance 

§ ACO providers continue to be paid  
• Under regular Medicare fee-for-service payment systems 
• An annual risk adjusted expenditure target is calculated  

q Based on the historically assigned patient population  
q Updated by absolute growth in the national per capita 

expenditures for Parts A and B 

§ ACOs may share in savings  
• If actual assigned patient population expenditures  

q Are below the established benchmark 
• Minimum savings rate (MSR) based on assigned patient 

population size must be exceeded to share savings 
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ACO providers continue to be paid under regular Medicare fee-for-service payment systems. For each ACO, an annual risk adjusted expenditure target is calculated based on the historically assigned patient population updated by absolute growth in the national per capita expenditures for parts A and B. ACOs may share in savings if actual assigned patient population expenditures are below the established benchmark. Minimum savings rate (MSR) based on assigned patient population size must be exceeded to share savings.



ACOs/Shared Savings Initiatives Status 

§ As of April 1, 2012 
• 154 total number of shared savings participants 

q 89 July start Shared Savings Program ACOs  
q 27 April start Shared Savings Program ACOs  
q 32Pioneer Model ACOs  
q 6 Physician Group Practice Transition Demos  

§ In all, more than 2.4 million beneficiaries 
receive care from providers participating in 
Medicare shared savings initiatives 
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Under the new Medicare Shared Savings Program (Shared Savings Program), 116 Accountable Care Organizations (ACOs) have entered into agreements with CMS, taking responsibility for the quality of care furnished to people with Medicare in return for the opportunity to share in savings realized through improved care. The Shared Savings Program and other initiatives related to Accountable Care Organizations are made possible by the Affordable Care Act, the health care law of 2010. Participation in an ACO is purely voluntary for providers and beneficiaries and people with Medicare retain their current ability to seek treatment from any provider they wish.The first 116 Shared Savings Program ACOs will serve an estimated 1.4 beneficiaries in 40 States plus Washington DC.  This brings the total number of organizations participating Medicare shared savings initiatives on July 1 to 154, including the 32 Pioneer Model ACOs that were announced last December, and six Physician Group Practice Transition Demonstration organizations that started in January 2011.  In all, as of April 1, more than 2.4 million beneficiaries are receiving care from providers participating in Medicare shared savings initiatives.
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ü Partnership for Patients  
ü Community-Based Care Transitions 
üMillion Hearts  
§ Innovation Advisors  
§ Health Care Innovation Challenge  

 

Capacity to Spread Innovation 

Presenter
Presentation Notes
There are initiatives that strive to increase the capacity to spread innovation. They includePartnership for Patients Community-Based Care TransitionsMillion Hearts Innovation Advisors Health Care Innovation Challenge



Capacity to Spread Innovation 

§ Partnership for Patients 
• Share information on what works to keep patients 

from getting injured in the hospital and help them 
heal without complications 

§ Community Based Care Transition Program 
• Part of the Partnership for Patients 
• To reduce hospital readmissions 
• Maintain or improve quality of care across settings 
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Partnership for Patients, is a nationwide public-private collaboration sponsored by the U.S. Department of Health and Human Services (HHS), to keep patients from getting injured or sicker, and to help patients heal without complication. It  consists of more than 6,500 partners, including over 4,000 hospitals, along with 2,345 physician nursing and pharmacy organizations, 892 consumers and consumer groups, and 256 employers and unions.  In addition, health plans, Area Agencies on Aging, and State and federal government officials have pledged to work together to meet the Partnership’s goals. Visit www.healthcare.gov/center/programs/partnership/index.html for information on the Partnership for PatientsThe Affordable Care Act creates a “hospital readmissions reduction program,” which will provide a payment reduction of up to one percent for hospitals with higher than expected readmission rates for certain conditions beginning in FY 2013.The Community Based Care Transitions Program (CCTP) tests models for improving care transitions from the hospital to other settings and reducing readmissions for high-risk Medicare beneficiaries. Participants need to demonstrate experience providing high quality primary care in the home. The CCTP goals are to: reduce hospital readmissions for high-risk Medicare beneficiaries, improve quality of care, improve transitions of beneficiaries from the inpatient hospital setting to other care settings, and document measureable savings to the Medicare program. This will be conducted under the authority of section 3026 of the Affordable Care Act. For more information visit http://www.innovations.cms.gov/initiatives/Partnership-for-Patients/CCTP/index.html.



 
Visit 

www.millionhearts.hhs.gov 

 
 

§ Million Hearts 
• Aims to prevent 1 million heart attacks and strokes  
• CDC-led focus on two goals over the next five years 

1. Empowering Americans to make healthy choices  
• Preventing tobacco use  
• Reducing sodium and trans fat consumption 

2. Improving care  
• Targeted focus on the “ABCS”  

• Aspirin for people at risk 
• Blood pressure control 
• Cholesterol management  
• Smoking cessation 
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The Department of Health and Human Services (HHS), with several key initial partners, launched Million Hearts, an initiative that aims to prevent 1 million heart attacks and strokes over the next five years. Currently, cardiovascular disease costs $444 billion every year in medical costs and lost productivity in Americans. Million Hearts is focused on two goals:Empowering Americans to make healthy choices such as preventing tobacco use and reducing sodium and trans fat consumption. This can reduce the number of people who need medical treatment such as blood pressure or cholesterol medications to prevent heart attacks and strokes.Improving care for people who do need treatment by encouraging a targeted focus on the “ABCS” – Aspirin for people at risk, Blood pressure control, Cholesterol management and Smoking cessation – which address the major risk factors for cardiovascular disease.
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§ Hospital Readmissions Reduction Program 
• Reduce avoidable hospital readmissions  
• Readmissions cost Medicare billions of dollars 

annually  
• Creates incentives for hospitals to reduce 

readmissions 
 
 
 

Other Initiatives 

Presenter
Presentation Notes
The Affordable Care Act creates a “hospital readmissions reduction program,” which will provide a payment reduction of up to one percent for hospitals with higher than expected readmission rates for certain conditions beginning in FY 2013.



Other Initiatives 

§ Hospital Value-Based Purchasing 
• Incentive payments based on performance for 

acute care hospitals beginning in FY 2013 
• Performance is based on achievement and 

improvement on certain quality measures  
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The hospital value-based purchasing program will make value-based incentive payments to acute care hospitals, based either on how well the hospitals perform on certain quality measures or how much the hospitals' performance improves on certain quality measures from their performance during a baseline period. The higher a hospital's performance or improvement during the performance period for a fiscal year, the higher the hospital's value-based incentive payment for the fiscal year would be. 



Funding Opportunities 

§ Center for Consumer Information & Insurance 
Oversight (CCIIO) funding opportunities 
• http://cciio.cms.gov/resources/fundingopportunit

ies/index.html#eig 
• Examples include 

q The Consumer Support and Information 
q Affordable Insurance Exchanges  
q Health Market Reforms  
q Consumer Operated and Oriented Plan (CO-OP) 

Program   
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The Center for Consumer Information and Insurance Oversight (CCIIO) is charged with helping implement many provisions of the Affordable Care Act and provides the resources necessary to help educate and provide accurate information to consumers who are making difficult health care decisions. CCIIO lists current funding opportunities at http://cciio.cms.gov/resources/fundingopportunities/index.html#eig Current funding opportunities include awards and grants relating to the following initiatives:The Consumer Support and InformationAffordable Insurance Exchanges Health Market Reforms Consumer Operated and Oriented Plan (CO-OP) Program  

http://cciio.cms.gov/resources/fundingopportunities/index.html
http://cciio.cms.gov/resources/fundingopportunities/index.html


This training module is provided by the 
 
 
 

For questions about training products, e-mail 
NMTP@cms.hhs.gov 

To view all available NMTP materials  
or to subscribe to our listserv, visit  

www.cms.gov/NationalMedicareTrainingProgram 

mailto: nmtp@cms.hhs.gov
http://www.cms.gov/NationalMedicareTrainingProgram
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