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In the last PHO Connection I talked about the Patient Centered Medical Home and concluded with where is all of this going?  Reimbursement reform is the answer.  Needless to say, those two words suggest the need that most of us recognize, but they don’t begin to touch on the underlying complexity.  The issue is also far bigger than reimbursement for Patient Centered Medical Home, but that is a start.

Some observations about the complexity and, as my college economics professor would say, some “nasty realities”.  The current payment method, fee for service, is constantly under fire as being based on quantity, not quality.  No matter the outcome or if it has to be done over, the service gets paid.  This gets more complicated when considering the data in the Dartmouth Atlas and the work of Dr. Jack Wennberg.  The Atlas looks at variations in costs for procedures across communities and states.  For example, the cost of a procedure done in Portland is different from the same procedure done in Bangor.  Why?  That is one level of complexity – but should they be the same?  That raises another question: if a surgeon does the same type of procedure on three different patients: commercially insured, Medicare, and Medicaid – why does he get paid three different rates?  It is the same procedure.  Does he do something different because of how he gets paid?  Is it like the comment by the surgeon in the movie M.A.S.H.: “He’s an enlisted man, make the stitches bigger”?  I doubt if any of the surgeons in our state differentiate how they treat a patient based on how they get paid.  But obviously, those who are paying more are doing so because someone else is paying less (“cost shifting”).  At this time, there have been no discussions about equalizing payments in the fee for service structure – but you can be certain, someone is thinking about it.

So, what are the “nasty realities”?  As I heard someone say the other day, “one person’s waste – is another person’s wealth”.  Dr. Wennberg, based on his work, has found that there is about 30% waste in health care.  In the State of Maine, that is about $1,600,000,000.  Unnecessary procedures, unnecessary admissions, avoidable re-admissions, etc. are all part of the “waste”.  But someone is getting paid when those services are performed whether they are necessary or not.  We don’t pay a plumber twice to fix the same problem that didn’t get fixed the first time.  We are already seeing hospitals being denied payment for “avoidable” incidents that occur within their walls.  

Along the same lines as eliminating waste, but perhaps stated a different way, some providers, whether they are physicians, hospitals or other providers, will get paid less than they are today.  Especially, since it is recognized that some providers should get paid more as part of the approach to better managing the use of services (Patient Centered Medical Home).  The health care cost savings targets range from reducing costs by 30% (the waste factor) to limiting growth to CPI plus a small percentage.

At this writing, no one has put forward the reimbursement reform model that will be piloted in the state.  Several ideas are under consideration.  One thing that has come out of the meetings that I attend is that a target reduction in costs or growth must be decided with a specific time frame and action plan to achieve that target.  More in the next Connection.

Peter W. Wood

New Member Joins 

MaineHealth Organization

Effective May 1, 2009, the Southern Maine Medical Center became the second largest member of the MaineHealth Organization.  The Medical Staff of Southern Maine Medical Center consists of approximately 200 active physicians, plus consulting, courtesy, honorary physicians, and allied health professionals.  Membership in MaineHealth will give SMMC access to additional resources to meet the growing healthcare needs of York county.
New organization aims to improve mental healthcare access, quality, and cost

A new organization has been formed to better coordinate fragmented mental health services and speed treatment and recovery for residents of 11 Maine counties.  Called Maine Mental Health Partners, the nonprofit will build a network of treatment providers that will coordinate their clinical approaches and treatment pathways to better serve those in need of mental healthcare in the MaineHealth service areas of Androscoggin, Cumberland, Franklin, Kennebec, Knox, Lincoln, Oxford, Sagadahoc, Somerset, Waldo, and York Counties.

Maine Mental Health Partners is located at 78 Atlantic Place in South Portland. For more information, please call 207-842-7700.

PAYOR UPDATES

Aetna

Self-service tools help you manage your Aetna accounts and access claims data

Are you interested in more easily managing your patient accounts?  Do you have a question about a claim reimbursement?  Instead of calling or writing Aetna, visit the secure provider website via NaviNet and select the “Account Management Tool” link and you will find:

· Claim History Report – Request and receive a customized report of your claims processed within the last 12 months, with over 50 fields of expense line-level detail.

· Multiple Claim Reconsideration – request reconsideration of 10 or more claims that you believe may have been reimbursed inaccurately for the same systemic reason.  You can use this function in conjunction with the Claim History Report to identify the Aetna claim IDs to be reviewed.

· Claim Reconsideration – submit request for single claim reconsiderations via the eEOB Claim List View, after reviewing recently processed claims online. (Use this function for one-time issues).
Anthem

Clear Claim Connection™, a web based claims editing tool from the secure Anthem Online Provider Services web site may now be accessed.  This tool will allow you to view claims results and clinical rationale for the results claim scenarios that you enter.   

For 2009, other than immunization reimbursement changes, there will be no additional adjustments to the standard statewide fee schedule for Anthem in Maine.  Anthem will maintain the current relative value units (RVUs), conversion factors and, when applicable, fixed fee schedule amounts that are currently in place.  
Anthem is going green.  Network Update is no longer available by mail.  It is available only online via website or email.  To enroll in email service, visit anthem.com > Providers > Maine > Anthem Network Rapid Updates E-mail Service.
Save the Date:  2009 Anthem Regional Meetings are scheduled for the following dates:

Waterville, Thursday September 24

Portland, Tuesday, September 29

Auburn, Thursday, October 1

Brewer, Wednesday, October 7

Webcast Wednesday, October 14
CIGNA
In April 2009, CIGNA Healthcare released the CIGNA Cost of Care Estimator as part of its effort to create tools to help provide greater visibility into cost, quality and simplified payment processes. 

The CIGNA Cost of Care Estimator allows both healthcare professionals and patients with CIGNA coverage to know the total cost to be charged for medical services based on the covered individual’s specific CIGNA health plan. Providers can quickly obtain estimates using existing desktop technology, so you do not need to invest in new technologies to use the Estimator tool. 

Using the CIGNA Cost of Care Estimator can be beneficial as it provides estimates for many types of medical services, interacts easily and effectively with current systems and serves as a basis of pre-care financial discussion to help avoid after-the-fact collection issues.

The Estimator, along with other tools such as on-line precertification, is available today to registered users of the CIGNA for Health Care Professionals website (www.cignaforhcp.com). 

Harvard Pilgrim

Harvard provides a variety of tools and resources for providers to help with the administration of services to members covered under the products in their diverse product portfolio, such as HPHC ID cards and a guide to provider services.  To access this information please go to www.harvardpilgrim.org/providers.
Martin’s Point – Generations Advantage

Martin’s Point has implemented a new Primary Care Comprehensive Payment Model for Generations Advantage primary care providers.  This model is also being applied to US Family Health Plan primary care providers.  This model provides increased monthly payments for patient-centered systems and care management processes, payments for services not historically recognized such as phone and e-visits, and outcomes-based performance payments.  The model is standard-based, with incentive payments linked to national physician recognition programs and nationally accepted performance measures.  

Martin’s Point sent a booklet, “An Introduction to Martin’s Point Generations Advantage for Contracted Providers” and the following documents: 1) 2009 Plan Grid outlining authorization guidelines and co-payments for their three plans; 2) Authorization requirements; 3) DME and Orthotic Braces Authorization Requirements; 4) Drugs Requiring Authorization; 5) Provider Change form; and 6) Request for Authorization form.  All of these documents are posted on the Martin’s Point website at www.martinspoint.org.  From the left navigation bar, click on Generations Advantage and then click on “For Providers.”

Provider Newsletters

You may obtain information referenced above directly from the Maine PHO website – www.mpho.org.  Under  > Practice Support > Health Plan Information > Health Plan Newsletters.  You may obtain current as well as older versions of provider newsletters from these payer websites.    These newsletters often have policy updates which we encourage you to review.
New Guidelines on Aspirin Use in CHD Prevention: Low DosE Just as Good

MaineHealth CVH Program Staff: Jackie Cawley, DO; Cassandra Grantham, MA

If your practice is aiming to achieve NCQA’s Heart/Stroke or Bridges to Excellence’s Cardiac Care Link Recognition, you are no doubt working hard towards meeting or exceeding a number of performance standards that will improve the cardiovascular health of your patient population.  You are most likely familiar with the NCQA standard of 80% of patients in your sample population using aspirin or another antithrombotic agent. 

This begs the question: are you prescribing the correct aspirin dosage to the highest proportion of patients that could benefit?  Could you do better on this measure, thereby improving the health of your patients and increasing the likelihood of alignment with various performance recognition programs’ standards?

Read a brief summary of the United States’ Preventive Services Task Force’s (USPSTF) new recommendations on the use of aspirin for the primary prevention of coronary heart disease below to find out (published in the March 17, 2009 issue of the Annals of Internal Medicine).  It is important to note that these new recommendations take into account the results of the landmark Women’s Health Initiative (WHI) Study, which followed over 90,000 women between the ages of 50 and 79 for an average of eight years; previous recommendations were based on trials with limited data on women.  

The USPSTF’s recommendations on the use of aspirin for prevention of coronary heart disease notes the following:

· Encourage men between 45-79 years of age and women between 55 and 79 years of age to use aspirin when the potential benefit of a reduction in myocardial infarction for men or stroke for women outweighs the potential harm of an increase in gastrointestinal hemorrhage 

· Do not encourage aspirin use for CVD prevention in women younger than 55 years or men younger than 45 years

The USPSTF recommendations also point out that a dosage of 75 mg/day of aspirin seems as effective as higher dosages.  This echoes the results from the WHI Study which found that, according to Dr. Jacques Rossouw (Chief of the WHI branch at NHLBI) “total mortality and cardiovascular mortality were lowered in aspirin users and that the benefit does not seem to be dose-related, whereas the side effects are dose-related,”
 in that gastrointestinal bleeding may increase with aspirin dose.  The recommendations also state that there is insufficient data to assess whether or not the use of aspirin in female and male patients 80 years or older is beneficial or harmful.  More research is needed.

Primary care clinicians should take heed that the USPSTF strongly encourages shared decision making around aspirin use “with individuals whose risk is close to (either above or below) the estimates of 10-year risk levels indicated below. As the potential CVD benefit increases above harms, the recommendation to take aspirin should become stronger.”

Risk level at which CVD events prevented (benefit) exceeds GI harms

	Men
	Women

	10-year CHD risk
	10-year stroke risk

	Age 45-59 years
	≥4%
	Age 55-59 years 
	≥3%

	Age 60-69 years
	≥9%
	Age 60-69 years 
	≥8%

	Age 70-79 years
	≥12%
	Age 70-79 years 
	≥11%


For more information on acquiring and using shared decision making aides, please contact the MaineHealth Learning Resource Center toll-free at 1-866-609-5183 or www.mainehealth.org/lrc.  You can also visit the Foundation for Informed Medical Decision Making’s website at http://www.fimdm.org/decision_sdms.php. 
To read more information on the new USPSTF aspirin recommendations, please visit the following website: http://www.ahrq.gov/clinic/USpstf/uspsasmi.htm#related.
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An innovative guide to help people understand asthma

You Can Control Your Asthma developed by the AH! Asthma Health Program is a 24 page, spiral-bound, oversized book that tells the story of living with asthma through simple words.  The colorful pictures by nationally-renowned children’s illustrator, Lizzy Rockwell will help people of all ages, reading abilities and cultures understand what asthma is and how to live a healthy life.

To order your free copy, please contact:  Angela Mowatt, mowata2@mainehealth.org 207-541-7564

[image: image2.png]MaineHealth
AH! Asthma Health




� Hughes, Susan. “Aspirin: More Evidence that Low Dose is all that is Needed.” Theheart.org, March 19, 2009.


� AHRQ Publication No. 09-05129-EF-3, March 2009 (Aspirin for the Prevention of Cardiovascular Disease:  


Clinical Summary of U.S. Preventive Services Task Force Recommendation). 


� Ibid.





