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FEDERAL HEALTH REFORM

S

AAffordable Health Care for America Act (H.R.
3962) Is now law but many unknowns remain.

ABill provided framework but defers to various federal
agencies to work out details.

AFirst phase of bill (mostly some insurance reform)
goes Into effect soon.

ARolls out across a 6-year period.

AMany hospital provisions are still 2-3 years away.
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AExpands coverage to 32-34 million people.

I Medicaid expansion to 133 percent of federal
poverty | ineéincluding

iCreates new nmar ket pl ace
exchanges.

I Provides subsidies for low-income to purchase of
private insurance.

I Requires many employers to furnish insurance.
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A Insurance reforms.
- No lifetime limits.
- No pre-existing conditions limitations.

- Children can remain on parents insurance until 26.
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APhysician self-referral limitation.

Alncreases Medicaid physician payment to match
Medicare.

ARural payment improvements.
A340B expansions.

AMedicare extenders.
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ADelivery systems reforms.

I Accountable care organizations

I Payment bundling /990
" ; t‘
AMedical homes 1 Gain-sharing. xm

ACMS Center for Barriers
to Clinical Integration.
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Alnnovation.
I Value-based purchasing
I Geographic variation

I Demonstration program to
expand emergency inpatient
psychiatric beds

I Demonstration program to
study adding CAH to value-
based purchasing.
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WHAT IT DOES NOT DO

ANo new public program.

ANo requirement that private insurance plans in state
Insurance exchanges pay Medicare or Medicaid
rates.

ANo cuts in the indirect graduate medical education

adjustment.

ANo cuts in hospital payments in [
transition to delivery system 2
reforms.
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PAYING FOR IT

S ——

AReduce payments to Medicare providers under the
claim of more efficiency, less fraud, etc.

AReductions to hospitals - DSH, hospital acquired
conditions, readmissions.

ACuts to home health and others.
ASome current tax credits and deductions will decline.

ATax on robust and expensive health care plans
provided by employers.

A10% tax on the cost of tanning.

Page A9



HOSPITAL PROVISIONS

——

ACritical Access Hospitals are exempted or carved
out of many provisions due to the nature of their cost
based reimbursement.

ADoes appear to be a Congressional intent to bring
CAH under some of the provisions.

Ampact on CAH will remain clouded until rules are
developed.
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HOSPITAL PROVISIONS

"‘\—7\7 =

AA mandatory value-based purchasing program (VBP)
IS Instituted by October 12, 2012 (CAHs excluded).

ACovers 5 conditions affecting prospective payment
system (PPS) hospitals, including Sole Community
Hospitals, Medicare Dependent Hospitals, and small
rural PPS hospitals (not CAH).

AVBP demonstration program for CAHS.
A3 year demo that starts within two years of enactment.

AReport due 18 months after demonstration ends.
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HOSPITAL PROVISIONS

ANon-profit hospitals (does not
Include government owned) must
perform community health needs
assessments in one of two taxable
years immediately preceding the
current one and adopt an
Implementation strategy to meet
the community health needs
identified by the assessment.
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HOSPITAL PROVISIONS

S ——

AA bundled payment pilot program encompassing all
elements of care during a single episode (30 days
prior to admission through 30 days following
discharge).

AThe Secretary is required to consult with
representatives of small rural hospitals and CAHSs
regarding participation in this program.

AThe five-year pilot program begins by January 2013.
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HOSPITAL PROVISIONS

AMedicare payments for excess readmission to PPS
hospitals will be reduced, including to rural PPS
hospitals, effective October 1, 2012.
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HOSPITAL PROVISIONS

S

ACAHSs, rural referral centers, and sole community
hospitals with disproportionate share payments
equal to or greater than 8% are added as entities
eligible for the 340B drug purchasing program - for
outpatient drugs only.

ANo reason expressed for not including inpatient.
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HOSPITAL PROVISIONS

AMedicare will pay the facility component of the all-
Inclusive CAH payment at 101% of reasonable
COSts.

AMedicare will pay for ambulance services provided
by CAHs at 101%.

ACorrects error in the Medicare Modernization Act.
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HOSPITAL PROVISIONS
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AMedicare DSH decreases overall $22.1 billion
beginning in FY 2014.

AReduce by 75% to eliminate DSH payments above
the "empirically justified" level, as determined by the
Medicare Payment Advisory Commission.

AA portion of the 75% returned to hospitals depending
on the amount of uncompensated care.

AThis amount is subject to a trigger, and would be
phased down If coverage increases.
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HOSPITAL PROVISIONS

S

AMedicaid DSH decreases overall $14 billion with
reductions beginning in fiscal year (FY) 2014.

ANot directly tied to increases in the level of insurance
coverage.

ADirects HHS Secretary to develop a methodology for
reducing federal DSH allotments to all states in order
to achieve the mandated reductions.

Page A18




HOSPITAL PROVISIONS

S ——

ALook for many of the Medicare provisions to be
weaved into Medicaid 1 either by fed directive or
statedos acting on their

Abncludes wording fAithe Sec
Into Medicaid current state practices that prohibit
payment for health care-acquired conditions through
Medi cail d program regul at |

AAs currently worded, this section appears to not
apply to Critical Access Hospitals.
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RURAL EXTENDERS
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AOutpatient hold harmless until January 1, 2011 (and
all sole community hospitals now eligible).

AReasonable cost payment for certain clinical
diagnostic lab tests furnished to hospital patients In
certain rural areas for hospitals under 50 beds for
one year starting July 1, 2010.

ARural community hospital demonstration program for
five years and modified to include up to 20 states;
and the Medicare dependent hospital program
through FY 2012.
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RURAL EXTENDERS

——

AThe Medicare Rural Hospital Flexibility program is
extended through FY 2012 and now allows the use
of funds to participate in reforms created by this
legislation (VBP, ACOs, bundled payment).

ARural ambulance add-ons through December 2010 -
ground transports originating in rural areas by 3
percent; Air services originating in areas previously
designated as rural prior to 2007 will continue to be
designated; nsuper ruralc
ambulance services originating in certain rural areas
with particularly low population densities.
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LET THE RULEMAKING BEGIN

S ——

AThe first of many new rules associated with various
aspects of health care reform issued by the IRS, the
Labor Department, and Health and Human Services
In the last week.

AFirst wave of rules directed at Preexisting Condition
Exclusions, Lifetime and Annual Limits, Rescissions,
and Patient Protections.

ATORCH will closely monitor proposed rules as we
move forward.

Page A22




HOT OFF THE PRESS

ANew proposed rules on hospital visitation rights
proposed by CMS and released over the weekend
for comment.

AComments due back to CMS by August 27.

AProposed new rules follow April Executive Order
Issued by the President.
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HOT OFF THE PRESS

S ——

AA hospital must have written policies and procedures
regarding the visitation rights of patients, including
those setting forth any clinically necessary or
reasonable restriction or limitation that the hospital

may need to place on such rights and the reasons
for the clinical restriction or limitation.

&
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HOT OFF THE PRESS

AA hospital must do four things:

(1) Inform each patient (or representative) of
visitation rights, including clinical restrictions or
limitations.

(2) Inform each patient (or representative) of the
right to receive visitors, including, but not limited to,
spouse, domestic partner (including a same-sex
domestic partner), another family member, or friend.
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HOT OFF THE PRESS
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(3) Not restrict, limit, or otherwise deny visitation
privileges on the basis of race, color, national origin,
religion, sex, sexual orientation, gender identity, or
disability.

(4) Ensure that all visitors designated by the patient
enjoy visitation privileges that are no more restrictive
than those that immediate family members would
enjoy. &
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HOT OFF THE PRESS

S ——

A22% cut in Medicare payments to docs stopped by
Congress last week.

APayments at previous rate plus 2.2% adjustment
upé.. good through Decemt

AMiPaid foro with new A72 F
hospitals from charging for outpatient services in
three day period before any admission for same
Issue. Not clear If this would apply to CAH because
of cost based reimbursement.
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RURAL HOSPITAL PHARMACY RULES

ANew rules associated with HB1924 and rural hospital
pharmacies are now In effect.

Alf you are using pharmacy technicians without
constant supervision from a pharmacist, you need to
notify the Pharmacy Board ASAP!!!

ANotice should be a letter from the pharmacist-in-

o
charge. J‘ o J.LJJ e
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RURAL HOSPITAL PHARMACY RULES

~—

AName, address, and pharmacy license number.
AName/license number of the pharmacist-in-charge.
AName/registration number of the pharmacy techs.

AStatement that pharmacy technicians will be
performing the duties specified in A291.73(e)(2)(D).

ADocumentation a rural hospital with 75/less beds and:
(1) in a county of 50,000 or less (or)

(1) critical access hospital, rural referral center, or sole
community hospital (no population factor).
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RURAL HOSPITAL PHARMACY RULES

AAdditional training required for techs.

AConsulting pharmacists to conduct training and
document (report to board).

ATraining to include:

(1) procedures for verification of the accuracy by
techs including required documentation.

(2) duties which may and may not be performed by
techs in the absence of a pharmacist.

(3) tech's role In preventing errors.
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RURAL HOSPITAL PHARMACY RULES

——

ATechs may perform the following duties without a
pharmacist present:

(1) enter medication information into a data system;

(2) prepare, package, label according to med order
If nurse or practitioner verifies accuracy;

(3) fill a medication cart;
(4) distribute routine orders for stock supplies;

(5) access and restock automated med cabinets;
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RURAL HOSPITAL PHARMACY RULES

——

AA pharmacist must be accessible at all times to
respond to gquestions and needs of techs or other
hospital employees - by telephone, answering or
paging service, e-mail, or any other system that
makes a pharmacist accessible.

AMed orders filled by unsupervised tech must be
reviewed by nurse or other practitioner.

ANurses may still pull drugs when the pharmacy is
closed.
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RURAL HOSPITAL PHARMACY RULES

——

ASome confusi oncheck-eechbde 7
provisions included in HB1924.

AUnrelated provision added to the bill that only
Impacts some urban hospitals.

AOngoing clinical pharmacy program may allow a
tech to verify the accuracy of work performed by
other techs.

ADoes not apply to any rural hospitals.

APharmacy Board has received some inquiries from
rural hospitals.
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