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SPECIAL EDITION: 2N ANNIVERSARY OF THE PASSAGE OF THE AFFORDABLE CARE ACT

It’s the 2nd Anniversary of the Passage of the ACA

March 23, 2012 marked the two year anniversary
of the Affordable Care Act (ACA). The act was
passed by Congress and signed into law by
President Obama on March 23, 2010. The law is
designed to put into place comprehensive health
insurance reforms, which provides the American
consumer with more control of their heath and
health care coverage. The ACA aims to improve
our current health care delivery system by
increasing access to health coverage, while at the
same time providing protections for people with
health insurance, as well as those with pre-
existing health conditions.

ACA has introduced safeguards and programs
that place consumers at the center of the health
care system. This includes a patient’s bill of rights,
which will help stop insurance companies from
limiting needed health care. The law also
established the Pre-existing Conditions Insurance
Plan (PCIP). This program now provides health
insurance coverage to nearly 50,000 people living
with high-risk pre-existing medical conditions,
acting as a bridge to 2014, when insurance
companies will no longer be able to deny
coverage to adult individuals with pre-existing
conditions. The ACA already afforded this
protection to children with pre-existing conditions
as of September 2010.
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Million Hearts Program

Nearly 50 million seniors and Americans with
disabilities depend on Medicare. Now, the health
care law makes Medicare even stronger by
making several key improvements. First, it makes
many key preventive services available to our
beneficiaries with no co-pay or deductible. This
helps ensure that seniors don’t have to skip
potentially life-saving screenings because they
can't afford it. And, an annual “wellness visit” is
now covered with no co-pay or deducible. In
addition, Medicare beneficiaries enrolled in Part D
who hit the coverage gap known as the “donut-
hole,” will get a 50 percent discount on name
brand prescription drugs, and a 14 percent
discount on generic drugs. Before the law, under
Medicare Part D, seniors in the donut hole had to
pay out of pocket for all prescription drug costs in
the coverage gap, which can amount to thousands
of dollars.

ACA has also provided additional tools and
resources to Medicare in the fight against fraud
and abuse. As a result, the Medicare trust fund
was able to recover close to $4.1 billion in fraud
during 2011. The law reduces health care costs
and makes sure health care dollars are spent
wisely. For example, it mandates that insurers
must now spend at least 80 percent of premiums
on health care services or improving care, or
provide rebates to their members.

In 2014, the law will introduce a new marketplace
for health insurance referred to as the Affordable
Insurance Exchange. Exchanges will be
introduced in every state for families and small
business owners who buy their own health
insurance. Consumers will be able to go to online
to compare coverage options.

The law has also introduced innovative programs
that encourage patient-centered care and lower
costs through improved care coordination and
transitions, such as the Medicare Shared Savings
Program (MSSP), Pioneer Accountable Care
Organizations, and Community Based Care
Transition Program

Steps Taken to Improve

Overpayment Recovery

On Feb 14,2012, CMS proposed that providers
and suppliers must report and return self-identified
overpayments either within 60 days of the
incorrect payment being identified or on the date
when a corresponding cost report is due,
whichever is later.

The announcement is one in a series of steps
Medicare is taking to protect taxpayer dollars,
including efforts to prevent overpayments from
occurring. These efforts include letting private
auditors working on behalf of Medicare to catch
wasteful spending before it happens, by
expanding the use of Recovery Audit Contractors;
testing changes to outdated hospital billing
systems to help prevent over-billing; and changing
processes for approving payments for medical
equipment with high error rates.

A Medicare overpayment refers to any funds that
a person receives or retains under Medicare to
which that person is not entitled. Examples of
overpayments in Medicare include:

= Duplicate submission of the same
service or claim

= Payment to the incorrect payee

= Payment for excluded or medically-
unnecessary services

= Payment for non-covered services

Prior to ACA, providers did not face an explicit
deadline for returning taxpayers’ money. Thanks
to the law there will be a specific timeframe by
which overpayments must be reported and
returned.

The proposed rule that would require providers
and suppliers receiving funds under the Medicare
program to report and return overpayments can
be found on the Federal Register at
htto://www.FederalReaister.aov/a/2012-03642.
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Fraud Recovery Efforts Net
Close to S4.1 Billion

Attorney General Eric Holder and Department of
Health & Human Services Secretary Kathleen
Sebelius recently released a new report showing
that the government's healthcare fraud prevention
and enforcement efforts recovered nearly $4.1
billion in taxpayer dollars in FY2011. This is the
highest annual amount ever recovered from
individuals and companies who attempted to
defraud seniors and taxpayers.

These findings, in the annual Health Care Fraud
and Abuse Control Program (HCFAC) report, are
a result of making the elimination of fraud, waste,
and abuse a top priority for the administration.
The success of this joint Department of Justice
and DHHS effort would not have been possible
without the Health Care Fraud Prevention &
Enforcement Action Team (HEAT), created in
2009 to prevent fraud, waste, and abuse in the
Medicare and Medicaid programs. These efforts
to reduce fraud continue to improve with the new
tools and resources provided by the ACA

New resources under the ACA include an
additional $350 million for HCFAC activities. The
new tools authorized by the ACA include
enhanced screenings and enrollment
requirements, increased data-sharing across
government, expanded overpayment recovery
efforts, and greater oversight of private insurance
abuses.

The departments also continued their successes
in civil healthcare fraud enforcement during
FY2011. Approximately $2.4 billion was
recovered through civil healthcare fraud cases
brought under the False Claims Act (FCA). These
matters included unlawful pricing by
pharmaceutical manufacturers, illegal marketing
of medical devices and pharmaceutical products
for uses not approved by the FDA, Medicare fraud
by hospitals and other institutional providers, and
violations of laws against self-referrals and
kickbacks.

Prior to the passage of the ACA, providers and
suppliers did not face an explicit deadline for
returning taxpayers’ money. Thanks to the
Affordable Care Act, there will be a specific
timeframe by which self-identified overpayments
must be reported and returned.

The HCFAC annual report can be found at
http://oig.HHS.gov/publications/hcfac.asp. More
information on the fraud prevention
accomplishments under the Affordable Care Act
can be found at
http://www.Healthcare.gov/news/factsheets/2012/
02/medicare-fraud02142012a.html.
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ACA: Programs that are currently in Effect

Here’s a list of the on-going programs created by
the ACA:

Partnership for Patients: The Partnership’s two
goals: to reduce preventable harm in hospitals by
40% and readmissions to hospitals within 30 days
of discharge by 20% in the next 3 years. As of
January 2012, over 7,100 organizations are
participating in the program, including more than
3,200 hospitals.

Accountable Care Organizations (ACO): The
Pioneer ACO Model tests the rapid transition to a
new payment model where experienced
organizations are paid according to their ability to
improve the health of their patient population,
rather than for each specific service they provide.
32 organizations are participating in the Pioneer
ACO Model. This model is projected to save
Medicare up to $1.1 billion over 5 years. The
MSSP allows for providers and suppliers to come
together to form ACOs that promote patient-
centered care, and share in savings by meeting
certain quality improvement metrics.

The Advanced Payment ACO Model will test
whether pre-paying a portion of future shared
savings will allow more physician-based and rural
ACOs to participate in the MSSP.

Bundled Payments for Care Improvement:
Patients experience care in episodes, often
visiting multiple doctors’ offices, hospitals, and
laboratories as they seek treatment and recovery.
The Bundled Payments for Care Improvement
initiative builds on episode-based payment
models pioneered in the private sector by
redesigning payment to match the patient
experience.

Comprehensive Primary Care Initiative &
Federally Qualified Health Center (FQHC)
Advanced Primary Care Practice
Demonstration: The Comprehensive Primary
Care Initiative is a collaboration between public
and private payers and primary care practices to
support patient-centered primary care in
communities across the country. Primary care
practices will receive new public and private
funding for primary care functions not currently
supported by fee-for-service (FFS) payments,
including an opportunity to share net savings

generated through this program.

The Federally Qualified Health Center
Advanced Primary Care Practice
Demonstration tests whether advanced primary
care practice at community health centers can
improve care and patients’ health, and reduce
costs. 500 community health centers in 44
States were selected to receive approximately
$42 million over 3 years.

New Models of Care & Payment to Support
Medicare-Medicaid Enrollees: Working with the
CMS Medicare-Medicaid Coordination Office, the
Innovation Center is empowering States to test
new payment and service delivery models that
will help improve quality of care, and reduce the
costs of care, for the nearly 9 million people
enrolled in both the Medicare and Medicaid
programs.

See Current ACA Programs Page 4

Provider Outreach Staff:

Region [l Provider Line
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Phone: (215) 8614270
Thomas.robinson@cms.hhs.gov
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Coverage Provided for Nearly
50,000 Americans with Pre-~
Existing Conditions

The Pre-Existing Condition Insurance Plan (PCIP)
program is providing insurance to nearly 50,000
people with high-risk pre-existing conditions
nationwide. The Department released a new
report demonstrating how PCIP is helping to fill a
void in the insurance market for consumers with
pre-existing conditions that are denied insurance
coverage and are ineligible for Medicare or
Medicaid coverage.

Under the ACA, in 2014, insurers will be
prohibited from denying coverage to any
American with a pre-existing condition. Until then,
the PCIP program will continue to provide
enrollees with affordable insurance coverage.

As a result of the new law, PCIP enrollees are
receiving health services for their conditions on
the first day their insurance coverage begins.
Their critical need for treatment, combined with
their lack of prior health coverage, has led to
higher overall per-member claims costs in state-
based PCIPs of approximately $29,000 per year,
which is more than double the per-member cost
that traditional State High-Risk Pools have
experienced in recent years.

PCIP provides comprehensive health coverage,
including primary and specialty care, hospital
care, prescription drugs, home health and hospice
care, skilled nursing care, preventive health, and
maternity care. The program is available in 50
states and the District of Columbia and open to
US citizens and people who reside in the US
legally (regardless of income) who have been
without insurance coverage for at least six months
and have a pre-existing condition, or have been
denied health insurance coverage because of a
health condition.

The PCIP annual report is available in PDF
format. Please visit www.pcip.gov for more
information regarding eligibility, plan benefits and
rates, and the application process.

Philadelphia Regional
Office:

150 S. Independence Mall West
The Public Ledger Building, Suite 216
Philadelphia, PA 19106

Phone: (215) 861-4154
Fax: (215) 861-4243
Email: ROPHICFM@cms.hhs.qgov
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ACA Assists with Closing the “Donut Hole”

The ACA includes benefits to make
Medicare prescription drug coverage (Part
D) more affordable. When the Part D
program was created, there was a gap in
coverage, where most beneficiaries would
pay 100 percent of their drug costs while
still paying their premiums. This gap,
referred to as the “donut hole,” occurs after
the prescription drug plan pays a certain
amount, but before beneficiaries hit
catastrophic coverage where they are
responsible for a small percent of his or her
drug costs (approximately 5 percent).

The ACA is closing the donut hole over
time, and has already saved seniors and
people with disabilities over $3.1 billion on
prescription drugs since the law was
enacted in March 2010. In 2010, those
who reached the coverage gap
automatically received a one-time $250
rebate check. In 2011, they received a 50
percent discount on covered brand-name
drugs and a 7 percent discount on generic
drugs, and this year, that discount is 50
percent on brand-name drugs and 14
percent on generics. These discounts will
continue to grow over time until the donut
hole is closed.

In 2011, about 3.6 million people with
Medicare benefited from discounts on

prescription drugs while in the coverage gap,
receiving more than $2.1 billion in discounts,
or an average of $604 per beneficiary.
Women who hit the donut hole benefitted
from this provision in the Affordable Care Act,
with 2.05 million women saving a total of $1.2
billion on their prescription drugs. The 2.8
million beneficiaries who received the 7
percent discount on generic drugs in 2011,
realized $32.1 million in savings.

Last year’s progress builds on the savings in
2010, when nearly 4 million beneficiaries who
hit the donut hole received a $250 rebate
under the Affordable Care Act to help them
afford prescription drugs in the coverage gap.

Most of these drugs are for chronic
conditions, suggesting that the discounts are
helping people pay for expensive medications
that they must take on an ongoing basis.
Making such prescriptions more affordable
also helps prevent more costly care that often
results from conditions like high blood
pressure and cholesterol. About 13 percent
of the savings were for drugs to help manage
mental illness which also helps keep
beneficiaries active and living at home.

April 1stis the Start Date of the Medicare Shared
Savings Program (MSSP)

Section 3022 of the ACA requires CMS to establish

a shared savings program to facilitate coordination
and cooperation among providers to improve the
quality of care for Medicare Fee-For-Service (FFS)
beneficiaries, and to reduce unnecessary costs.

The program will help doctors, hospitals, and other
providers better coordinate care for Medicare
patients by forming ACOs. The MSSP creates
incentives for health care providers to work
together to treat an individual patient across care
settings; including doctor’s offices, hospitals, and
long-term care facilities.

The MSSP will reward ACOs that lower growth in
health care costs, while meeting performance

standards on quality of care and putting patients
first, and at the center of health care.

Patient and provider participation in an ACO is
purely voluntary. Eligible providers, hospitals, and
suppliers may participate in the MSSP by creating
or participating in an ACO.

The Shared Savings Program Application web
page has important information and materials on
the application process, including the Notice of
Intent to Apply (NOI) Memo, the first step in the
application process.

See Start Date Page 4
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Current ACA Programs from Page 2

The Innovation Advisors Program : The
Innovation Advisors will use their knowledge and
skills in pursuit of the three-part aim of improving
health, improving care, and lowering costs through
continuous improvement. They will also work with
other local groups to drive delivery system reform,
develop new ideas for possible testing by the
Innovation Center, and build durable skills in system
improvement throughout their area.

A Million Hearts: Million Hearts is a national
initiative to prevent 1 million heart attacks and
strokes over the next five years.

Value Based Purchasing: Starting in October
2012, Medicare will reward hospitals that provide
high quality care for their patients. This program
marks the beginning of an historic change in how
Medicare pays health care providers and facilities--
for the first time, hospitals will be paid for inpatient
acute care services based on care quality, not just
the quantity of the services they provide

Information Disclaimer:

The information provided in this newsletter is intended
only to be general summary information to the Region Ill
provider community. It is not intended to take the place of
either the written law or regulations.

Links to Other Resources:

Our newsletter may link to other federal agencies. You
are subject to those sites’ privacy policies. Reference in
this newsletter to any specific commercial products,
process, service, manufacturer, or company does not
constitute its endorsement or recommendation by the
U.S. government, HHS, or CMS. HHS or CMS are not
responsible for the contents of any “off-site” resource
identified.
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Million Hearts Program Launched

Million Hearts™ is a national initiative to prevent 1
million heart attacks and strokes in the U.S. over
the next 5 years. Launched by the Department of
Health and Human Services (HHS) in September
2011, it aligns existing efforts, as well as creates
new programs, to improve health across
communities and help Americans live longer, more
productive lives. The Centers for Disease Control
and Prevention (CDC) and CMS, co-leaders of
Million Hearts™ within HHS, are working
alongside other federal agencies and private-
sector organizations to make a long-lasting impact
against cardiovascular disease.

Heart disease and stroke are the first and fourth
leading causes of death, respectively, in the
United States, making cardiovascular disease
responsible for 1 of every 3 deaths in the country.
Americans suffer more than 2 million heart attacks
and strokes each year, and every day, 2,200
people die from cardiovascular disease. Heart
disease and stroke are among the leading causes
of disability in our country, with more than 3 million

people reporting serious illness and decreased
quality of life. The goal of preventing 1 million
heart attacks and strokes by 2017 can be
accomplished by:

1.) Empowering Americans to make healthy
choices such as preventing tobacco use and
reducing sodium and trans fat consumption; and

2.) Improving care for people who do need
treatment by encouraging a targeted focus on the
“ABCS," which include: Aspirin for people at risk,
Blood pressure control, Cholesterol management
and Smoking cessation.

Physicians, other healthcare providers, and health
systems are vital to prevent heart attacks and
strokes. They can act in preventing heart attacks
by focusing in the ABCS. In addition to improving
heart disease and stroke prevention with your
patients, health systems and health care providers
can drive awareness of the initiative. Please visit
the million hearts web page for more information
regarding the program.

MSSP Start Date Approaching

Start Date from Page 3

The final rule established participation start dates
of April 01, 2012 and July 01, 2012. Participants
had the option of selecting either start date for
2012. The initial start date of April 1, 2012 is fast
approaching. Potential ACOs desiring to begin
during this time period were required to submit
their NOIs to CMS between November 01, 2011
and January 06, 2012.

The application submission period for the April 1st
start date closed on January 20, 2012. The NOI
period for the July 01, 2012 MSSP start date
closed on February 17, 2012. However, ACOs
who have submitted their NOIs for this start date

still have until March 30, 2012 to submit their
applications to participate in the program.

Following the April and July 2012 start dates, the
next opportunity that ACOs will have to participate
in the program is January 01, 2013. NOlIs for this
time period are due to CMS by June 15, 2012.
CMS will issue dates for this application cycle
during the Spring of 2012. A list of ACOs
participating in the April 15t start date will also be
released.


http://millionhearts.hhs.gov/

