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The passage of federal healthcare
reform in 2010 marks a new era for
employer-sponsored health plans.
Along with the requirements of
other recently passed laws, group
health plans must comply with
several new provisions of the Pa-
tient Protection and Affordable
Care Act (“PPACA”) summarized
below. This article only addresses
the impact of PPACA on employer-
sponsored group health plans, and
not the many issues for hospitals,
doctors, and other medical provid-
ers. Unless otherwise noted, these
changes took effect after Septem-
ber 23, 2010 (January 1, 2011 for
calendar year plans).

One of the first health care reform
changes to take effect was the
change in the taxation of health
coverage for children, effective
March 30, 2010. Prior to health
care reform, the taxation of health
coverage of children depended on
whether the children qualified as
tax dependents for health care pur-
poses under complicated defini-
tions of “qualifying child” or qual-
ifying relative.” Now, health care
coverage can be provided on a tax-
free basis for children (including
adopted children, children placed
for adoption, stepchildren and fos-
ter children) through the calendar
year in which the child turns 26.

This rule applies regardless of the
marital status of the child, the resi-
dence of the child, or whether the
child is financially dependent upon
the employee or the employee’s
spouse.

PPACA requires group health
plans that cover children to ex-
tend the children’s eligibility un-
til the child’s 26th birthday. Eli-
gibility for children under age
26 cannot depend on the child’s
student, marital, dependency or
employment status. The only al-
lowable exception is that certain
grandfathered plans may exclude
adult children who have access to
employer-sponsored coverage, but
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this exception only applies until
2014. Regulations adopted un-
der PPACA also require that plans
treat all children under age 26 the
same, including charging the same
premium for all children under age
26. PPACA does not require plans
to cover the child’s spouse or the
child’s own children.

In a significant change for con-
sumer-driven health care, over-
the-counter drugs will not be re-
imbursable through health savings
accounts (“HSAs”), health flex-
ible spending accounts and health
reimbursement arrangements
(“HRASs”), unless the drugs are
prescribed or are insulin.

PPACA requires that employers
with more than 200 employees
automatically enroll full-time em-
ployees into health plans when
they are first eligible to join the
plan and automatically continue
enrollment of current employees.
Employees will have a right to opt
out of the coverage. This provision
takes effect when the Department
of Labor issues regulations clarify-
ing the details of this requirement,
such as what benefit option will be
subject to the rule for employers
offering multiple health plans or
health plan options.

PPACA prohibits aggregate life-
time limits and lifetime limits on
“essential health benefits.” Essen-
tial health benefits will be defined
by the Secretary of Health and Hu-
man Services and must include, at
a minimum, benefits in the follow-
ing categories:

* Ambulatory patient servic-

es;
* Emergency services;

* Maternity and newborn care;

* Prescription drugs;
* Hospitalization;
» Laboratory services;

e Mental health and substance
use disorder services;

e Rehabilitative and habilitative
services and devices;

¢ Preventive and wellness ser-
vices and chronic disease man-
agement; and

* Pediatric services, including
oral and vision care.

Regulations  interpreting  the
meaning of these terms have not
been released at the time of this
writing. The regulatory agencies
have indicated that they will take
into account good-faith efforts to
comply with a reasonable inter-
pretation of the term “essential
health benefits” until additional
guidance is issued. Lifetime and
annual limits on non-essential
health benefits are still allowed,
as are exclusions for benefits for
specific conditions.

PPACA also prohibits most ag-
gregate annual dollar limits on es-
sential health benefits. However,
regulations allow an annual dollar
limit on essential health benefits
for plan years starting between
September 23, 2010 and Septem-
ber 23, 2011, if the annual dollar
limit is at least $750,000. This
minimum annual limit increases
to $1.25 million for 2012 and $2
million for 2013. These limits ap-
ply to each individual, not to each
family.

Plans can no longer have preexist-
ing condition exclusions for chil-
dren under age 19. Preexisting
condition exclusions are any limi-
tations or exclusions based on the
fact that the condition was present
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before the date of coverage. For
example, a plan may not exclude
benefits for surgery resulting from
an injury that occurred prior to the
effective date of coverage. Be-
ginning January 1, 2014, the pro-
hibition on preexisting condition
exclusions expands to include par-
ticipants and beneficiaries age 19
and over.

PPACA imposes a number of
new requirements on “new”
plans, which are plans that are not
“grandfathered.”  Grandfathered
plans are plans that were in exis-
tence on March 23, 2010 and have
not been amended in a way that
causes them to lose their grandfa-
thering status. Changes that will
cause a loss of grandfathering sta-
tus include:

* Eliminating all or substantially
all benefits for a particular con-
dition;

* Increasing the percentage of
cost-sharing for non-fixed
amounts (such as changing co-
insurance from 10 percent to
20 percent);

e Certain increases to fixed-
amount requirements, such as
co-payments or deductibles;

* Decreasing the employer con-
tribution percentage; or

* Adding or reducing annual
dollar limits.

New plans are subject to the fol-
lowing requirements:

* New plans must provide pre-
ventive services without cost-
sharing such as copayments
or coinsurance. This includes
all preventive care, screenings,
immunizations and services
recommended by certain gov-
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Essentials of Physician Reimbursement

By Dwight Johnson, FHFMA
Executive Director

of Provider Contracting,
Coopersmith Health Law Group

Physician reimbursement has been
central to the extensive debate over
health care reform. Understanding
the essentials of physician reim-
bursement is fundamental to un-
derstanding healthcare finance, the
recently approved changes to our
health care system, and how to re-
spond as those changes take effect.

Any examination of physician re-
imbursement should begin with a
discussion of Medicare.

When it was initiated in 1966,
Medicare paid physicians based on
physicians' usual and customary
charges. The program was origi-
nally intended to cover only acute
illnesses. The federal government
worked with physicians to develop
the Current Procedural Terminol-
ogy (CPT) coding system, which

became the standard for submit-
ting physician billing to Medicare.

After two decades, the government
realized that the charge-based sys-
tem it developed was perform-
ing a poor job of cost control. In
1989, Congress abandoned the
usual and customary charge Medi-
care payment format, and instead
started paying physicians accord-
ing to variation in the services
performed, the costs of providing
services and the potential liability
expense related to services provid-
ed. In essence, the federal govern-
ment shifted from paying physi-
cians based on what they charged
per service to the actual and ex-
pected resources expended in the
delivery of services. The new pay-
ment methodology developed was
called the resource based relative
value scale (RBRVS). The RBRVS
system, like its hospital correlate
the DRG system, was only periph-
erally concerned with charges. In
addition, at the direction of the
Congress, the RBRVS system en-
gendered a monetary shift away
from invasive surgical procedures
toward primary care services.

The commercial insurance indus-
try, seeing clearly the gain to be
realized by moving away from a
charge-based reimbursement struc-
ture, quickly adopted RBRVS. The
RBRVS system became the stan-
dard for physician reimbursement
in America, both commercial and
governmental.

Payments under RBRVS are simi-
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lar to the DRG system and its vari-
ants in that reimbursement occurs
as the result of a weight assigned
to care delivered multiplied by a
dollar conversion factor. In gen-
eral, the weighting assigned to a
particular service is comprised of a
physician's total work (50%); prac-
tice costs (45%); and malpractice
costs (5%). Total work is captured
by six characteristics: technical
skill; time; mental effort; physical
effort; stress and judgment. Prac-
tice costs are overhead expenses
including office rent, equipment,
supplies, and non-physician sala-
ries.

The RBRVS weighting version
is typically updated annually by
CMS for Medicare and Medicaid
use. Most commercial carriers
use the CMS updated versions di-
rectly, or with certain carrier spe-
cific modifications applied. The
commercial carriers tend to use
differing RBRVS versions, some
may use the current version, oth-
ers may use older iterations. Typi-
cally, the commercial carriers will
not use versions that are more than
2-3 years old, although exceptions
may occur. Note that reimburse-
ment can then vary widely, de-
pending on the conversion factor
and RBRVS version utilized. The
result can be extensive negotia-
tions between the commercial car-
riers and providers, both over the
conversion factor and the RBRVS
version.

In 1997, Congress initiated the



sustainable growth rate, or SGR,
for the Medicare program. The
SGR either increases or decreases
physician reimbursement annu-
ally based on a comparison of total
overall expenditures on physician
services to per capita gross domes-
tic product. In recent years the an-
nual calculation has consistently
called for decreases in payments
to physicians for services provided
to Medicare enrollees, with sub-
sequent political debate and ulti-
mately the elimination of planned
decreases in payments. On June
25, 2010 President Obama signed
legislation postponing the planned
21.3 percent cut in Medicare pay-
ments retroactive to June 1 and
through November 30, 2010. This
action also gave a 2.2 percent in-

crease in Part B reimbursement
for services delivered from June 1
through November 30.

Many believe that the current
RBRVS based system is flawed,
for a variety of reasons. The an-
nual Medicare updates under SGR
clearly do not keep pace with prac-
tice costs, and the annual drama
surrounding the Medicare/SGR/
Congressional process only height-
ens physician frustration. Momen-
tum is building behind adaptation
of reimbursement based on epi-
sodic care, or a medical home ap-
proach. Under this approach, reim-
bursement would reflect the value
of care provided beyond that deliv-
ered in an individual patient/phy-
sician encounter, instead spanning
the entirety of the spectrum of care
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delivered and providers participat-
ing in treating patients and keeping
them well. There are many pilot
projects existing at present related
to medical home, but at present the
traditional RBRVSS system remains
the standard.

In conclusion, physician reim-
bursement has been a complex
and controversial issue for many
decades. While the nature of phy-
sician reimbursement in the future
may be uncertain, it is certain that
the complexity and controversy
surrounding it will continue.

Dwight Johnson is the Executive
Director of Provider Contracting
at Coopersmith Health Law Group.
He can be reached at 206-343-1000
or dwight@coopersmithlaw.com.
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ernmental agencies; however,
plans may refuse to cover or
may impose cost-sharing for
out-of-network services.

* New plans must meet new in-
ternal and external review pro-
cess standards, including:

o both ERISA and non-
ERISA plans must comply
with ERISA claims proce-
dures;

o plans must comply with
new internal claims proce-
dures, including issuing de-
terminations on urgent care
claims within 24 hours and
ensuring the independence
and impartiality of decision
makers; and

o plans must comply with an
external review process that
meets certain minimum con-
sumer protection standards
modeled on standards of the
National Association of In-

surance Commissioners.

* New plans must pay the same
benefits for emergency care,
whether provided in-network
or out-of-network.

* New plans must allow the des-
ignation of any primary care
physician or pediatrician as the
primary care physician.

* New plans cannot require au-
thorization or referral for ob-
stetrics/gynecology services or
emergency care.

* New insured plans must meet
nondiscrimination require-
ments.

Plans will be carefully consider-
ing the costs and benefits of los-
ing grandfathered status in light of
these requirements.

Complying with health care reform
will be the main focus for group
health plans this year and for the
next several years. In addition to
implementing required plan design
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changes and sending out required
notices, plans and employers will
be carefully monitoring health
coverage costs.

Howard Bye is of counsel in the
Seattle office of Stoel Rives LLP.
He assists clients with employee
benefit matters relating to health,
cafeteria, and other welfare plans.
Mpr. Bye has both written and spo-
ken on health care reform, HIPAA,
Medicare Part D, wellness pro-
grams, ERISA, the Americans with
Disabilities Act, and other state
and federal law benefit topics. He
can be reached at (206) 386-7631
or hdbye@stoel.com.

Erin Lennon is an associate in the
Seattle office of Stoel Rives LLP.
Her practice includes all areas of
employee benefits law, including
qualified retirement plans, non-
qualified deferred compensation
plans, health and welfare plans,
and fringe benefit plans. She can
be reached at (206) 386-7554 or
ellennon@stoel.com.
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Coalinga Regional Medical Center

Serving the Community since 1938

Coalinga Regional Medical Center is nestled in the coastal mountain
range of California, just 70 miles from the Pacific Coast and 60 miles

west of Fresno, California.

Coalinga Regional Medical Center is the single most important com-
ponent of the health care delivery system in the City of Coalinga.
Established in 1938, the hospital provides the following essential

health care services to the community: .

* Acute Care

« D.O.T. Exams

*  Emergency Medicine

* Industrial Medicine

+  California Licensed Laboratory
*  Physical Therapy

* Radiographic and Fluoroscopy Studies

-MRI -CT Scans

- Mammography - Sonography
* Respiratory Therapy
»  Skilled Nursing Facility

We are currently seeking the following key
positions:

Biller/Collector

Clinical Lab Scientist

Dietician

Director of Nursing — Skilled Nursing
Facility

Information Technology Manager
Nurse Manager — ER and MedSurg
Nurse Practitioner — Rural Health Clinic
Physician’s Assistant — Rural Health
Clinic

Patient Financial Services Manager
Respiratory Care Practitioner

RN — Emergency Room

RN Supervisor — SNF

Speech Pathologist (per diem only)

For job postings and applications, please
visit:

www.coalingamedicalcenter.com
Email: jobs@coalingahospital.com
Phone: 559.935.6420

Fax: 559.935.6512

AMMOTH HOSPITAL

Southern Mono Healthcare District Q\\Sﬁi_g

Health Information

Management Manager
(Mammoth Lakes, CA)

The Health Information Management Manager is responsible
for the overall operation of the Health Information Manage-
ment Department, including long and short term planning and
development, staffing, scheduling, quality improvement and
day-to-day operations.

Qualifications:

Registered Health Information Administrator (RHIA) is pre-
ferred. Registered Health Information Technician (RHIT) re-
quired with appropriate level of experience. Certified Coding
Specialist preferred. A minimum of one year supervisory ex-
perience in an acute care general hospital is preferred. Three
years operational experience in an acute care general hospital
may be substituted for a portion of the credentials. A general
understanding of coding skills with experience in ICD-9CM
and working knowledge of the AHA Coding Clinic is essential.
Knowledge and experience in information privacy laws, access,
release of information, and release control technologies. Knowl-
edge in and the ability to apply the principles of HIM, project
management, and change management. Excellent computer
skills, both in personal computers (Microsoft programs) and
with regard to data entry and data quality management into the
overall hospital database. Knowledge of billing procedures and
requirements is highly desirable. Demonstrated organization,
facilitation, communication, and presentation skills.

To learn more and to apply, please visit our hospital’s website
at http://mammothhospital.com.

FRESNO
SURGICAL
HOSPITAL

Supervisor of Pre-Op and Pre-Admissions
(Fresno, CA)

Job Summary: This position is accountable for overall
direction, coordination and evaluation of the Pre-Op and
Pre-Admission Departments.

Duties and Responsibilities:

Plans and organizes activities in the Pre-Op and Pre-Ad-
missions Units to ensure patient needs are met in accor-
dance with instruction of surgeons, anesthesiologists and
hospital administrative procedures. Promotes through ed-
ucation and personal examples, and atmosphere of caring
for the “whole person” by meeting the needs of the pa-
tients, family member and visitors. Provide clinical support
and acts as a resource to nursing staff in order to provide
optimal patient care. Consults with Director of Peri-Oper-
ative Services on nursing problems and interpretation of
hospital policies to ensure patient needs are met.

Education and/or Experience:

Completion of an accredited nursing program. Bach-
elor’s degree in Nursing preferred. Two years previous
Pre-Op Unit, Intensive Care Unit (ICU) or Emergency
Room (ER) experience preferred.

License and/or Certification:

Current California nursing license. BLS Certificate.
ACLS Certificate.

To learn more, see other requirements and apply visit
www.fresnosurgicalhospital.com

St. Helena Hospital

w\dventist Health

Financial Analyst
(St. Helena, CA)

Situated in the beautiful Napa Valley of Northern California, St. Hel-
ena Hospital gives you the perfect opportunity to support top level
health care in an environment that matches the values you hold
dear. As part of the Northern Region Adventist Health Network, we
serve our communities with both spiritual support and state of the
art health care. We invite you to learn more about St. Helena Hos-
pital and our exciting opportunities.

FINANCIAL ANALYST
What you will do:

Maintains Expected Reimbursement System. Assists in preparing
and reporting the quarterly and annually OSHPD Reports. Assists
in preparation of audit work papers and accounting support as
needed. Accumulates and maintains statistical information for cost
reporting/budgeting/data analysis. Works on special projects and
analysis as directed/ad hoc reports and tacking tools. Distribution
of reports from the Decision Support Department. Reconciliation
and submission of Premier monthly financial templates. Mainte-
nance of employee compliance reporting. Annual financial report-
ing of Community Benefit.
What you will need:
Bachelor’s degree in Business with emphasis in accounting or fi-
nance. Extensive computer-related skills.
What we offer:
Excellent compensation. Medical benefits (PPO) that begin on
the first day of hire. Dental and vision benefits. Retirement plan.
Employee Assistance Program. Life Insurance Paid leave bank
(includes vacation, sick and holidays). Referral Bonuses. Fitness
Center and Walking Trails. Tuition Assistance. An excellent quality
of life and work balance.
How to apply:
St. Helena Hospital offers competitive salary and benefits that meet
your needs at every stage in your life. To learn more about this posi-
tion and to explore all of our opportunities, visit us online:
www.sthelenahospital.org/careers
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= Hill
Physicians

Your health. It's our mission.

Contracts Manager - Healthcare
(San Ramon, CA)

Come join a growing company that is making a difference in the
delivery and management of healthcare services. Hill Physicians
Medical Group (HPMG) offers access to one of the most exten-
sive medical networks in Northern California.

Manage the process for health plan and provider contracting,
supporting the Director of the Contracts and Network Develop-
ment Department. Key responsibilities include analyzing, negoti-
ating, implementing and monitoring HMO, physician group, hos-
pital and ancillary provider contract terms. Works as a key partner
to the Director in negotiating complex Health Plan agreements.
Fills in for the Director in his/her absence.

Requirements

Bachelor’s degree required; Masters preferred. Exceptional writ-
ten and verbal communication skills, including public speaking
and facilitation skills. Strong desktop application skills includ-
ing Word, Excel, and PowerPoint, database management skills
a plus. Minimum five (5) years’ experience in managed care,
with experience in capitated contract environments. Must have
working knowledge of provider & health plan contract operations.
Ability to identify and define work process issues and work collab-
oratively to find solutions. Strong demonstrated financial analysis
and auditing skills.

For additional information and to apply online, go to

www.HillPhysicians.com/careers
OR
Send resume to
PriMed
P.O. Box 1161
San Ramon, CA 94583
Fax: 925-327-6656

Willapa Harbor Hospital

Working together for a healthier community

Chief Nursing Officer
(South Bend, WA)

Willapa Harbor Hospital is a small Rural Critical
Access Hospital, licensed for 26 beds, with 10
beds currently set up for patients. The hospital
is located in South Bend, WA. The CNO will be
responsible for Med/Surg, ER, Surgery, Endos-
copy and PAR. The nursing team consists of
the Charge Nurse; LPN’s and Certified Nursing
Assistants. Our employees take pride in provid-
ing great patient care in this small Southwest
WA community. We are looking for the right in-
dividual who has excellent management & inter-
personal skills. The applicant must have current
Washington RN license with previous experience
as a CNO preferred or minimum of 5 years as
a nurse supervisor in acute care, preferably a
critical access facility. South Bend is a beautiful
rural location with easy access to beach comb-
ing, camping, hiking, fishing and hunting. We
offer a competitive salary and a comprehensive
benefits package. For a complete job description
and to apply please contact Krisy Funkhouser,
HR, kfunkhouser@willapa.net or mail resume
to: Willapa Harbor Hospital, PO Box 438 South
Bend, WA 98586. EOE

FRESNO
SURGICAL
HOSPITAL

Supervisor of PACU

(Fresno, CA)

Job Summary: This position is accountable for overall
direction, coordination and evaluation of the Post Anes-
thesia Care Unit Department.

Duties and Responsibilities:

Plans and organizes activities in the Perianesthesia
Care Unit to ensure patient needs are met in accor-
dance with instruction of surgeons, anesthesiologists
and hospital administrative procedures. Promotes
through education and personal examples, and atmo-
sphere of caring for the “whole person” by meeting the
needs of the patients, family member and visitors. Pro-
vide clinical support and acts as a resource to nursing
staff in order to provide optimal patient care.
Education and/or Experience:

Completion of an accredited nursing program. Bach-
elor’s degree in Nursing preferred. Two years previous
Perianesthesia Care Unit (PACU), Intensive Care Unit
(ICU) or Emergency Room (ER) experience preferred.
License and/or Certification:

Current California nursing license. BLS Certificate.
Advanced Cardiac Life Support (ACLS) certification.
Certified Perianesthesia Nurse Certification (CPAN)
preferred.

To learn more, see other requirements and apply visit
www.fresnosurgicalhospital.com




Prsrt Std
US Postage
Paid
Olympic Presort

Over 19,500 healthcare leaders receive Healthcare News
publications each month. As a healthcare organization, doesn’t
it make sense to target recruiting efforts to the people most
qualified to fill your jobs?

To learn about ways the California Healthcare News can help
recruit your new leaders contact Jennifer Sharp at jsharp@
wahcnews.com or 425-457-4316.
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