DOTH 2012 – TALKING POINTS 

Non-physician practitioner (NPP) Use in CR & PR 

1. Senate bill S.2057, introduced by Senators Schumer (D-NY) and Crapo (R-ID) and companion HR bill # ____ introduced by Mr. Lewis (D-GA) and ____ will correct a misguided interpretation of the cardiac and pulmonary rehabilitation Medicare provisions enacted by Congress in July, 2008 and effective January 1, 2010. 

2. This legislation is necessary because the Centers for Medicare and Medicaid Services (CMS) have developed restrictive, onerous regulations that are contrary to the Congressional intent of Section 144 of Public Law 110-275. Unlike all other hospital outpatient services where CMS permits non physician practitioners (NPPs) such as physician assistants and nurse practitioners to meet the CMS requirement for physician supervision, CMS will not permit such flexibility for cardiac and pulmonary rehabilitation services. 

3. Additionally, critical access hospitals (CAHs) enjoy great flexibility in providing services under NPPs. For example, the Emergency Department in a CAH may be staffed by NPPs as long as a physician is available via telephone. But CMS mandates that a CAH that provides cardiac or pulmonary rehabilitation services through its outpatient department MUST have a physician supervise the program. Patient safety is not the issue; rather, CMS has felt compelled to interpret the physician supervision language in the current statute in its strictest possible way. 

4. These two restrictions are clearly contrary to the intent of the existing legislation and this clarification will not cost the Medicare program any new expenditures. This is because regardless of which health care professional supervises a cardiac or pulmonary rehabilitation program, that supervision is an uncompensated, non-reimbursable service. Therefore, permitting NPPs to supervise these programs has no effect whatsoever on Medicare outlays. 

4. In fact, a CMS proposed rule modifying the Hospital Conditions of Participation posted in October, 2011 recommended loosening physician supervision requirements to allow broad based use of NPPs, SAVING $300 million.

5. You might want to make the point that NPPs supervising cardiac and pulmonary rehabilitation expand on patient centered care through a enhanced knowledge base and clinical application to patient education of co morbidities prevalent in cardiovascular disease. NPPS often have additional certification and expertise in diabetes, lipid management and tobacco cessation which can add to patient adherence to their prescribed therapies.

6. In conclusion, this is a non-partisan, non-controversial, NO-COST technical correction that will solve the issue by clearly signaling to CMS the actual Congressional intent of the cardiac and pulmonary rehabilitation Medicare legislation. AACVPR is asking that this bill be included as part of an appropriate legislative vehicle that arises later this year.

Medicare Advantage exorbitant co-payments for CR/PR services are a barrier to utilization 

PLEASE NOTE: Congress is aware of high Medicare managed care co-payments for all hospital services in general. This is a talking point for AACVPR congressional appointments if you have brought documentation of contractor name(s) and co-payment amounts for CR/PR services, as another example of the widespread problem.

1. Medicare beneficiaries selecting a Medicare Advantage managed plan are often unaware of what questions to ask and how high co-payments for certain services will be. 

2. CR/PR is an example of co-payment amounts nearly the same as what Medicare fee-for-service even reimburses for these services ($25-$50 co-payment for service that reimburses $$60). 

3. Although a 36-session course is covered by the Medicare managed care plans, excessive co-payments are a deterrent to utilization. 

4. In conclusion, outpatient care for Medicare patients with chronic diseases is valuable and shouldn't be discouraged by large copayments. 

