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Physician Profiling: What You Don’t Know Can Hurt You
Written by AMA Private Sector Advocacy staff

Big news related to physician profiling came out of New York last year, when Attorney General Cuomo announced his landmark settlements with insurers operating in his state. Resulting from these settlements, the insurers are now required to submit the rating criteria they use to place physicians in tiered networks, in which members pay lower co-pays or otherwise receive discounts for seeing favored physicians. In addition, these insurers must abide by a set of standards for their physician profiling programs and hire an independent Ratings Examiner to report to the Attorney General every six months or incur penalties.
Shortly after the insurers signed agreements with Mr. Cuomo, members of the Consumer-Purchaser Disclosure Project adopted The
Patient Charter for Physician Performance Measurement, Reporting and Tiering Programs. Under this voluntary agreement, health
insurers will follow a set of standards, hire an independent entity to audit their programs to ensure they use valid measures to rate physicians, and work toward pooling their data.
Although neither the New York settlements nor the Patient Charter is a panacea for the problems associated with physician profiling,
they represent important steps forward. However, the AMA contends that all physician-profiling programs must follow standards that
require the use of valid methodologies, promote transparency at all levels, and assure accurate results. In order to encourage legislation
on physician profiling programs, the AMA developed a model bill, which mandates profiling programs adhere to a set of standards,
use valid quality standards, properly adjust for risk, use sufficient sample sizes, and correctly attribute episodes of care. Additionally,
insurers must fully disclose the methodology used to profile physicians and disclose the limitations of the methodology, profile physicians at the group level, establish a reconsideration or appeal process, and hire an independent third party to oversee the program.
Recently, Colorado Gov. Bill Ritter signed legislation aimed at regulating the physician rating systems used by many of the state’s
health insurers. The Colorado law requires health insurers to make their processes for profiling, rating or characterizing physicians
more transparent, and ensure greater accuracy in the results. The law also provides for an appeal mechanism so physicians can
challenge the validity of their rankings prior to their release or use by health insurers.
Regulations like those adopted in New York and now Colorado, and documents such as the Patient Charter are essential to help ensure
that the physician performance information that health insurers provide patients is both reliable and meaningful. They establish
processes that temper some of the inherent risks that can result from physician profiling.
While the AMA neither supports nor opposes physician profiling per se, when it is done, patients and physicians have the right to
understand how the profiles are developed as well as an expectation that the results accurately reflect the realities of the physician
practice. Some health insurers have unfairly evaluated physicians’ individual work. Not only can incorrect and misleading information
tarnish a physician’s reputation, it is unfair to patients who may consider it when choosing a physician. Erroneous information can
erode patient confidence, trust in physicians, and disrupt patients’ longstanding relationships with doctors who know them and have
cared for them for years.
In an effort to assist physicians engaged in programs that use physician data, the AMA Private Sector Advocacy (PSA) unit created an
entire series of informational pieces designed to help physician practices understand and effectively deal with such programs:
 Physician Pay for Performance Initiatives is a white paper detailing all facets of the pay for performance movement.
 How physician incentives are used to impact medical practice describes the various incentive models in use and provides
examples of these models in practice.
 Tiered and narrow physician networks explains how these networks are constructed and gives numerous examples of
programs in place.
 Pay for performance: A physician’s guide to evaluating incentive plans provides physicians with a roadmap to evaluating pay
for performance programs.
 Optimizing outcomes and pay for performance: Can patient registries help? describes how patient registries may be used to
enhance pay for performance opportunities.
 Economic profiling of physicians: What is it? How is it done? What are the issues? is another white paper that explains how
cost of care measurement is performed and what its abilities and limitations are in providing accurate results.
 How to Challenge Your "Profile" or Placement in a Tiered or Narrow Network is a one-page document that gives physicians
a systematic process to follow for challenging their profile ratings.
 Physician Profiling: How to prepare your practice provides physician practices with steps to take to be well prepared for
profiling programs.
 TO OUR PATIENTS is a poster designed for physicians’ offices to educate their patients on the problems with physician
rating systems.
 A Comparison of 4 Physician Profiling Programs is a chart comparing key components of The AMA model bill, the Colorado
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A LETTER FROM THE EDITOR

What Now …..?
By
Joseph M Soler, MD

“Here we go again, where it is going to end up is anybody’s guess. Perhaps you will win or
perhaps not.” So said the pitchman at the County Fair, as the wheel of his game of chance
went round and round. We all have a sense of déjà vu as we go round and round in the latest
variation of the healthcare roulette.
It is a laudable goal to have a healthcare system that will provide care for all in this marvelous country. How we get there is
the difficult part of the journey as the unemployment rate in Manatee County reaches 11.8% and national employment
numbers are not expected to recover until 2011.
My greatest concern is that all of the proposed health plans do not include Personal Responsibility as part of the solution.
The conditions with the highest cost are Congestive Heart Failure, Diabetes Mellitus, Coronary Artery Disease, and Hypertension. These are the Four Horses of the medical apocalypse because of their immense cost. All of these conditions are to a
very large measure preventable.
The new Fifth Horse is the current epidemic of Obesity, which occurs in all age brackets; it not limited to middle agers and
above, and is also preventable. This will result in a large number of premature diabetes, premature hip and knee replacements, PTCAs and CABGs, implanted pacemakers and defibrillators at an unprecedented early age. This is superimposed on
our national narcissistic obsession with illicit drugs and violence.
The bottom line is that there is no economic system in the entire world that will have sufficient funds to pay for these excesses
of our own creation. So what does the future hold?
If you go back to when Medicare was created, the costs very rapidly outstripped the revenues and cost containment had to be
implemented. The path led to incremental increase in denials, and demand for massive amounts of documentation to support
the pre-approval process. This in turn led to increase costs for individual practices that had to hire one or two persons just to
deal with pre-approvals, denials, etc.
Massachusetts in 2006 enacted a comprehensive insurance program for all without addressing the cost side of the equation.
As the July 27, 2009 issue of Business Week reports “Three years later the rate of uninsured residents has dropped from 8%
to 2.6%, the lowest of all 50 states. But the cost of coverage is wreaking havoc on the state’s finances. The state will spend
$595 million more on health insurance this year than it did three years ago, a 42% increase. State legislators deliberately did
not include cost-cutting measures when they pushed through universal coverage in 2006, recognizing it would be politically
risky to try to pass both at once.”
In 2008. Massachusetts created a payment reform commission, that included representatives from physicians, hospitals and
insurers. Their report is due to be released later this year. As per Business Week magazine “a draft proposal calls for a fiveyear phase in of “global payments,” with the amount per person set by age, gender and health status.” The federal plan will
emulate Massachusetts’ plan. Keep your eyes on Massachusetts.
I personally believe that if Personal Responsibility is not built-in into whatever plan is crafted, it will eventually dismally fail.
A national health plan should cover all individuals, but the amount that the plan reimburses the patient should be dependent
on their level of personal investment in their own health.

Con’t page 5
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Editor’s Letter Con’t. from pg. 4
Manatee Your Choice insurance program, which is the self funded insurance program of Manatee County for Manatee
County employees, is modeled on the Personal Responsibility concept. A smoker has a greater out of pocket expense than a
non-smoker. Same principle applies for a Diabetic that neglects his physical exams, HbA1C levels and eye exams. This
model has decreased costs, it is greatly preferred both by the patients and physicians, and has greatly decreased the hassle
factor and practice cost for physicians because its approval process is largely unobtrusive. (I have to put a disclaimer here
that I am the Medical Director of the plan.)
What can an individual physician do in this time of change? Keep yourself informed, minimize expenses both business
and personal, increase your savings as I believe that we will have a flat season this year due to the recession, become a coding expert and streamline your documentation to prevent RAC audits. Maintain your membership in the Manatee County
Medical Society, FMA, and your national organizations. This is not the time to burn out, tune out and drop out. If you are
not on the playing field, then you will not decide the outcome of the game, and the opposing team will not ask your opinion
if you are not there. It is money very well spent at this time. It is too early to tell which way to eventually steer.
Remember when Medicare was implemented, and it was viewed as a very radical concept in those days, that the practice
changes did not immediately impact. In other words, you will have some discretionary time to adapt and evolve. As the
old Latin proverb states – Rome was not built in one day.
************
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Thank You from We Care Manatee
We Care Manatee, Inc. is celebrating 10 years of serving Manatee County’s low income uninsured with free primary and specialty medical care. Without the generosity and dedication of these physicians, We Care could not
help those in need. It is with great joy and appreciation that we acknowledge the following physicians on their
10 and 5 year anniversary of service to our community.
10 Years of Caring
Michael Gurucharri, MD
Richard Hector, MD
Brian Hoban, MD
Axay Kalathia, MD
Peter Mattina, MD
Thomas Morrish, MD
Agnes Nall, MD

5 Years of Caring
Kevin Boyer, MD
Marc Kallins, MD

We also want to welcome the following physicians and organizations who have joined the We Care Manatee
team in 2009.
Julia Carter, MD
Dennis Corona, DDS
Rosana Escudeiro-Kiessling, RN
Eric Folkens, MD
Holly Forssell, PTA

Amedisys Home Health & Laura Anthony

Jacqueline Hill, PT
Tracy Pritchard, PT
Auyn Tan, PT
Cheung Teav, PT

Bowes Imaging & Nathan Bowes

Success Story of a We Care Patient
Letter Received March 2009
My name is Randall and I am sending you this with gratitude and thankfulness to the We Care program. I’m an
ex-offender, who, when I was released from the Department of Corrections, had a lot of medical issues and I didn’t
know which way to turn to get the help I needed. I went to many different organizations which all turned out to be
dead ends. I was so desperate for help, I felt bad asking for Free Help from anyone, and I just didn’t know what to
do. I started looking through the phone book and came across We Care Manatee and decided to give it one more
try. I talked to the Executive Director and she made me feel so comfortable on the phone that when she gave me
an appointment to come in I finally felt hope. I went to see them and they got me an appointment to see the doctor
within a few days, I couldn’t believe it. I was still wondering what to expect when I saw the Doctor, I was utterly
shocked with the care and concern he had for me, words still cannot describe it. They have helped me with everything from tests to prescriptions and ultimately the surgery that has me back on my feet. I didn’t feel embarrassed
in the least bit because of my situation. The people are without question wonderful and caring; the organization is
without question a miracle and God sent. Thank you for everything you have done.
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A Letter from the Executive Director
Dear Physicians,
Over the past six months, I have implemented a few changes to the We Care Manatee
program that I hope has improved your experience.
1. Began enforcing that medical records and primary physician notes be sent with the referrals so
that you may have a better idea of the patients overall history and health. I believe this gives you
the opportunity to better assess the patient’s case before you agree to see him/her. Therefore an
appointment is not wasted if you find you cannot help.
2. Allow you to dictate the terms of your contract. For the most part, all we need is 1 new patient
appointment per month and we would be able to serve our clients adequately.
3. Opening the lines of communication with your offices and encouraging you to contact me if you
have a question or are having a problem with the program, a client, etc.
4. And most importantly, I’ve established a better working relationship with the referring agencies.
With a special emphasis on making sure patients are not being unloaded on you and your generosity.
I want to be an advocate for you and your practice. I recognize that without you, We Care Manatee could not
exist and I value your commitment to help where you can and encourage you to keep going. We Care Manatee is one way to make a difference in one person’s life one appointment at a time.
Thank you for your commitment to the We Care program. Please feel free to contact me at any time.
Sincerely,
Jill Stalpes, Executive Director
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“Recent Challenges to Caps on Non-Economic Damages”

By Robert E. White, Jr.
President, First Professionals Insurance Company
The Florida legislature enacted a law in September 2003 to place caps on non-economic damages in
medical malpractice cases. For Florida physicians, the success of the passage of this tort reform measure
has had positive benefits in the form of lower medical malpractice insurance rates and a reduction in the
number and severity of claims.
Non-Economic Caps
Caps on non-economic damages in all Florida court cases involving injury or death due to medical
negligence is $500,000 - regardless of the number of defendants – in suits against health care practitioner
defendants (physicians and surgeons) and $750,000 per claimant in suits again non-practitioner defendants
(hospitals and other non-physicians).
The court can decide to exceed these caps in certain circumstances. In cases of catastrophic injury
or negligence which results in a permanent vegetative state or death, a patient may recover up to $1 million
and $1.5 million, respectively.
For any type of injury resulting from emergency care, the law caps non-economic damages at
$100,000 per claimant, but not to exceed $300,000 for all claimants, in suits against practitioner defendants
and $750,000 per claimant, but not to exceed $1.5 million for all claimants, in suits against non-practitioner
defendants.
Benefits of Tort Reform to Florida Physicians and Their Patients
The award limits established by the 2003 tort reform law are advantageous to the quality of health
care in this state, because they help control the severity of claims filed against doctors. The caps were set to
help ensure accessible, quality health care in Florida for all patients.
Tort reform helps protect qualified doctors from exorbitant judgments that may drive them out of the
state, and even out of practice. Specialists are more likely to accept complex cases when the threat of a significant verdict is minimized. Losing good doctors benefits no one.
Current Court Challenges
Caps on non-economic damages are facing opposition in the Florida court system. Recent cases,
including the two mentioned below, have challenged the constitutionality of the tort reform that was enacted
in 2003. Based on cases that are pending in the appellate courts, there is a strong likelihood that a decision
of the appellate court (for either a plaintiff or defendant) regarding the constitutionality of non-economic damage caps will eventually be appealed to the Florida Supreme Court for their review by the loser.
In Nadine Raphael vs. James Shecter & Emergency Physician, etc., the jury returned an award for the plaintiff on August 30, 2007 in the amount of $783,119 in economic damages and $9,500,000 in non-economic
damages. The total award was $10,283,119. The lawyer for the physician defendant petitioned the trial
judge to apply the non-economic damage cap to the verdict. The plaintiff’s lawyer argued to the trial judge
that the cap was unconstitutional and urged the judge to not to apply the cap.
8

Continued pg. 8—Recent Challenges
On September 14, 2007, the judge ruled that the $150,000 non-economic damage cap governing
emergency room cases was constitutional. The judge entered an order reducing the $10,283,199 award to a
total of $845,119, which included some adjustment to the economic losses that had nothing to do with the application of the non-economic damage cap.
The plaintiff filed an appeal of the ruling regarding the cap on February 4, 2008 to the Fourth District
Court of Appeal. The case has been briefed by the parties and is set for oral argument on July 7, 2009. The
Fourth District could rule on the constitutionality of the emergency room as early as late summer or in the fall
of 2009. Regardless of what happens in the Fourth District, the losing side will appeal the ruling to the Florida
Supreme Court.
A ruling from the Florida Supreme Court may take as long as 18 to 24 months after the Fourth District
ruling. The end result is that it could be 2011 (or eight years after the cap was passed) before a definitive ruling on the issue.
Another case currently working its way through the Florida courts is Daniel Weingrade, M.D., vs. Kimberly Ann Miles and Jody Haynes. The result of this case was a $1 million judgment against the defendant
after the $500,000 cap was applied.
On April 7, 2008 a Miami-Dade County jury returned a verdict for the plaintiff in Miles v. Weingrad for
$16,104 in economic loss and $1,500,000 in non-economic loss for a total verdict of $1,516,104. The trial
judge reduced the non-economic portion of the loss from $1,500,000 to $500,000 making the total judgment
entered against the doctor $516,104. This case was appealed and is in the briefing stages in the Third District Court of Appeal. It will be set for oral argument some time later this year.
Florida Medical Malpractice Trends
Florida is one of the most litigious states in the country. Knowledge of the medical malpractice industry
is critical for physicians in the state. Florida was ranked 42nd in the U.S. Chamber’s Institute for Legal Reforms 2008 State Liability Systems Ranking Study and 50th in Pacific Research Institute’s 2008 U.S. Tort Liability Index. South Florida was ranked the #1 Judicial Hellhole by the American Tort Reform Foundation. These rankings were awarded during a nearly five-year span of relative malpractice calm which recently
came to an abrupt halt in Florida. Since November of 2007, juries in four separate trials returned plaintiffs verdicts of over $30 million each. This is the highest concentration of such large verdicts to ever occur in Florida.
Unfortunately, large verdicts like these tend to attract more lawsuits.
With the increase of these substantial plaintiff awards, it is essential that the tort reform package that
passed in 2003 survives the expected constitutional challenge. As the largest and longest-serving medical
malpractice insurer in Florida, First Professionals Insurance Company is committed to its partnership with
Florida physicians. We will continue to support physician organizations in their efforts to protect the progress
made almost six years ago with the passage of caps on non-economic damages.
Summary
The award limits established by the 2003 tort reform law are advantageous to the quality of health
care in this state, because they help control the severity of claims filed against doctors. The limits apply only
to non-economic or punitive damages, not compensatory damages. It is essential that the caps on noneconomic damages survive current and future constitutional challenges to provide maximum protection for
both patients and physicians.
The information contained herein does not establish a standard of care, nor is it a substitute for legal advice. The information and suggestions contained here are generalized and may not apply to all practice situations. First Professionals recommends you obtain legal
advice from a qualified attorney for a more specific application to your practice. This information should be used as a reference guide
only.
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“Transitions” – summer 2009
All organisms resist change and yet change is the one constant for us all.
Professional Benefits, Inc, 800/741-5170 (957-1310) specializes in “benefits and planning”. PBI has entered in
to a strategic alliance for our professional liability business with Oros Risk Solutions (866/596-3859). We believe
our physician clients will be even better served with the involvement of Oros as they are recognized statewide as
the premier professional liability experts. Our long time associate, Liza Battaglia, has “semi-retired” to work on her own projects
and spend more time with family. We searched the state for a replacement or relationship, which would bring the same level of
client dedication and loyalty. It became apparent to us that Oros (Jonathan Katz is president) has demonstrated a professionalism and dedication to clients, which met our test. Oros is a specialist in professional liability. They bring additional carriers to our
market, in addition to FPIC, which will be healthy in the long run. Their service commitment is a model for our industry. Existing
clients who have experienced their work have been pleased with the thoroughness and promptness they bring. We are confident
that this relationship is a positive for our clients. The other half of the strategic alliance is that Professional Benefits will serve as
benefits consultants for Oros clients in group and individual insurance products, e.g. life, health, and disability. PBI will continue
to represent the OptaComp worker compensation dividend program to Medical Society members.
We are also pleased to announce that Taylor Tollerton, RHU has become a shareholder in our firm. One is always anxious about
bringing a family member in to a successful business (she’s my favorite middle-child), fearing disruption of long-time client relationships, but, happily, Taylor has proved over the past three years that she is bright, energetic and sensitive to client needs and
concerns. Thanks to our clients who have welcomed Taylor to their work. The future of Professional Benefits is bright.
In addition to already earning her Registered Health Underwriter designation, which demonstrates competence in health, disability and long term care insurance, Taylor is one course away from earning her Chartered Life Underwriter designation. She will be
the youngest to earn that designation. Less than 5% of all insurance agents earn their CLU designation through a series of 10
college-level courses in tax, insurance, estate and financial planning. Taylor has enthusiastically begun to lead our voluntary and
benefits enrollment practice, as well as worker compensation dividend program. She has the fun of delivering dividend checks
back to Medical Society members who participate in the worker comp program.
A reminder: as one contemplates their own “transitions” (the calendar doesn’t lie) please keep Professional Benefits in mind to
assist with practice changes, which call for changes in funding of obligations. This year is our 39th in the insurance and benefits
business and we have seen numerous transitions in practices and lives. Please let us know how we can help you.
Jim Tollerton, CLU ChFC/Taylor Tollerton, RHU

Professional Benefits, Inc.

www.benefitsandplanning.com

957-1310 (800/741-5170)

2009 MEMBERSHIP MEETINGS
6:00-6:30 pm Cocktails 6:30 PM Meeting Begins
*MEETINGS WILL NOW BEGIN AT 6:30
Tues, Aug 25, 2009
Mattison’s Riverside Grill
Speaker: Dr. Phil Tally, FMA HIT Committee Chair
“Health Information Technology/Exchange”—it’s here
Sponsor: M & I Bank
Sat, Nov 14th, 2009 (Holiday Ball)
Save the Date…..IMG/El Conquistador Country Club
*Night at the Oscars”
Tues, Nov. 17, 2009
Mattison’s Riverside Grill
Speaker: Deborah H. Tracy, MD
“Florida Physicians & The Business of Medicine”
Sponsor: Gevity

We look forward to seeing you!

A New MEMBER BENEFIT
Presenting Ice Cream Socials for your
Office or Home
Discounts offered to Manatee County
Medical Society Members
Contact: Jothi for more information
10
941-465-7865

2009 HOLIDAY BALL
SATURDAY, NOVEMBER 14th

“NIGHT AT THE OSCARS”
IMG/EL CONQUISTADOR COUNTRY CLUB
Cocktails at 6:00 pm
pm—
—Dinner ,Music & Dancing
Music by “soulRcoaster”

*come dressed as your favorite movie star!
Look for your Invitation in October!
Tickets $125 pp
Contact: Liz Gatlin for details or to be a sponsor
941-755-3411
Come dressed as your favorite Movie Star
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AMERICAN RECOVERY AND REINVESTMENT ACT
On February 17, 2009, President Barack Obama signed into law the American Recovery and Reinvestment
Act (ARRA). Title XIII (and title IV of division B) of ARRA are called the Health Information Technology for
Economic and Clinical Health (HITECH) Act. The Act focuses on the development of a nationwide health information technology (HIT) infrastructure that supports electronic health records (EHRs) and health information exchange, as well as revised HIPAA privacy and security provisions.
MEDICARE AND MEDICAID INCENTIVE OVERVIEW
Division B, Title IV of the HITECH Act, contains the Medicare and Medicaid Health Information Technology
financial incentives, to be distributed to eligible professionals and hospitals for adoption and meaningful use
of certified EHR technology. This Issue Brief outlines the Medicare and Medicaid payment incentives for eligible professionals however it is subject to federal guidelines.
What are certified electronic health records?
Certified EHR technology means an EHR that is certified to meet standards pursuant to the HITECH Act. To
be qualified as a certified EHR technology, the certified technology must include patient demographic and
clinical health information, such as medical history and problem lists, and have the capacity to provide clinical decision support to support physician order entry, to capture and query information relevant to healthcare quality, and to exchange electronic health information with, and integrate such information from other
sources.
Who is a meaningful user?
A meaningful user is an eligible professional that can, based on Department of Health and Human Services
(HHS) requirements, do the following:
Demonstrate to the satisfaction of HHS that they are using certified EHR technology in a meaningful
manner, including the use of electronic prescribing;
Demonstrate to the satisfaction of HHS that their technology is connected in a manner that provides
for the electronic exchange of health information; and
Use the technology to report on clinical quality measures and other measures selected by HHS.
Demonstrate of meaningful use
HHS will specify how a eligible professional can demonstrate that they are a meaningful user. Options may
include an attestation, the submission of claims with specific coding indicating that the patient encounter
was documented using an EHR, a survey response, or through a reporting mechanism. HHS will also post on
the Centers for Medicare and Medicaid Services website a list of the names, addresses and phone numbers
of those eligible professionals that are meaningful EHR users.
Coordination of payments
Providers who qualify for both Medicaid and Medicare incentive payments will not receive duplication in incentive payments. They must elect to receive either Medicare or Medicaid incentive payments. They may
not receive both.
Medicare vs. Medicaid incentives for adoption
Medicare incentive payments only reimburse eligible professionals that have EHR systems already in place,
in contrast, Medicaid will reimburse eligible professionals (including non-physician providers) for a portion of
their costs attributable to adoption and use of certified EHR technology.
There are currently no penalties for providers who fail to adopt an EHR system except for those penalties
associated with Medicare payments. No reductions in Medicaid payments are to be made if a provider does
12
not adopt certified EHR technology.
Con’t. pg. 13
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Medicare E
E--prescribing limitations
It is currently understood that the Medicare E-prescribing incentive will be phased out after 2009, with
the adoption of the Medicare EHR incentives.
Penalties for failing to adopt EHRs
There are currently no penalties for providers who fail to adopt an EHR system except for those penalties
associated with Medicare payments. No reductions in Medicaid payments are to be made if a provider
does not adopt certified EHR technology.

MEDICARE INCENTIVE FOR ELIGIBLE PROFESSIONALS
The HITECH Act offers incentive payments to physicians equal to 75% of the Medicare Part B allowed
charges per physician. Payments will be based on claims, submitted not later than 2 months after the
end of the payment year, of the allowed charges for covered professional services furnished during the
year. The HITECH also contains incentives and disincentives for physicians who provide the vast majority
of their professional services through Medicare Advantage plans.
Who qualifies for Medicare incentive payments?
Physicians who receive Medicare reimbursement payments are eligible for this incentive program. The
law excludes from the definition of eligible professionals physicians that are hospital based such as anesthesiologists, pathologists, and emergency room physicians. HHS will determine who is a hospital based
physician based on whether a physician furnishes substantially all of his/her services in the hospital setting using hospital facilities and equipment. These determinations will not be based on employment or
billing agreements.
How much are the incentive payments?
Incentive payments become available in 2011 and end entirely by 2016. Physicians demonstrating meaningful use by 2011 or 2012 may collect a maximum of $44,000 over a 5 year period. No incentives are
available to those who do not begin payments by 2014. For physicians practicing in designated health
professional shortage areas (HPSA’s), the incentive payment is increased by 10% per year for a total
maximum incentive payment of $48,400.
MAXIMUM INCENTIVE PAYMENT PER PHYSICIAN - MEANINGFUL EHR USE
PAYMENT
YEAR

FIRST PAYMENT
YEAR 2011

FIRST PAYMENT
YEAR 2012

FIRST PAYMENT
YEAR 2013

FIRST PAYMENT
YEAR 2014

-

-

2011

$18,000

-

2012

$12,000

$18,000

-

-

2013

$8,000

$12,000

$15,000

-

2014

$4,000

$8,000

$12,000

$12,000

2015

$2,000

$4,000

$8,000

$8,000

2016

$0

$2,000

$4,000

$4,000

$44,000

$44,000

$39,000

$24,000

TOTAL

Incentive payments may start as early as 2011. This means that for physicians to qualify for the maximum amount of incentive payments, adoption and full operation of an EHR system must be in place by
October 2010.
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When do penalties begin?
Medicare will penalize physicians who do not become meaningful EHR users by 2015. For such physicians, payments for their professional services will be reduced by 1% in 2015, by 2% in 2016 and by 3%
in 2017 and each subsequent year.
PENALTIES PER PHYSICIAN - NO MEANINGFUL EHR USE
REPORTING YEAR
PERCENTAGE PENALTY

2011

2012

2013

2014

2015

2016

2017

2018

0%

0%

0%

0%

-1%

-2%

-3%

-3%

HHS has the authority to exempt physicians from the payment reductions if they are able to demonstrate
that compliance with the meaningful EHR user requirements would result in a significant hardship.

MEDICAID INCENTIVES FOR PROVIDER HEALTH IT ADOPTION AND OPERATION
Medicare incentive payments only reimburse physicians that have EHR systems already in place. In contrast, Medicaid incentive payments are given to eligible professionals (including non-physician providers)
who are acquiring EHR systems or updating existing systems. In order to receive Medicaid EHR reimbursement, an eligible professional must waive any rights to Medicare EHR Incentive payments available
to professionals under the HITECH Act, including incentives available to providers associated with Medicare Advantage plans.
The HITECH Act calls for states to reimburse eligible Medicaid providers for a portion of their costs attributable to adoption and use of certified EHR technology. In order for a state to receive funds, for making
Medicaid EHR payments and for certified EHR technology payments to be considered reimbursable to a
provider, the following requirements must be met:
 The state must make certified EHR technology payments directly to providers without rebates or
deductions.

 An eligible professional must pay the non-reimbursed 15% of “net average allowable costs.” for EHR
technology.

 During the first payment year (for providers who have not already adopted EHR technology), the pro-

vider must demonstrate that it is engaged in efforts to adopt, implement, or upgrade certified EHR technology.

 For subsequent payment years, and for any provider who adopted certified EHR technology prior to its

first payment year, the provider must demonstrate “meaningful use” of certified EHR technology, according to a standard which is likely to be the same as or similar to the Medicare “meaningful use” standard.

 The EHR technology being used must be compatible with the state and federal administrative management systems.

Who qualifies for Medicaid incentive payments?
Medicaid incentive payments apply to a broader group of professionals as compared to the Medicare incentives. Eligible professionals include: physicians, dentists, certified nurse mid-wife, nurse practitioner,
and physician assistants employed by a rural health clinic (RHC) or federally qualified health center
(FQHC) that is led by a physician assistant. In order to qualify, these eligible professionals must meet
one of the following eligibility requirements: Non-hospital based eligible professionals who attribute at
least 30% of their patient volume to Medicaid patients; Pediatricians who are not hospital based and who
attribute at least 20% of their patient volume to Medicaid patients; and Eligible professionals who practice predominantly in a FQHC or rural health clinic and who attribute at least 30% of their patient volume
to “needy individuals.”
Con’t Pg. 15
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Issue Briefs on ARRA Stimulus Funding—Cont.
Needy individuals include individuals who: 1) receive assistance under Medicaid; 2) receive assistance under the State Children’s
Health Insurance Program (SCHIP); 3) receive uncompensated care from the provider; or 4) receive reduced charges by the provider on a sliding scale basis based on the patient’s ability to pay.

How much are the incentive payments?
Medicaid incentive payments may be up to $63,750 per eligible professional. HHS will determine the “average allowable costs”
which consist of the average first year costs associated with the purchase or upgrade of EHR technology and in subsequent years
costs associated with the maintenance, operation and use of the EHR technology. Any payments received by the provider from
other sources (i.e. state or federal grants) are then subtracted from the average allowable cost, creating the “net average allowable
costs.”
A provider may collect up to 85% of the “net average allowable costs.” The net average allowable costs cannot exceed $25,000 in
the first year (85% x $25,000 = $21,250), or $10,000 in the subsequent years (85% x $10,000 = $8,500). Incentive payments
for the first year, which is intended to cover the purchase or upgrade of the EHR system, cannot be distributed after 2016. All payments end after 2021. Pediatricians may only collect 2/3rds ($42,075) of the dollar amounts of other qualifying eligible professionals, unless their practice exceeds over 30% of Medicaid patient volume.

INCENTIVE PAYMENTS PER ELIGIBLE PROFESSIONAL - ADOPTION AND MEANINGFUL EHR
USE
PAYMENT
YEAR

ADOPT
2011

ADOPT
2012

ADOPT
2014
-

ADOPT
2015
-

ADOPT
2016
-

-

-

-

-

-

-

-

-

-

2011

$21,250

2012

$8,500

$21,250

2013

$8,500

$8,500

$21,250

2014

$8,500

$8,500

$8,500

$21,250

2015

$8,500

$8,500

$8,500

$8,500

$21,250

2016

$8,500

$8,500

$8,500

$8,500

$8,500

$21,250

2017

$0

$8,500

$8,500

$8,500

$8,500

$8,500

2018

$0

$0

$8,500

$8,500

$8,500

$8,500

2019

$0

$0

$0

$8,500

$8,500

$8,500

2020

$0

$0

$0

$0

$8,500

$8,500

2021

$0

$0

$0

$0

$0

$8,500

$63,750

$63,750

$63,750

$63,750

$63,750

$63,750

TOTAL

-

ADOPT
2013
-

-

NEXT STEPS
Both HHS and the State of Florida will be providing further clarification regarding the distribution and any
further requirements related to these incentive payments. Until then, providers can focus on establishing
and documenting their eligibility for certified EHR technology payments. This includes such steps as 1)
determining and documenting Medicare and Medicaid patient volumes, 2) performing a preliminary calculation to determine whether it would be more beneficial to receive Medicare or Medicaid EHR incentives,
3) confirming that your existing or proposed EHR technology meets all applicable standards, 4) confirming compatibility of the EHR system with state and federal administrative management systems, 5) providers not currently using EHR technology can begin an EHR product review process, and 6) all providers
can engage, learn about the administrative business efficiencies of, and how to connect to their local
health information exchange.
Please feel free to contact www.BigBendHealth.com if you require assistance with these efforts.

AUG 25TH MEMBERSHIP MEETING—LEARN ABOUT THE
HIT—HEALTH INFORMATION TECHNOLOGY
& HIE—HEALTH INFORMATION EXCHANGE!
SEE YOU THERE—6:00 pm—Mattison’s Riverside Grill
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THE ESSENCE OF CHANGE
Learn to embrace change, and you’ll begin to
recognized that life is in constant motion and
every change happens for a reason. When you
see boundaries as opportunities, the world
becomes a limitless place, and your life becomes a journey of change that always
finds its way.

WELCOME NEW MEMBERS
Monica K. Bedi, MD
(Courtesy member)
Dermatology Associates
Specialty: Dermatology
941-927-5178
James R. Chatham, MD
Manatee Diagnostic Center
Specialty: Radiology
941-747-3034
James P. Floyd, DO
Bradenton Geriatrics
Specialty: Internal Medicine
941-750-0077

Nirmala Jacob, MD
Pinnacle Medical Group
Specialty: Internal Medicine
941-752-2025
Jason S. Okuhara, DO
LWR Cardiovascular Consult.
Specialty: Cardiology
941-907-1113
Alexandra S. Owens, MD
Tidewell Hospice
Specialty: Family Medicine
941-552-7508

Diane G. Portman, MD
Tidewell Hospice
Specialty: Pain Management
941-552-7508
James A. Valenti, DO
Tidewell Hospice
Specialty: Pain Management
941-552-7508
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Board of Medicine 2009 Legislative Session Highlights
Below is a summary of bills signed by the Governor following the 2009 Legislative Session that may affect
your Florida license. Be sure to go to http://www.leg.state.fl.us/statutes/index.cfm and read more details
concerning these new laws.
SB 462 - This bill requires the Department of Health, when funds are available, to develop a comprehensive electronic database system for the purpose of controlled substance prescription drug monitoring. This
bill also requires registration of certain clinics that perform pain management. The Board plans to conduct
rule workshops in the near future. Be sure to go to the Board of Medicine’s web page at:
www.FLHealthSource.com to stay abreast of the law and future workshops. This bill was signed by the
Governor on June 18, 2009.
SB 720 - This bill requires the Board of Medicine to review entities previously approved by the Board to
grant board certification in Dermatology every three years. This bill also lifts the requirement for physicians to co-sign charts written and prepared by physician assistants. In addition, this bill lifts certain limitations on ARNP’s and PA’s solely performing hair removal with lasers. The Council on Physician Assistants
will be meeting in August to repeal rules relating to co-signature of medical records. This bill was signed
by the Governor on June 16, 2009.
HB 387 - This bill provides for an increase in the number of medical faculty certificates permitted at institutions. This bill was signed by the Governor on June 1, 2009.
SB 1986 - This bill primarily deals with reducing Medicaid fraud. It also requires the Board to deny licensure or to revoke licensure of an individual, with certain felony health care fraud convictions. The bill also
outlines four new disciplinary violations and requires the Department of Health to work with the Agency
for Health Care Administration to prosecute physicians who have not remitted amounts owed to the state
for overpayments. This bill also exempts sleep related testing facilities from the patient self referral act.
This bill was signed by the Governor on June 24, 2009.
SB 2188 – This bill concerns Administrative Procedures. New procedures include a requirement that
Boards with electronic agendas place copies of the public agenda materials on their web site at least 7 days
prior to the meeting. It also requires the Boards to place a copy of their meeting notices on the web site.
This bill was signed by the Governor on June 16, 2009.
As you can see, there are significant changes this year. Also, please understand there are other laws enacted that are not highlighted in this letter. It is important that you take a few minutes to go to the web site
listed above and read these new laws as well as any others that might pertain to your specific practice type
to ensure you are practicing in compliance and that your patient’s continue to receive quality health care.
Where do you find the laws and rules?
Florida Statutes (laws): http://www.leg.state.fl.us/statutes/index.cfm
Florida Administrative Code (Rules): http://www.leg.state.fl.us/statutes/index.cfm
You can subscribe and unsubscribe for a no-cost, automatic e-mail of every new item put on the Board
website by going to this web site:
http://flems.doh.state.fl.us/mailman/listinfo/boardofmedicine
Author: Crystal A. Sanford, CPM
Program Operations Administrator
Florida Board of Medicine
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UNDERSTANDING THE GAME: Opioid Pharmacology

Lora L. Brown, MD, DAPM, ABIPP

Sanford M. Silverman, MD

Pain Management Specialist
Coastal Orthopedics and Pain Management
6015 Pointe West Blvd. Bradenton, FL 34209
painmedicinedoctor@hotmail.com

Pain and Addiction Medicine - Comprehensive Pain Medicine
100 East Sample Rd. Ste 200
Pompano Beach, FL 33064
www.cpmedicine.com

It is estimated that 17 to 30 million Americans suffer significant chronic pain. The American Medical Association has stated
that one of the most important contemporary American medical issues today is the inadequate treatment of pain, both
acute and chronic. In fact, eleven years ago, this issue was described in a press release as a “crisis in American medicine”. Today there are nearly 1,000,000 American physicians holding licenses to prescribe controlled substances from the
Drug Enforcement Agency. In addition, ample evidence exists that opioids used effectively can contain the majority of both
acute and chronic pain. The Joint Commission Accreditation of Health Care Organizations has made improving assessment and management of patient’s pain a standard of care. Major medical societies have issued standards and guidelines
that make clear that opioids can be safely and effectively used to treat acute and chronic pain and yet, chronic pain remains a major medical concern.
Although pain is the most common reason patients seek medical attention, it is often undertreated and inadequately managed, resulting in enormous psychological, social, and economic costs.
For several decades, opioids have been considered integral components in the treatment of chronic pain. Evidence supports the notion that opioids can be safely administered in patients with chronic pain without the development of addiction
or chemical dependency. Major pain and addiction organizations have endorsed this concept (). However, over the past
several years, concerns have arisen with respect to administration of opioids for the treatment of chronic pain, particularly
non-cancer pain. Many of these involve legal issues with respect to diversion, prescription opioid abuse and the prosecution of physicians for the under-treatment and over-treatment of pain. Prescription opioid abuse remains a significant
problem in the U.S. and this fact often affects physicians’ decision to treat chronic pain patients with opioid therapy.

The terms opiates and opioids are often used interchangeably. The fact is, opiates are endogenous and opioids are exogenous. Opiates are naturally occurring substances that are derived from poppy seeds. These include morphine, codeine
and thebaine. Opioids include synthetic compound such as oxycodone, hydrocodone, hydromorphone, fentanyl, and
methadone.

Opioid receptor pharmacology includes three types of receptors: mu, kappa, and delta. Each subtype has its own endogenous endorphin peptide ligand; beta-endorphin, dynorphin, and enkephalin, respectively. The major opioid receptor utilized
for pain is mu receptor, with most of the well-known medications referred to as mu agonists. Kappa receptors do play a
role as well, but there are fewer in number. Since dysphoria is a side effect of kappa activation, it is a less desirable target.
Delta receptors produce very mild analgesia, and there are few well-understood agonists for these receptors. The opioid
receptor function is summarized in table 1.

It is currently well established that there are multiple subtypes of the mu receptor. This biologic variation is individual and
explains patients’ different responses to different opioid medication. Once thought “drug-seeking”, patients who request
specific medications by name, in fact, may be legitimately reporting their biological receptor subtype specificity.

Cont. pg 20
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UNDERSTANDING THE GAME: Opioid Pharmacology –cont.
All of the opioid receptors are located post-synaptically to the endogenous opioid-producing neurons, and produce an inhibitory effect upon the postsynaptic cell via G protein coupled mechanisms. These receptors are found in the periphery, at presynaptic and postsynaptic sites in the spinal cord dorsal horn, and in the brain stem, thalamus, and cortex, in what constitutes the ascending pain transmission system, as well as structures that comprise a descending inhibitory system that modulates pain at the level of the spinal cord. The cellular effects of opioids include a decrease in presynaptic transmitter release,
hyperpolarization of postsynaptic elements, and disinhibition. In addition, the endogenous opioid peptides are part of an endogenous pain modulatory system. (iii)

Because these receptors are found throughout the central nervous system, their systemic effects such as respiratory depression, euphoria, and downstream dopaminergic stimulation-reward which can at times lead to addictive behavior cannot be
dismissed. Overdose of opioids can be reversed with receptor antagonists such as nalaxone. Benefits of opioid therapy must
always be weighed against the inherent risks of such therapy.

Treating physicians should be very aware of pain subtypes. Nociceptive pain (pain secondary to tissue damage) is usually
responsive to opioids. Neuropathic pain (pain secondary to nerve or nervous system damage) is usually resistant to opioids,
often requiring moderate to high doses, as well as adjuvant medications for optimum treatment. Adjuvant medications may
include anticonvulsants, SNRI antidepressants, NSAIDs and Acetaminophen. Mixed nociceptive/neuropathic pain patterns
may be only partially responsive to opioid therapy. The presence of neuropathic pain should always be considered in treating
someone poorly responsive to opioid mediations.

Opioids, such as morphine, oxycodone, oxymorphone and fentanyl are potent mu receptor agonists. They traditionally have
been used to relieve pain following surgery, from cancer and at the end-of-life. Today opioids are used widely to relieve all
kinds of non-malignant severe pain caused by multiple conditions such as, chronic low-back injury, accident trauma, crippling
arthritis, sickle cell, fibromyalgia, and other painful conditions.
Nationally accepted evidence based clinical guidelines have been established by the American Pain Society working in conjunction with the American Academy of Pain Medicine(iv), and the American Society of Interventional Pain Physicians (ii).
Prior to initiating chronic opioid therapy, the APS/AAPM guidelines advise clinicians to determine if the pain can be treated
with other medications. If opioids are appropriate, the clinician should conduct a thorough medical history and examination
and assess potential risk for substance abuse, misuse or addiction.
A clinical physiologic diagnosis to support the patient’s pain complaint should be well established prior to implementation of
opioid therapy.
A key recommendation urges clinicians to continuously assess patients on chronic opioid therapy by monitoring pain intensity, level of functioning and adherence to prescribed treatments. Periodic urine or serum drug screens should be ordered for
patients at risk for aberrant drug behavior.
Other recommendations in the APS/AAPM clinical practice guideline include:
Methadone: Use of methadone for pain management has increased dramatically but few trials have evaluated its benefits
and harms for treatment of chronic non-cancer pain. Methadone, therefore, should be started at low doses and titrated slowly. Because of its long half-life and variable pharmacokinetics, the panel recommends methadone not be
used to treat breakthrough pain or as an as-needed medication.
Abusers: Chronic opioid therapy must be discontinued in patients known to be diverting their medication or in those engaging in serious aberrant behaviors.
Breakthrough Pain: As-needed opioids can be prescribed based on initial and ongoing analysis of therapeutic benefit versus risk.
Con’t pg 21
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UNDERSTANDING THE GAME: Opioid Pharmacology
High Doses: Patients who need high doses of opioids (200 mg daily of morphine or equivalent) should be evaluated for
adverse events on an ongoing basis, and clinicians should consider rotating pain medications when patients experience intolerable side effects or inadequate benefit despite appropriate dose increases.
Driving and Work Safety: Patients should be educated about the greater risk for impairment when starting chronic
opioid therapy and counseled not to drive or engage in potentially dangerous work if impaired.
Pregnancy: Clinicians should counsel women about risks of opioids in pregnancy and encourage minimal or no use of
chronic opioid therapy unless potential benefits outweigh risks.

The evidence for the effectiveness of long-term opioids in reducing pain and improving functional status for 6 months or
longer is variable. The evidence for transdermal
fentanyl and sustained-release morphine is Level II-2, whereas for oxycodone the level of evidence is II-3, and the evidence for hydrocodone and methadone is Level III (ii).
Despite this, hydrocodone remains the most heavily prescribed drug in the United States(ii).

TABLE 1- OPIOID RECEPTORS
RECEPTOR

PROPOSED LOCATION

PROPOSED EVENTS

Mu1 (µ)

Supraspinal, peripheral analgesia,
spinal cord, substantia gelatinosa,
periductal gray, locus ceruleus

Analgesia

Mu2

Spinal trigeminal nucleus, limbic
area,
reticular activating system,
medullar raphe nucleui

Sedation, pruritis, prolactin release,
vomiting, urinary retention, respiratory depression, euphoria, miosis, dependence, anorexia, decrease GI motility, histamine release

Kappa

K1 spinal cord
K2 poorly defined
K3 supraspinal

Spinal analgesia, dyspnea, resp depression, miosis, sedation, diuresis
(lower ADH release), dependence,
endocrine events

Delta

D1 spinal, supraspinal
D2 frontal cortex, limbic area,
olfactory tubercle, spinal

Sigma

Psychomimetic effects, dysphoria
Cont. Pg 23
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Re-setting the Business Exit Plan in a Tough Economy
By Karin A. Grablin, CPA, CFP®, MBA

The unpredictability of the markets and the economy has reset plenty of retirement plans,
and that’s been especially true for business owners – including medical practices.
Business owners on the brink of retirement are facing potentially the worst conditions for selling or handing
off a business in decades. Their circumstances should serve as a lesson to their younger counterparts: it’s
critical to build an exit plan that works under both sunny and stormy conditions.
Exit plans are essential in practices large and small, and not strictly for the purpose of letting the owner and
founder retire. They certainly set in motion a series of triggering events for the owner to get his or her money
out of the business at retirement, but they also incorporate succession and other strategic moves a practice
might make to assure its future in “family” hands (the other owners in the business) or in the hands of a new
owner.
That said, an exit plan isn’t born in a day. In fact, many financial experts in investment, tax, valuation and estate planning disciplines think it’s wise for business owners to come up with the first broad strokes of an exit
plan when they start a company if possible, and if not, within 3-5 years of the date they’d like to exit. A CERTIFIED FINANCIAL PLANNER™ professional with specific business expertise can be a helpful liaison to work with
other key professionals to help owners find answers to the broadest issues in any practice’s exit plan, including:

•The business legacy – should a business be passed on to associates, or should it simply be sold or
closed?
•The owner’s own career goals – does he or she want to do this for the rest of his/her life, or should
he/she make way for other professional or personal directions?
•The practice’s overall creation of wealth – too many people think of a business as a job and a paycheck instead of a creator of wealth that can support one or more generations. While a paycheck
supports short-term goals, wealth from building equity in a business is an accumulated asset that can
either be re-invested smartly in the business or invested outside the business to support family, personal or philanthropic goals.
•The owner’s retirement strategy that allows them to do everything they have dreamed of doing after
they leave.
Planners can help owners get to more specific questions based on the broader goals they have discussed
with family members:
•How many more years does the owner want to run this business?
•What’s the optimal way to get out of the business – sell it, transfer it to associates or just close it
down?
•What’s the value of the business now and how can it be made more valuable to potential buyers or for
transition to the next generation?
•If the company is being transferred or sold to associates, is there a growth plan in place that they
have contributed to and are, therefore, likely to follow?
•What happens if there is an unforeseen event or market downturn that threatens the business or the
industry as a whole? Are there healthy relationships in place with potential acquirers?
•What if there was a great offer on the practice tomorrow?
•If the practice is sold, how do owners protect themselves from a personal and business tax standpoint?
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•How does the owner communicate his or her ideas with others that have a stake in the practice?
•What about employees, clients and patients? How will they be served/protected if the owner dies or
leaves the business?
•How much money does the owner want after leaving the practice and how should it be handled?
•How should investors in the practice be compensated if the owner leaves?
•Are there specific goals that should be met by the practice before the owner leaves?
An exit plan allows an owner not only to move out of a business, but also to make a wholesale career change.
No one has to stay in the same industry – or practice – for life, and with an exit plan, owners leave open the
possibility for an endpoint that will allow them to engage in any number of new business activities or other lifestyle pursuits.
And while the economy is struggling back from the brink, many smart exit planners realize that there are ways
to manage delayed transitions without losing valuable employees. For instance, many owners may elect to
take a sabbatical while allowing next-generation leadership to get behind the wheel before an official transition
takes place. Such a move lets the next generation steer the boat on the schedule they hoped for instead of
standing in place while the owner found his/her best opportunity to go. The owner, meanwhile, benefits from
the chance to step away from the day-to-day operation to better plan his/her own future as well as that of the
practice.
With all the turmoil of this past year, if you haven’t already re-visited your retirement strategy, now is the time
to speak with a qualified financial planning professional. Be sure to include business exit planning strategies
as part of your discussion.
Karin Grablin, CPA, CFP®, MBA is with Dictor & Martin, Personal CFOs, Two N. Tamiami Trail #608, in Sarasota (906-7222) at
www.dictormartin.com and is a registered representative & investment advisory representative with, and securities are offered through,
LPL Financial, member FINRA, SIPC and a registered investment advisor. LPL and their representatives do
******
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The guideline on opioid therapy for chronic non-cancer pain is the first such collaboration between APS and AAPM. It is the
sixth evidenced-based, pain management clinical practice guideline published by APS. Others have covered sickle-cell disease,
arthritis, cancer, fibromyalgia, and low back pain.

This is the second of a four part series that will discuss the issues of prescription drug abuse and how it
affects the citizens of Florida.
The first part of this series introduced the reader to the issue of prescription drug abuse in Florida. This
issue touches on Opioid Pharmacology. This issue will be followed by future articles entitled “Know
the
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Enemy: Understanding Addiction and Addiction Medicine”; “Safeguard yourself and your Practice;
Opioid Risk Management”.

Lower West Coast Caucus Executive Directors (from lt)
Pat Garrinton- Charlotte, Lynette Drain- Sarasota, Liz Gatlin,-Manatee,
Jackie Courntey- Polk,, Ann Wilke—Lee, Debbie Zorian—
Hillsborough, Margret Eadington-Collier, Elke Johnston—
Hillsborough’s Executive Assistant

Delegates to the FMA Annual Meeting—Lt-Rt
Scott Clulow, MD, Brian McKinley, MD, Phil Tally, MD,
George Thomas, MD, Aaron Sudbury, MD 24
*not pictured—Michael Seeman, MD—who was Chair
of our Lower West Coast Caucus Meetings.

2010 Payment Rule Removes SGR Drugs, Uses New Practice Expense Data
CMS released the 2010 Medicare physician payment schedule proposed rule, including a longawaited announcement that the Obama Administration will change the definition of physician services under the SGR to exclude physician-administered drugs. The drug costs will be removed retroactive to the 1996/97 base year of the SGR formula, which will greatly lessen the forecast SGR cuts
in future years, although there is still a 21.5% cut scheduled for 2010. This action will substantially
reduce the legislative cost of congressional proposals to reform physician payments makes a permanent solution to SGR disaster much more feasible.
The proposed rule is scheduled for publication in the Federal Register on July 13th but is available
online at: http://www.federalregister.gov/inspection.aspx#special
CMS has also utilized data that it purchased from a new practice expense survey sponsored by the
AMA and 72 specialty societies and other health care professional organizations to revise the practice expense relative values. Further information on the PPI survey and data provided to CMS
is available at www.ama-assn.org/go/ppisurvey
Specialty impacts of the new proposed rule are displayed in Table 39. In addition to the new practice expense data, these impacts reflect a CMS proposal to eliminate Medicare coverage for consultations and redistribute the relative values to visits, as well as changes in the methodology for professional liability insurance relative values. Other changes in the rule include revisions to the eprescribing incentive program intended to simplify reporting requirements and addition of more
measures and more measures groups for the Physician Quality Reporting Initiative (PQRI). 25

BENEFITS OF THE MCMS
 MALPRACTICE INSURANCE DISCOUNT
MCMS members are eligible for a 5% discount on malpractice
insurance premiums through FPIC. The payback on this discount alone pays for your membership dues and puts money in
your pocket! Call the MCMS office for more information.

 PHYSICIAN INFORMATION SERVICE
The Society is pleased to answer the numerous inquiries from
the public about member physician’s medical backgrounds,
board certifications and fellowship training. A wide variety of
other patient questions are also answered on a daily basis. The
office also assists with questions from members’ office
personnel.

 COMMUNICATIONS
 WORKERS’ COMPENSATION INSURANCE
Workers’ Compensation Insurance offered by Comp Options & MCMS works to keep you informed via our Vocal Chords
marketed through Professional Benefits. Participating members Newsletter, broadcast faxes and e-mails.
receive a 24.8% return on insurance premiums in 2008. Annual
dividends can actually pay for your MCMS dues. Contact
Taylor Tollerton (941-957-1310).
 C.M.E.
Members can enjoy a free continuing education seminar in
January which include the mandatory required CME’s for
license renewal.
 REPRESENTATION IN THE LEGISLATURE
MCMS join with the FMA to effectively lobby the legislature
and offer testimony before legislators on issues including man JOHN HANCOCK
aged care, licensing and regulations, medical liability reform
Long Term Care Insurance Policy. Long Term Care Insurance
and health care access, cost containment and other healthcare
provides coverage for services needed by people who are no
topics.
longer able to care for themselves due to chronic illness, injury
or the effects of aging.
 LEGISLATIVE AND REGULATORY UPDATES
 NETWORKING
Working with the FMA, MCMS provides member physicians
The MCMS hosts 5 membership meetings/dinners and 1 annual
with up-to-date information on legislative and regulatory issues Holiday Ball. These events are a great way for physicians to
concerning doctors via broadcast faxes and e-mails.
network with fellow doctors and others in the medical
community.
 DIRECTORY AND WEBSITE
The MCMS, in partnership with Bradenton Herald publishes a
Healthcare Services & Physicians Directory with the MCMS
member physicians. Also, in May we put a full page ad in the
Wellbeing section of all the MCMS member physicians. The
MCMS website, manateemed.org, offers information to patients
and physicians. Your link can be added to our website.

 DISCOUNT HOME BUILDING
The MCMS in partnership with Signature Homes of the Gulf
Coast offers member physicians a 3% discount on Harbour
Walk or Bella Sole’ on both home and home site. Call Jack
Courson, 941-747-0800.

 REGIONS
Endorsed by the MCMS Regions Bank offers .50% discount on
commercial mortgages & construction loans, equipment loans,
 PATIENT REFERRAL
business auto loans and business lines of credit. Call
The MCMS receives hundreds of telephone calls from individu- Dan Eveloff, VP Business Banking, 941-921-4509
als seeking physicians. We provide referrals only to MCMS
members.
 WE CARE
“We Care” is the indigent care program sponsored by the
 DR. DIAL
Manatee County Medical Society. Through “We Care”, area
Offers members a 10% discount on on all of their services.
physicians donate their services to those who have no other
Appointment Confirmation, Message Broadcasts, Lab Results. means of accessing medical care. This program is performed in
Log on to drdial.com for more information
Conjunction with the Manatee County Health Dept and local
hospitals.

Official Publication: Editor: Joseph Soler, MD, Designer: Liz Gatlin
Vocal Chords is published quarterly by the Manatee County Medical Society, Inc. 4808 26th
Street West, Bradenton, FL 34207. The opinions expressed in articles
published are those of individual authors and do not necessarily reflect official policies of the
MCMS, its staff or members. Advertising in Vocal Chords does not imply endorsement by the
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MCMS. The Editor reserves the right to accept or reject any articles or advertising matter.
Phone: 941-755-3411, Fax: 941-753-1399

My Legislative Community
Governor Charlie Crist (R)
Office of the Governor, The Capitol
Tallahassee, FL 32399-0001
(850)488-7146
Fax: (850)487-0801
Email: Charlie.Crist@myflorida.com
Chief of Staff: George LeMieux

U.S. House of Congress

Congressman Vern Buchanan (R)
District 13, covers Manatee, Sarasota, Hardee, Desoto, and Charlotte
counties.
Local Address: 235 N. Orange St., Suite 201,Sarasota, FL 34236
(941)951-6643, Fax: 641-951-2972
Washington Address: 1516 Longworth Bldg,, Washington, DC, 20515
(202)225-5015, Fax: (202)226-0828
http://www.buchanan.house.gov/contact.shtml

U.S. Senators

Senator Mel Martinez( R-FL)
State Address: 315 East Robinson Street
Landmark Center 1, Suite 475, Orlando, FL 32801
Phone: (407) 254-2573, Fax: 407-423-0941
United States Senate
Hart Senate Office Building - Courtyard 2
Washington, DC 20510
Phone: (202) 224-3041, Fax: (202) 228-5171
Tampa: 813-977-6450
Websidte: martinez.senate.gov

Senator Bill Nelson (D-FL)
State Address: 225 East Robinson Street, Suite 410, Orlando, FL
32801
(407)872-7161, Fax: (407)872-7165
Washington Address: 716 Russell Senate Office Building,
Washington, DL, 20512
Phone: (202)224-5274, Fax: (202)228-2183
Toll Free: 888-671-4091 Tampa: 813-225-7040
Email: bill@billnelson.senate.gov

State Senators
State Legislatures

Representative Bill Galvano (R)
District 68, cover western portion of Manatee County
Local Address: 1023 Manatee Avenue West, Suite 715, Bradenton,
FL 34205
(941) 708-4968, Fax: (941)708-4970
Tallahassee Address: 214 House Office Building, 402 South Monroe
Street, Tallahassee, FL 32399-1300
(850)488-4086
Email: bill.galvano@myfloridahouse.gov

Representative Ron Reagan (R)
District 67
Local Address: 7011 15th Street East, Ste. B-1, Sarasota, FL 34243
(941)727-6447, Fax: 727-6449
Tallahassee Address: 317 House Office Building, 402 South Monroe St.
Tallahassee, FL 32399-1300
(850)488-6341, fax: none
Email: ron.reagan@myfloridahouse.gov

Representative Keith Fitzgerald (D)
District 69, covers southern Manatee, University Parkway, Sarasota
Local Address: 1660 Ringling Blvd, Suite 310-311, Sarasota, FL
34236
(941) 955-8077
Tallahassee Address: 1301 The Capitol, 402 South Monroe Street,
Tallahassee, FL 32399-1300
(850) 488-7754
Email: keithfitzgerald@myfloridahouse.gov

Senator Mike Bennett (R)
District 21, covers parts of Charlotte, Desoto, Lee, Manatee and Sarasota Counties.
Local Address: 3653 Cortez Road West, Bradenton, FL 34210
(941) 727-6349
FAX: (941) 727-6352
Tallahassee Address: 216 Senate Office Building, 404 South Monroe
Street, Tallahassee, FL 32399-1100
(850) 487-5078, Fax: 800-500-1239
Email: bennett.mike.web@flsenate.gov

Senator Nancy Detert (R)
District 23, covers parts of Charlotte, Manatee and Sarasota Counties
Local Address: 1521 Tamiami Trail #303, Venice, FL 34285
(941)486-2032, District wide: (888) 349-3042
Fax: (941)486-2050
Tallahassee Address: 412 Senate Office Building, 404 South Monroe
Street, Tallahassee, FL 32399-1100
(850) 487-5081, Fax: 850-487-5406
Email: carlton.lisa.web@flsenate.gov

Senator Arthenia Joyner (D)
District 18, covers parts of Hillsborough, Pinellas and Manatee
Local Address: 508 W. Dr. Martin Luther King Jr. Blvd
Tampa, FL 33603-3415
(813) 233-4277
Fax: (813) 233-4280
Tallahassee Address: 224 Senate Office Building,
404 South Monroe Street, Tallahassee, FL 32399-1100
(850)487-5059 Fax: (888)263-7871
Email: joyner.arthenia.web@flsenate.gov
27

4808 26th Street West
Bradenton, FL 34207

PRSRT STD
U.S. Postage
PAID
Permit #118
Manasota, FL

28

