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Coordinator:
Welcome and thank you for standing by. At this time all parties are in a listen-only mode until the question and answer session of today’s call. When it is time for questions you may press star 1 on your touch tone phone to ask a question. I would also like to inform all parties that this call is being recorded. If you have any objections, please disconnect at this time.

I would now like to turn the call over to Charlotte Newman. Thank you, ma’am, you may begin.

Charlotte Newman:
Thank you. Welcome to today’s audio training sponsored by the Centers for Medicare and Medicaid Services, CMS. I’m Charlotte Newman and I lead the National Medicare Training Program.

We’ve got a couple of topics on the agenda today. We’ll be discussing enhancements to two CMS tools Medicare Options Compare. And that’s where you can find and compare Medicare Advantage plans like HMOs and also, take a look at Medigap policies and compare those.

Another tool we’ll be talking about today is the Medicare Prescription Drug Plan Finder. I’m guessing that many of you are quite familiar with that. That's where you can search for the drug plan that will best suit your needs.

Once we finish discussion on that we’ll talk about electronic health records. We consider these to be an inevitable step that will providers make some better decisions.

Following that presentation we’ll open the line and take your questions. As I said, I’m Charlotte Newman. I have a number of people here with me in Baltimore today and I’ll have them introduce themselves.
Debbie Vanhoven:
I’m Debbie Vanhoven and I will be speaking about the electronic health records demonstration.

Linda Lebovic:
I’m Linda Lebovic. I am also on the EHR team.

David Santana:
David Santana from the National Medicare Training team.
Charlotte Newman:
We also got some folks that have called in to help us out. Mel and (Juliet)?

Mel Sanders:
Thank you. This is Mel Sanders. I’m the technical leads for the Medicare Options Compare.

(Juliet Surey):
And I’m (Juliet Surey). I’m the technical lead for the Medicare Prescription Drug Plan Finder.
Charlotte Newman:
Okay. And a little later (Bill Katowsky) will be joining us. In case discussions come in about the durable medical equipment prosthetics, orthotics and supplies program that’s - we’re not talking about that today, but it’s such a hot topic we thought we should have him along on hand to answer any questions that you might have. Although, (David)’s got a pretty broad knowledge of it as well.


All right. So, now we’re going to start out -- if you got the slides we’re on the first slide after the tile slide called “Topics.” And I’m gong to turn it over first to Mel. Mel?

Mel Sanders:
Thanks very much Charlotte. And hello everybody. I am going to walk you through the slides on the Medicare Options Compare or MOC -- you’ll hear us refer to and see on top of the slides. And then, I’ll be turning it over to my colleague, (Juliet), and she will be taking you through the Medicare Prescription Drug Plan Finder slides also known as MPDPF.

One just housekeeping note, in our kind of index of the slides in the very beginning, the actual slide numbers are not corresponding to the slide numbers that are at the bottoms of the page in the presentation. So, the easiest way for us to follow is if I read you the tile of the slide itself. And then you can go to that title and go from there.

And with that I’ll start by going to the slide listed MOC and MPDPF: General questions, New Question for Partial Subsidy Percentage. And in both the MOC and the MPDPF if the viewer clicks yes to the “Did you get a letter?” question and follows out the questions that follow after that point you’ll notice at the very bottom a box will open up offering the viewer to enter their partial subsidy percentage if they know it.

And if they do enter either a 25, 50, 75 or 100 they’re going to from that point forward it the slides in the, excuse me -- in the tool, they’re going to see those weights applied to their particular premium and cost sharing amounts from that point forward.

So, this is kind of a very neat and well overdue enhancement for both tools.
Charlotte Newman:
Okay. I se that on slide 7 now. I see that change.

Mel Sanders:
Yes. And I’m just going to go ahead and read the title of the slide...
Charlotte Newman:
That’s fine. I just thought I - anybody who tried to look for that page they can see what it looks like and it is on your current slide 7.

Mel Sanders:
Thank you.

Charlotte Newman:
Thanks.

Mel Sanders:
Okay. And then your slide 8, the MOC Home PAGE: Health Plan and Medigap Header Updated. Simply the change in here is where the arrow points and that’s the blue bar -- Learn more about health plans and Medigap policies in your area. We just made it a little bit clearer by spelling out specifically what that area is. So, we just added a little bit of text there to make it a little bit clearer.


The next slide, slide 9 is Medicare Options Compare: MOC Plans in Your Area: Health Plan View. And this one actually goes hand-in-hand with slide 10 which is the MOC plans in your area Medigap view. Basically, what we have added here is a toggle within the Medicare Options Compare so that when you’re at the main page of the MOC if you click on the plans in your area link you now will be able to toggle between viewing Medigap policies or the health plans.

And slide 9 shows where, you know, they’ve selected health plans and you actually see the top column bar of what gets displayed and then slide 10 shows you if you opted for Medigap policies kind of the fist couple lines of what you’d be seeing under Medigap.


So, just a little enhancement to kind of maneuver a little bit easier within the tool.
Charlotte Newman:
That’s looks like a good improvement, Mel. I can see where that would be handy.
Mel Sanders:
Thank you. Slide number 11 for you all is Medicare Options Compare: Benefits at a Glance. We call it our BAG page, B-A-G. Link to new plan ratings and quite simply this is just a link that’s available at this step within both pools. This is available in the MOC and then MPDPF. It’s an isolated link that will take the dealer directly to the plan rating so they can kind of just - if they wanted to search or look at the plans based on the plan ratings first for the very - for the specific zip code they’ve entered they would be able to isolate that and take a look at that information.

Okay. And the very next slide which is the slide -- I don’t have a number on this, but it would be your slide 12. Medicare Options Compare: Compare Health Plans Page, New Display Order for Health Plan Domains. And, in essence what we’ve done if you see on your slide where the blue column heading it says plan ratings. Click to view more details on plan ratings. And then you see the arrow displaying all the domains.

We have in the Medicare Options Compare since the primary reasons someone would be going to Medicare Options Compare would be to compare health plans we’ve isolated all of the health related domains for the plan ratings and put them at the top.


So, if you were to scroll down further, as you see at the very bottom it says drug pricing information we get into the prescription drug plan ratings below that. So, it’s just a more of a ranking or an ordering of the plan domains for the Medicare Options Compare.

And slide 13, Medicare Options Compare BAG Page -- this is Benefits At-a-Glance Page: Access to Metric Center Display of Initial Plan Ratings Page. On this slide the orange box should be around the health plan ratings tab at the top of the page. And, in essence this is a - when you click on the new plans ratings link you’ll now be able to toggle between drug plan ratings and health plan ratings for all available plans within whatever chosen zip code they have - the viewer has opted for -- in this case 78705.

And that represents for me all the enhancements we did for the Medicare Options Compare. And with that I’m going to turn it over to (Juliet) who’s going to walk you through the Medicare Prescription Drug Plan Finder update. (Juliet)?

(Juliet Surey):
Great. Thanks a lot, Mel.
Mel Sanders:
Sure.

(Juliet Surey):
So, to kick off on slide 14, MPDPF -- New Mail Order Value -- we have added some more information for the cost year. Specifically, for mail order pharmacies. And this would be for a 90-day supply.

Just to note, you know, some plans do offer extended day supply for both the retail and mail order. We for this Web site we only provide retail 30-day supply and mail order 90-day supply. If people are interested for the beneficiaries out there or the ones that you work with, if they’re interested in finding out more and getting cost for - for example, a 60-day supply either the retail or mail order and to know what their options are they would have to call the plan.


But we did add mail order cost shares now to the Web site under the link, “The Important Notes and Benefits Summary.” And you would access it by clicking on a specific plan and then it would pull up all the details of that specific plan and then on the slide you can see the location of that link. So, they can click on that link and then further down on that page the mail order cost shares area also noted by the red box located in the lower, right-hand corner.

Another enhancement that we’ve made to the MPDPF we wanted to ensure that pricing is always as accurate as possible and to decrease, I guess, the possibility of - for people that live in different zip codes -- for example, snowbirds -- if they do live in two different places the pricing will always be accurate specific to that zip code.

As some of you may now save work IDs are tied to the pharmacies so this functionality will more quickly allow users to adjust that saved pharmacy to that saved work ID. So, for example, in this particular scenario the former zip code is 90210 and if a user wanted to see what the pricing is for plan using the save work ID in zip code 16346, all they’d have to do is click “update zip code” and continue.

If they wanted to revert back to the former zip code, 90210, they would have to click - start a new search and go back and re-enter the zip code.

Moving on to slide 16, the MPDPF Drug Entry Enhancements. We’ve made a few to the page where users can enter their drugs. The first -- which I’ll draw your attention to the circle noted by the number 1 -- this is just to remind folks that we do not provide pricing for over-the-counter drugs or diabetic supplies. You know, if the plan does cover those specific items then they’d have to call the plan to find out the pricing for that.

Moving on to circle number 2 -- there are certain drugs that the plan finder cannot provide pricing for and so, if you’re unable to pull it up through the alphabetical listing or by entering the drug then again, the person would have to contact the plan for specific coverage and pricing information.


Then thirdly, based on some feedback we added a link noted - it’s called “Help with Common Drug Abbreviations.” And this is to help people who may have seen abbreviations on their prescriptions or prescription pill bottles and they have entered this into the prescription drug plan finder, but couldn’t find their drug. If you turn to slide - the next slide, slide number 17, these are some potential common drug abbreviations that are used in the world of pharmacy. And this can also assist people in better - more accurately finding a drug or entering a drug.
Charlotte Newman:
That looks like a really useful enhancement, (Juliet). I wish we had something like that for the acronyms we use.
(Juliet Surey):
Yes. I know. (Unintelligible).
Charlotte Newman:
(Unintelligible) some of these slides I was thinking how daunting this must be to folks that aren’t as familiar with the programs as we are.

(Juliet Surey):
Oh, completely. Yeah. Moving on to slide 18, you know, more and more people as we’re hearing are using the mail order pharmacy option. So, we’ve added the annualized cost for mail order pharmacies to the plan list page which is basically the result of whatever search parameters you enter. And so, you can - right now the default is the “Sort by the Annual Cost by the Retail Pharmacy” since they think most people still do use their retail pharmacy. But you do have the option of sorting by mail order pharmacy if you prefer to use this option.

And there’s a couple ways to sort the list. You can either use the drop-down box located on the upper right corner and select whatever column you want to sort by and then click the button that says sort. Or, you can just simply click on the column header and that will also allow you to sort in whatever direction you want to sort by. Highest to lowest, lowest to highest, et cetera.

Moving on to slide 19, MPDPF Plan Detail Page Updates, we made a couple changes to the detailed cost information page. And so, the first box -- this is really for folks who have extra help as noted by the table header “Monthly Drug Cost Details at Preferred Network Retail Pharmacies” and in parentheses, costs include extra help. That’s just to help remind - to remind the user that these costs do in fact, incorporate the low income subsidies.

And we received comments and some - there was some confusion about certain plans that have a really good benefit particularly like $0 or $1 co-pay for generic drugs. And so, they were expecting to pay $0 or $1 for generic drugs from the get-go, but actually people who do get extra help they are responsible for something called a pre-initial coverage level where they would have to pay the Part D benefit for low-income subsidy folks of $2.25 for generic and $5.60 for brand. So they’ll be responsible for paying that up until the pre-initial coverage was over which is typically when a non-OIF person reaches the deductible.

And then, after that during the initial coverage level that’s when $0 generic benefit would start kicking in. So, this is just to more clearly illustrate the different phases of the Part D benefits for people with extra help.

And then for box number 2 we’ve added a footnote. If you’ve ever heard of something called reference pricing basically, this is a - it’s a means by which some plans try to discourage use of certain drugs. For example - the most common example would be for a brand drug that has a generic drug on the market. And so, there’s an extra fee in addition to the co-pay that the person would typically pay for the brand drug. And so, to let people know about this extra fee we have added a foot note specific to those drugs.

Moving on to what would be slide 20, entitled MPDPF Plan Details Page Update Continued by Mail-Order Pharmacy. This is just a continuation of our mail-order pharmacy enhancement and so now users can see what the cost would be across a year. So, if they click on the show button -- the second larger circle at the bottom of the slide -- this would show what the cost would be for each month at the mail-order pharmacy and this would obviously, be for the first month, the fourth month, for every three months.

Moving on to slide -- what would be slide 21, entitled MPDPF Plan Contact Information Added to the Conserved Plan Benefits Page. This is also based on some feedback that we got over - during the fall. Particularly, from folks in the ship offices that print out information fro the beneficiaries. And we were asked to add some contact information since they often printed out this page for their clients to better assist them.


Moving on to the next slide --MPDPF PAP and LPA Integration - Click on Yes. A lot of acronyms here so I’ll try to break it down. PAP stands for pharmaceutical assistance program and this slide illustrates a portion of the tool where we offer potential options - lower cost options for the drugs that they currently do take. So, this person has a list of various drugs Advair, Albuterol, cromolyn sodium, et cetera.

And if you go down to (unintelligible) Betaine Hydrochloride tabs, 180 milligrams -- if you look more towards the right and click on similar drug, once you click on that you’ll see some options that they can discuss with their doctor to see if they can switch drugs and potentially decrease the cost of their drugs on a monthly basis.

So, we have added also information on pharmaceutical assistance programs. So, (unintelligible) for drugs, but may not have other lower cost options people can see if there are pharmaceutical assistance programs available. And these programs are sponsored by the pharmaceutical companies that manufacture these drugs. So, for example, if you look on the far right column, noted by the red circle -- if you look at Fosamax it says yes. If you click on yes you’ll see more information about the company that makes Fosamax and some of the pharmaceutical assistance that they offer for the people who take Fosamax.

And if you go to the next slide, this is about pharmaceutical assistance program and some details about some of the qualifications and criteria on Fosamax.
Charlotte Newman:
Excuse me a minute, (Juliet), we’ve got a message from the facilitator that some folks are having difficulty viewing the PowerPoint slides. If that’s the case, if you’ll send a message to N-M-T-P at CMS dot HHS dot GOV. We may not be able to help you right now so that you can view them as the speakers are talking, but this entire presentation will be archived and you will be able to view it in about a week.

So, that’s kind of the best we can do for right now, but if you’re unable to get those slides you want to go to our Web site. That’s CMS dot HHS dot GOV. National Medicare Training Program, look on there for outreach and training and follow - follow that - if you scroll down the page you will see where it says audio conference training.

So, if that’s the case you should be able to pick them up. If you can’t see them there’s not much we can do about it. Sorry to interrupt you, (Juliet). GO ahead.
(Juliet Surey):
Oh, it’s quite all right. SO, moving on to slide 24, MPDPF PAP and LCA Integration, Click on Similar Drugs. If you do click on the similar drugs for effects of Betadine you’ll see on slide 25 some of the potential lower cost options that a person can discuss with their doctor to see if it’s a possible - it can be substituted for similarly costly drugs like (unintelligible). And here, we also offer some information on pharmaceutical assistance programs for a lower cost option.

Moving on to the next slide 26, here we see Confirmation Page Include Beneficiary Name and New Contact Information. For the OEC, as many of you may know is the online enrollment center and once you complete the online enrollment and it’s successfully submitted, you will get a confirmation page as displayed on slide 26. And so some of the - based on some of the feedback that was received we have also added a field so that when a person prints out or views the confirmation page that they’ll see the name that they had entered on to the online enrollment form.

And we just moved the information - the contact information to the specific plan closer to the top. This is actually a functionality more geared toward the customer service representative on 1-800 Medicare who share our Web site in some ways to help their beneficiaries more effectively and efficiently.


And moving on to the next slide 27, Enrollment Verification Tool, Authenticated Questions Page. The way you get to the enrollment verification tool is through the Medicare.gov homepage and there’s a series of links on the top, left-hand corner and one of them - you can use it to see what plan the person is currently enrolled in. We’ve expanded it a bit so the person can actually see what plan they are enrolled in in the future as well.


We’ve streamlined this functionality a little bit by decreasing the number of clicks and stuff you have to get to the results. And so, if you go through the rest of these - if you go through these slides it’s just basically, the different steps involved.


And moving on to the next slide. This is just an example of information that would come up once a person enters the personal information like the Medicare number, the date of birth, the effective date as such. And so, this displays the current plan information. They will have the ability to toggle if there’s a feature - future enrollment in MBD or the Medicare Beneficiary Database then they have - will have the ability to toggle between the current and future.

For slide 29 it just shows if the person is enrolled in an employer or union plan then we’re unable to provide any specific pricing information for those types of plans. So, they would have to call their employer (unintelligible) to get details about that. And if they’re not able to - if the enrollment information and the Medicare number does not match what is in MBD then this is the message that would display. And they have the opportunity of going back to correct that information by clicking back to personalized questions.


So, with that I’ll turn in back to Charlotte. And that concludes the presentation for MPDPF mail enhancements.
Charlotte Newman:
Thanks, (Juliet) and thanks, Mel. A lot of good enhancements on those tools. I’m sure folks appreciate it. And now we’re ready to move on to talk about electronic health records and going to ask Debbie to take us there.
Debbie Vanhoven:
Okay. Thank you. Good afternoon. I know that most people have set aside page numbers, but instead of referencing the page numbers I’ll do my best to focus and reference the title of the slides as well so that you can follow.

Charlotte Newman:
Every now and then I’ll just jump in and give them the numbers so they can follow.

Debbie Vanhoven:
Fine.
Charlotte Newman:
Some of them do have numbers. Yeah.
Debbie Vanhoven:
This is a very significant secretarial initiative. You may have heard a bit about this last week as the Secretary (Levitt) was on hand in Annapolis, Maryland to make the announcement that we’d selected the 12 sites in which this demonstration will be implemented. And I’ll talk a little bit about that after I first address the goals and some of the basic demonstration design for you.


So, first slide, EHR Demonstration Goals. Really, the purpose of this demonstration is to foster the implementation and adoption of EHR as vehicles to improve the quality of care provided, but also really, to transform the way medicine is practiced and delivered to beneficiaries.

Though the President’s goal he had a - there was an executive order I believe, in April of last year which indicated that all Americans or most Americans would have access to EHR by the year two014. And as part of the initial announcement of this demonstration it was indicated that this is really a major step. That this is the major step in advancing that goal.


EHR’s - the functions and uses of an EHR can vary at the practice level. Some practices use EHR for basic administrative or billing practice management type activities -- electronic file boxes, if you will. But others use for more sophisticated purposes such as management of chronically ill patients. Clinical use of clinical prompts or registries, reminders, that sort of thing, but the ultimate goal and one of the purposes is of - the keeper of this of the payment incentives that will be offered under this demonstration is to (unintelligible) communication ability or a drop or ability among all providers of care.

And because of the basis EHR demonstration design this is that model back to the Medicare Care Performance demonstration which has been implemented in Utah, California, Arkansas, Massachusetts that started last year. There are differences - key differences. This is a five-year operational period where its notes are for demonstrations including the Medicare performance demonstration as a three-year. This is a five-year demonstration.


And because of the magnitude of the demonstration we are talking about 12 sites. There will be two implementation phases. Again, each will be five years in duration, but they will be implemented one year apart. And I’ll talk about that a bit more later.

We had wanted up to 12 sites and we did get the 12 sites. And again, I will go into that later on, but in terms of the basic demonstration design we are talking about 2400 total practices and we are talking practices here that will be recruited -- approximately 200 per site. We are focused on small- to medium- sized practices which is small as a solo practitioner up to about 20 physicians per practice.

We are looking at primary care practices and again, because this is a randomized design we will have about 1200 total treatment practices as well as control practices. And I’ll get into the details about what is expected of each later on in the presentation.

As a result of the randomized design I won’t say that we could have some challenges in recruitment. Certainly, we will have practices and we’ve already had practices asking about well, what happens if I’m a control group why even bother? Well, you should bother and apply because you do have a chance to randomly assign to the intervention or treatment group.

Practice requirements -- again, I indicated we’re looking for small-to medium-sized practices which is upwards of about 20 physicians per practice. We are talking about nurse practitioners as well as physician assistants as well to the extent that the bill independently under Medicare.


Primary care practices include internal medicine, family and general practice as well as geriatricians. And we are looking to get at least 60 Medicare beneficiaries who rely on the practice for the majority of the plurality of their primary care. I won’t get - go into a lot of detail, but we do have an assignment algorithm so there is a way to look back at assigned beneficiaries to see which providers or which practices they receive the majority of their primary care.

I will talk in more detail in a bit, but a practice at the time of application does not to have implemented and be using EHR, but I’ll explain more as we talk about the payment incentive approach.

Incentive payments. There are two different and distinct incentive payments. I want to be clear this is not a grant program. There are no up front dollars nor is this s modification to the Medicare physician fee schedule. These are separate and distinct incentive payments that will be offered as part of the demonstration and there will be work involved in order to obtain the payments.

The first incentive payment is the health information technology incentive payment and this is say from the processes completion of what we call an office systems survey. This is used under the Medicare care performance demonstration that I mentioned and continue to be used with some modification for this demonstration.

There’s also a separate quality incentive payment and this is the key payment under this demonstration. This is where the reporting of measures relay a - 26 clinical measures related to diabetes, congestive heart failure, coronary artery disease and preventive services such as immunizations and cancer screens for high risk beneficiaries. A data collection tool has been developed and will be used for this demonstration as the same tool that’s being used for a couple other demonstrations.

Measurement of HIP Adoption. As I mentioned we’ll be using an office system survey. This is a (unintelligible) questions about the level of EHR implementation at the practice level and specific functionalities that are used by the practice and the delivery of their care.

I would note that intervention practices are practices that are randomly assigned to the intervention or treatment group will let the - complete the office system survey every year of the demonstration. The control group practices will only be asked to complete this survey after the end of years 2 and 5. And we will be paying a small fee for their trying and effort in completing that survey.


Practices must have implemented -- and this is a key requirement -- a C-chip certified -- which is certification commission for health information technology, certified EHR by the end of the second operational year of the demonstration in order to remain in the demonstration. I will talk a little bit more about the requirements in a bit.


Higher scores on the office system survey will result in higher payments. We’re currently developing a scoring methodology. So, based on the score of the office systems survey, that will translate into a specific payment.


Minimum Required EHR Functionalities. As I mentioned, by the end of the second year practices have to be utilizing NEHR in order to repeat payment. And what we’ve also asked is they be utilizing the EHR for specified core functionalities which include clinical documentation, patient notes, ordering of lab and diagnostic tests and the recording of those results and recording prescriptions.

Now, I would mention this is not full electronic prescribing. This is basically just recording that there is a prescription. What we’re thinking about is in terms of the scoring methodology for office systems survey if there’s direct communication with the pharmacy, if there’s drug interaction alerts, those functionalities would be considered more sophisticated and result in higher payments for the practice.
Charlotte Newman:
And for those of you who are following along, we are now on slide 39.

Debbie Vanhoven:
The next slide which is the payment by year. It’s going into some details of this, but to summarize year one there’s payment for the use of the health information technology. And this is what’s based on the office systems survey scores. So, again, for processes who upon initial application -- during that first if they’re ahead of the game and they’re actually using and EHR to support their practice for those specified core minimum functionalities, they will be paid based on their use of the EHR.

However, for those who have not implemented by that first year and are not - or are not using those core functionalities they will not be paid; however, they will remain in the demonstration because year two is when we are requiring that they actually have implemented and are using the C-chip EHR.

Year two we will also include a payment for reporting of the quality measures. This is not actual performance on the clinical quality measures, but just for reporting. And it’s really just to get the practices used to using the tool and submitting the measures to us. They will also get paid for the score on the office systems survey. Again at this point, in order to remain in the demonstration they will get a payment because that means that they will have implemented and met all requirements fro the EHR at that point in time.

There will be no payment for the (HRT) regardless unless the clinical quality measures are reported. And again, that’s to focus on the importance of the quality piece to this demonstration. It is not necessarily the EHR that we consider the EHR in and of itself a toll for improved quality.


Years three through five are the key years of the demonstration; this is when the practices will be paid based on the reporting and their performance on the specified 26 clinical quality measures. They will also be paid, again, throughout the five-year demonstration for their use of the EHR. There has to be a minimum quality performance in order to receive the payment for the EHR.

And a lot of the specifics about the clinical measures and the payment calculation are currently included on the Medicare Care Performance Demonstration Web site. We’re just still trying to get some information up on the EHR. But if you want a detailed background, a lot of what we’re doing under EHR will be very similar to the information that’s under the Medicare Care Performance Demonstration.

Charlotte Newman:
So those metrics will be listed on that...
Debbie Vanhoven:
They’re the same measures - same measures.
Charlotte Newman:
Okay.

Debbie Vanhoven:
Maximum potential payment, next slide, as you’ll see it’s rather generous. Over the five-year demonstration total payment could be as much as $58,000 per provider; we say physician but again, please keep in mind that most practitioners and physician assistants could be included.


This would be a maximum per practice over the five-year demonstration of $290,000 capped at five physicians. So the largest impact will obviously be at the smaller physician practice level. And that’s really where we’re really targeting the smaller practices. If we get more applications in we couldn’t use for the demonstration we will place priority on both the smaller practices as well as those newly adopting EHR.


Just to note the practices can spend the incentive payments any way they wish.


Site selection: we did, as I mentioned, just make an announcement that we selected 12 sites through a competitive process. We actually - sites, what we’re referring to as community partners who will assist us with outreach education and practice recruitment activity. And I’ll get - the next slide gets into a little bit more about the partners.


Phase 1 sites: Louisiana, Maryland and the District of Columbia combined. Multiple counties in Pennsylvania, multiple states in South Dakota. South Dakota has included bordering counties in Iowa, North Dakota and Minnesota.


We really wanted a strong - I’m sorry, let me go back to Phase 1 sites. We have four sites in Phase 1. The next slide continues with the sites identified for Phase 2. In thinking about which sites to put in Phase 1 versus 2 we really thought about the strength and how established the community partners were in these sites as well as, quite frankly, the geography and logistics of travel and resources and so forth.


But I think we have some good sites in Phase 1 and we can learn through the recruitment of practices in those sites as we proceed to implement Phase 2 sites one year later.


The community partners, as I mentioned, what we really were looking, at this is what dictated the site selection, we were looking for well established health information technology collaborations, multi-stakeholder collaboration. And we’re very pleased with what we got. We do have a number of RHIOs, Regional Health Information Organizations; we have a number of well-established HIT collaboratives whose true mission is to promote the widespread adoption of EHR.


We also have, and one thing that was critical to this process, was making sure that we had entities with good connections to the medical communities in the defined communities. We wanted medical societies; we wanted primary care professional organizations. And across the board we really had these entities as part of the community partnerships that we will directly be working with as we proceed in the coming months to educate practices and encourage that they apply for this demonstration.


The role of community partners also will be, quite frankly, to augment (CMS) staff in terms of our efforts for recruitment. One thing that the administration really wanted to do was to use the private and public efforts - really wanted to leverage efforts because the combined efforts of these entities efforts in the private sectors as well as what we’re doing under the demonstration to maximize the impact of this demonstration.

So that’s another - in looking at the sites that we have there are a number of major insurers that are either doing similar pay for performance type activities or EHR incentive-based activities or others in the commercial sector, other locally based healthcare plans, for example, who will either be doing the same thing or will even use some of our tools and measures to mimic what we in the demonstration are doing.


We’re looking for the community partners to help us get the word out by offering communication channels directly to the practices offering meeting space, mailings, newsletters, you name it to get the word out about the demonstration.


We will - beginning to recruit - we’re working with community partners, I should say, beginning over the summer for Phase 1 to develop recruitment strategies and then we’re going to execute these strategies starting later in the summer in conjunction with our partners. So we look to the fall for the actual provider practice recruitment to begin.


I would note that there is no funding provided to the community partners for their efforts but they’re certainly engaged and willing to help with this initiative.

Finally the implementation timeframe, as I mentioned, we’re hoping to recruit practices this fall for Phase 1 sites. The demonstration itself for the Phase 1 sites will begin June of next year, June of 2009 is our expectation. Prior to beginning the demonstration we will be having big kick-off meetings geared specifically to the participating practices, those practices identified as treatment practices for purposes of the demonstration to fully outline our expectations and to go into a to greater detail than what I’m doing here now.


Again, it’s a five-year initiative for the demonstration for Phase 1 will end in the spring of 2014. And with Phase 2, since it starts a year later, and will have a full five-year duration as well. That initiative will end in 2015.


And then the last slide, if you have any questions, (Jody Black), my colleague and I are both working on this but we’ve also added three new staff who will be involved with this demonstration. But please if you have questions we do have a resource box, it’s listed at the top of the slide, ehr, with no underscore, demo@cms.hhs.gov. I would ask that if you have questions to please try to send your questions to that email box so that we can adequately track the communication.


Thank you.

Charlotte Newman:
Thank you so much, Debbie. That’s wonderful information. You went through it very quickly.


(Angela), we’d like to go ahead and take this opportunity to open the lines now and take any calls from our partners. We have, again, representation here on EHR, we also have Mel Sanders and (Juliet) who presented the online tools earlier today - earlier this afternoon. And we also have (Walt) here to address any demi-post questions.


So, (Angela).

Coordinator:
Okay, thank you. We will now begin the question and answer session. To ask a question please press star 1, un-mute your phone and record your name. I do need your name to introduce your call. And then if you do have any - if your question is asked and you’d like to withdraw your question press star 2, one moment for the first question.


Our first question is from (Elaine Aikens). Go ahead (Elaine), your line is open.

(Elaine Aikens):
Thank you. My question - actually I have a couple but one is on Slide 19, the title is MPDPF Plan Detail Page Updates.

Charlotte Newman:
Okay, I guess that question would go to (Juliet) if it’s regarding the Medicare Prescription Drug Plan Finder.

(Elaine Aikens):
Okay. The question is: the pre-initial coverage level is that like when they have to pay a deductible?

(Juliet Surey):
For people - for dual eligibles they don’t have, you know, specifically a deductible so that’s why we don’t call it a deductible.

(Elaine Aikens):
Okay. So this would be if they put in their personal information and the system knows they are dual eligible?

(Juliet Surey):
Yeah, it could be done, you know, for the personal (unintelligible) even in the general search you can indicate that you do get assistance from Medicare or Medicaid and that would pull up the information as a full dual - full dual.

(Elaine Aikens):
Okay. And if, say if the plan has zero co-payments for generics would that be indicated?

(Juliet Surey):
Typically these plans that have zero dollar, you know, generics or whatever those benefits don’t start until after the deductible for a non-LIS person, non-LIS person.

(Elaine Aikens):
Okay.

(Juliet Surey):
So that’s why, during the pre-initial coverage level the person would still be responsible for, you know, the Part D mandated co-pay, the $2.25 for generics and $5.60 for brands.

(Elaine Aikens):
Okay. I guess in my, you know, it’ll just take me some time to understand this new feature and how it kind of - corresponding to what it was before.


My other question is: do we, for example, somebody comes in and we look up the drugs and find (PDP)s as well as (MAPD) plans. And then they want to know features of the (MAPD) plans; do we have to get out of that system, go into the health plan finder to find benefits that are the non-prescription drug benefits?

(Juliet Surey):
Well if you want to find out, I think, more information, more detailed information on the health benefits then it would be best to go to the (NOC) tool.

(Elaine Aikens):
Okay.

(Juliet Surey):
Maybe - well really, I guess, you know, it depends on the person but if you go to the (NOC) tool you do also have the opportunity to enter your drugs and then that’ll also take you to something that looks like the (MPDPF) and it provides all the information on the Part D benefits.

(Elaine Aikens):
Okay so your advice would be to start with the health plans first rather than start with the list of drugs?

(Juliet Surey):
If you know that they are looking to compare only (MAPD)s then that would make sense. But if they’re torn between (PDP)s and (MAPD)s then it’s probably best to go through the drugs tool.

(Elaine Aikens):
Okay.

Charlotte Newman:
Thanks, (Elaine).

(Elaine Aikens):
Okay, thank you.

Coordinator:
And our next question from (Angela Karasasso) from (L&A Ship). Go ahead (Angela), your line is open.

Charlotte Newman:
Hi, (Angela).

(Angela Karasso):
Hi. I still have a question on slide number 19; I want to make sure I understand this correctly. If one of my clients has the $2.25 and the $5.15 co-pay they’ll be paying that particular co-pay until they reach the regular deductible amount, which is $275 for this year?

(Juliet Surey):
No, as a full dual they wouldn’t have a deductible.

(Angela Karasso):
Right.

(Juliet Surey):
They would have to pay that co-pay until a non-LIS person or the full drug cost reaches a total of $275.

(Angela Karasso):
Okay so that was my other question; so this individual is paying $2.25 so let’s say - let’s make it a little easy and the drug costs $20. So is the $2.25 going into the non-LIS person’s deductible or is it the $20?

(Juliet Surey):
Twenty dollars.

(Angela Karasso):
Perfect. Thank you so much.

Charlotte Newman:
(Angela), we’ll take the next caller.

(Angela), do we have another question?


(Angela), do we have another question?

Charlotte Newman:
Are we still connected?

Coordinator:
I do apologize. I lost my (uplink). One moment and I’ll get that question for you.


The next question is from (Jeff) Coleman with Experion Systems. (Jeff), your line is open.

Kev Coleman:
Hi, this is Kev Coleman.

Charlotte Newman:
Hi, (Jeff).

Kev Coleman:
It’s actually Kev.

Charlotte Newman:
Oh, Kevin.

Kev Coleman:
I just have a very quick question; you’d mentioned earlier that there was an email address to which we could send a request for the slide?

Charlotte Newman:
Absolutely. For the slides for today’s presentation?

Kev Coleman:
Yes.

Charlotte Newman:
Yes, absolutely; nmtp - that’s National Medicare Training Program - nmtp@cms.hhs.gov. Now that went out with a reminder notice today and I know we were experiencing technical difficulties on our Web site today. But you can also find it on our audio conference training page on the Web site. They’re there listed with today’s June 17, 2008.

But (Dan Evans) is troubleshooting that resource box and he will forward them to you as soon as you send the email.

Kev Coleman:
Thank you so much for the help.

Charlotte Newman:
You’re welcome, Kevin. Did you have a question as well? Another question?

Kev Coleman:
Nope, that was the only question I had. Thank you.

Charlotte Newman:
Okay, thanks for your patience.

Kev Coleman:
Thank you.

Coordinator:
Okay, our next question they did not record their name but they are from zip code 19720. If you could please give us your name and your affiliation.

(Donna Murray):
This is (Donna Murray); I’m with the Delray Division of Substance Abuse and Mental Health.

Charlotte Newman:
Hi, (Donna). How can we answer your question?

(Donna Murray):
First of all I wanted to thank you for some of these new updates on the plan, I think will be very helpful especially that one on Page 19 because that - that really helps people that think they’re going to pay zero for their drugs even - because they’re extra help, they didn’t know they had an initial coverage period. So that’s where we ran into it.


My question is about the one that has to do with your current enrollment is in this plan and your future enrollment will be in another plan. If you’re going to be automatically enrolled because you’re extra help and your plan goes over a certain threshold...
Charlotte Newman:
Okay.

(Donna Murray):
...will that be showing up at the same time when they’re getting into their plan to pick a plan in the fall? You’ll see your current plan plus the one that that they’re going to be enrolled in?

(Juliet Surey):
Yes if it’s an (MBD) and it’s in their future enrollment. If they are assigned to that plan then it will come up.

(Donna Murray):
Okay so you could see both simultaneously?

(Juliet Surey):
Are you saying if they had signed up for one...
((Crosstalk))

(Donna Murray):
Say you’re currently in one plan and because your plan is now going to be over, you know, the limit you have on what the - you’ll pay, you know, because the price went up on that plan and you’ll be automatically enrolled in a new plan so that you won’t have to pay a...
(Juliet Surey):
Right.

(Donna Murray):
...premium, will you see the plan they’re in now so you can compare what drugs they’re getting and if they have any, you know, quantity limits, et cetera, with the new plan that they’re being put into?

(Juliet Surey):
Well it doesn’t get to that level of detail in terms of drugs...
(Donna Murray):
But you would still be able to read both plans. I mean if you’re helping them at the clinic...
(Juliet Surey):
Exactly.

(Donna Murray):
...you’ll be able to see both plans?

(Juliet Surey):
Right it’s a toggle function. I’m sorry, it’s not clear in our slide because we made these mock-ups prior to...
(Donna Murray):
Okay.

(Juliet Surey):
...the launch in May. But, yes, you would be able to toggle between a current enrollment and a future enrollment.

(Donna Murray):
Okay.

(Juliet Surey):
And in order to get, you know, the more specific information on drug costs and formulary coverage - they’d have to go back into the regular tool.

(Donna Murray):
Okay. One last question: will you also be able to see if in 2008 they were extra help and if that is still effective for 2009 or if you’re still waiting for information? Because last year we had people that were being helped, the plan finder was saying oh, you’re eligible for extra help but it was really based on old data and they - we ended up advising people not to the best of their advantage because they really weren’t extra help anymore.


So will there be like an expiration date on your extra help so you’ll know if it’s up to date or not?

(Juliet Surey):
I think in that case it’s probably best to go through the regular tool because the regular tool does also provide current and future enrollment information and it’ll clearly state the extra help indication for the current and then the extra help indication for the future. So that would be my recommendation.

(Donna Murray):
What’s the regular tool?

(Juliet Surey):
Going - like this enrollment...
(Donna Murray):
The general plan?

(Juliet Surey):
...verification tool...
(Donna Murray):
Yeah.

(Juliet Surey):
...is a separate - it’s not embedded - it’s not the regular link that you would go - so if you’re on Medicare.gov to go into our regular tools you would click on Medicare Prescription Drug Plan Finder or Medicare Health Plans, which is the Medicare option compare tool. So that’s what I mean by regular tools. So it’s best to go through there to see, you know, what the LIS status is for their current and future enrollment.

(Donna Murray):
And you’ll know whether it’s the current date just like you’ll know whether the plan is current or not?

(Juliet Surey):
Right.

(Donna Murray):
Okay. Thank you.

(Juliet Surey):
So, yeah, the enrollment verification tool is - you would get to it by clicking on a link that says Check Your Enrollment Status...
(Donna Murray):
Right.

(Juliet Surey):
...and that’s located on like the far right side of the (unintelligible).

(Donna Murray):
But if you’re checking it in November will it be telling you November of 2008 or will it be telling you what you’re expecting as of January 2009?

(Juliet Surey):
If you have an enrollment for 2009 it would provide the 2009 enrollment.

(Donna Murray):
Okay.

(Juliet Surey):
And it would say the effective date.

(Donna Murray):
Okay. Thank you.

(Juliet Surey):
Okay.

Charlotte Newman:
Thank you, (Donna). I guess we have time for one more question, (Angela).

Coordinator:
Okay, our next question is from (Ruth Spiteman) with Milford Senior Center. Go ahead, (Ruth).

(Ruth Spiteman):
Hi. If you’re working with a person who is getting their drugs and they do the mail order, which some of the companies do and there is a zero cost for those particular drugs, is there any way that we can help those people to know when they are going to fall into the gap?

(Juliet Surey):
Yeah, I think the best way to see that, you know, is by looking at the monthly - the bar chart that I had talked about on slide...
(Ruth Spiteman):
Unfortunately I couldn’t get the slides up, so...
(Juliet Surey):
Yeah, let me just point it out I guess quickly so that...
(Ruth Spiteman):
Okay.

(Juliet Surey):
If you’re able to get the slides later it’d be Slide 20.

(Ruth Spiteman):
Okay.

(Juliet Surey):
And, you know, unfortunately we can’t show that, you know, for all the plans at once but...
(Ruth Spiteman):
No.

(Juliet Surey):
...we can show obviously, you know, the best pricing. If you want to order it by the mail order then do that. And then once you click on that specific plan and scroll down to the bottom of the, you know, the Cost Details page...
(Ruth Spiteman):
Okay.

(Juliet Surey):
...and then, you know, once you expand the bar chart you can see kind of the, you know, what the cost would be across the year.

(Ruth Spiteman):
Okay.

(Juliet Surey):
And if you further expand it it’ll show you at which point, you know, for mail order pharmacies, the person falls into the coverage gap.

(Ruth Spiteman):
Okay, okay. I know that’s been one of the big questions that I’ve gotten when using the regular form that people would say, well, now, it shows me this for mail order but when am I going to fall in the gap.

(Juliet Surey):
Yep, we do show that.

(Ruth Spiteman):
Okay.

(Juliet Surey):
(Unintelligible).

(Ruth Spiteman):
Okay, thank you.

Charlotte Newman:
Thank you, (Ruth). I guess that ends our time for today. I apologize for anyone who wasn’t able to access the slides today; we did have some technical difficulties. If you still continue wanting these slides and would like to see them right now please feel free to send that, again, an email to our resource box at nmtp@cms.hhs.gov.

As usual if you know of anyone who hasn’t been able to participate on today’s call where we had extensive information about the EHR demonstration and also the enhancements to our online search tools we do have these calls recorded so within three days you’ll see them posted on the National Medicare Training Web site along with past calls so feel free to send anyone there who missed today’s call.

I’d like to thank all our presenters today for a wonderful presentation and thorough overview on all the topics for today. And hope you’ll join us again on next time - on our next call. Have a good day.

Coordinator:
This concludes today’s conference. Thank you for participating. You may disconnect at this time.

END
