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Poverty definitions

Poverty = the state of being poor or deficient in money or means of subsistence; absolute vs. relative poverty (Barker, 1995)

Absolute: there is no money available to take care of your family


Relative: just fall below threshold, can jockey money around
Poverty cycle = a pattern of living in which the children of poor families grow up to become poor and raise their own children to also become poor; generational poverty vs. situational poverty (Barker, 1995)

Poverty line = a measure of the amount of money a government or society believes is necessary for a person to live at a minimum level of subsistence or standard of living  (Barker, 1995)

Poverty threshold = the poverty line established by the U.S. Office of Management and Budget (OMB) that is used to help determine eligibility for social welfare programs

Persistent poverty = a rating of counties by the U.S. Department of Agriculture, Economic Research Service, based on 30 years of census reports (1970, 1980, 1990, and 2000) showing that 20% or more of the county population lived below the poverty threshold 

Poverty has been linked to


Limited job opportunities


Inadequate education, housing



Illiterate rate: just under 40% in Claiborne County


Mental illness and/or substance abuse


Developmental and/or physical disabilities


Inadequate diet, health care


Chronic health problems

State poverty rates: KY 17.2%, TN 15.8%, VA 9.9%

East TN counties in persistent poverty: Campbell, Claiborne, Cocke, Hancock, Scott

Key points to remember


Generational poverty and situational poverty are different

Generational: the hope is gone, very hard to get out of poverty unless you leave your family

Situational: things go bad

Schools, businesses, clinics, and agencies operate from middle-class norms and use hidden rules of middle class
People move out of poverty because it is too painful to stay and they have a different vision or goal, a key relationship with mentor, or a special talent or skill that leads to an opportunity

What may seem workable from a middle class point of view may be impossible given the resources available to those in poverty.

Assumptions made about a person’s intelligence and approaches to health care may relate to their understanding of hidden rules.

It is very hard to change their habits.


Develop plans to help in the long run.
Negotiation and choices related to health care may improve the person’s ability to stick to an intervention plan.

If people like you, they will work with you.  You don’t have to love them, but you have to like them on company time.

People want to see their children and family members succeed in improving their health.           

Income maintenance programs

Means tested

Funded by Federal and State governments

Women, Infants, and Children (WIC)

Single mother with child under 5, can make up to $25,000/year
Families First is Tennessee’s Temporary Assistance to Needy Families (TANF)


60 month lifelong limit

Food Stamps

Gross $1517, net $1167 = $323 worth of food stamps


Covers only food products; must be listed as grocery

Part-time students may be eligible for more if child under 5; if full time and child has reached 12 years old, they are cut in half
Barriers to health care access

Survey of 81 low-income parents in Hamblen County regarding their experiences with their children’s primary care and specialty care providers (Eddington, 2007)

Transportation issues—no public transportation; distance was 17 miles for primary care and 40 miles for specialty care providers; travel time 20 minutes to an hour

Main problem in the county
Appointment times—hours of clinic operation meant had to take time off work and take child from school; waiting several weeks for appointments, especially with specialty care
Health maintenance programs

Medicare Parts A, B, C, and D

A: hospital, hospice


B: office visits, durable medical care


C: health care costs that are outside the Medicare system


D: prescriptions; call the pharmacy; what is on the list can change rapidly
TennCare (Tennessee’s Medicaid Program)—Categorically Needy and Medically Needy
Eligibility requirements were changed: some mental illnesses, long term substance abuse


Cover Tennessee: help the uninsurable
TENNderCare

Provide medical coverage for all children up to 21

Lecture 2a: Physician Assistant Practice in the US (Hobbs)

January 26, 2009

Main points
PA’s are not Physicians. 

PA’s are not seeking to supplant Physicians.

PA’s can not practice medicine without Physicians.

PA’s are trained in a medical model.

PA’s can aid Physicians in expanding care and improving practice environments.

Statistics


Average age of graduation 30.6


Male:female ratio 1:3


Used to be second career, now more younger


54% have worked in healthcare before


Only 1.3% had also applied to med school

Initial certification is the PANCE.

Licensure


CPA is the licensing body.

A PA can be certified and have a license but is not able to practice medicine unless they have also registered their supervising physician with the board.

Scope of practice

A PA should only perform duties that they have received training to perform.

A PA should not perform duties they have not been delegated, are not within their established protocols or are against state law. (Fluoroscopy in TN)

A Physician should not delegate to a PA duties he/she has not received training in or are a part of their routine area of specialty.

PA duties

Take medical histories

Perform physical examinations

Order and interpret diagnostic studies

Develop and implement treatment plans

Prescribe medications

Perform procedures

Assist in surgeries

Coordinate patient care with other specialties

Provide patient education and counseling

Protocols

Protocols can be bought for specific disciplines and modified as needed at any time.

May typically include the latest versions of certain texts 

Should have available on site at all times.

Good idea to document, update discussions of the protocols from time to time.

Prescriptive practice

May be delegated to include all dangerous drugs and Schedule II-V.

Specific exclusions and limitations can apply.

The PA must still obtain the appropriate additional permits, i.e. DEA number, register with Pharmacy Board.
What cannot be delegated

Radiologic exams

Committals for psychiatric treatment

Primary surgical duties

PA’s can be sued. They do carry malpractice insurance with similar limits as physicians.

Most work in group, single specialty. They are geared for more primary care.

PA services are reimbursable. Must fill out similar forms. Applies to all outpatient, inpatient, long-term care facilities, and operative duties.
Differences from a nurse practitioner

NP’s are RN’s that have received additional specialized training in nursing practice.

Pending the state, they may operate independently, in collaboration or supervised by a Physician, performing duties in much the same manner as a Physician.

Otherwise, there are more similarities than differences…. for the most part.

Lecture 2b: Allied Health Programs (Teitelbaum)
January 26, 2009

Nurse practitioner
Definition: “a registered nurse with advanced academic and clinical experience, which enables him or her to diagnose and manage most common and many chronic illnesses, either independently or as part of a health care team”

According to the National Sample Survey of Registered Nurses in March 2000, there were an estimated 102,829 nurse practitioners; 14,643 of these NPs also were prepared as clinical nurse specialists.3 It is also estimated that 30,000 nurse practitioners provide primary care in the United States.4 The average salary for a nurse practitioner in 2004 was $73, 235.5 
Education
5 areas of concentration

Acute care, Family, pediatric, adult, psychiatric primary care.

Curriculum

3 year program leading to a Master’s Degree

50-54 credit curriculum 

Preceptorship program
Relationship to physicians
State by State: 22 states allow independent practice; some require supervision by DO, some “collaboration”, some no collaboration

Practice under a “protocol”

A new trend, retail clinics, may provide nurse practitioners with independent practice. Maryland, Minnesota, Tennessee, Texas and other states recently opened such clinics, which are designed to offer quick and more cost-effective health care for common illnesses.
Prescriptive authority
All of the states allow NPs to prescribe drugs to some extent, but this varies from state to state.19 The states differ on the schedule and amount an NP is allowed to prescribe. Of issue is whether the NP is independently prescribing or is prescribing in collaboration with a physician. Only 5 states Alaska, Montana, New Hampshire, New Mexico, Vermont, give NPs complete prescriptive authority, including that of controlled substances. In addition, five more states, including Iowa, Maine, Oregon, Utah, and Washington, allow independent prescribing of medications, including controlled substances, by nurse practitioners with some limitations. All of the other states give NPs collaborative authority to prescribe. 

Tennessee: All prescriptions must show collaborating physician's name 

Lecture 3: Global Health

January 26, 2009

I. Spending money doesn't make diseases go away.

II. Because Big Pharma has made a living by developing small chemically driven molecules, they were slow to move into biology as the scientific driver of R&D.

III. Pharmaceuticals don't cure - they ameliorate symptoms.

IV. Progress has been made in better disease management and people are living longer.

Preventative medicine will end up reducing costs.
V. There are no perfect healthcare systems now in place.

VI. Virtually all healthcare systems have become inefficient and are on the verge of economic collapse - countries discussed are the UK, Germany, Singapore, Canada and Brazil.
Singapore has the most MRIs and CT scans per capita than any other country.

Germany is outsourcing surgery.

Brazilian children die early, with the most common cause being burns from fires.
VII. Healthcare a right guaranteed by government or a personal responsibility?

VIII. Some key issues for the US to consider before embarking upon a massive reform of the current system.

We don’t need more programs. We need to work on the ones we have.
IX. Potential Consequences.

X. Summary
Starting a Medical Practice (Rothenberg)

February 9, 2009

Practice start-up checklist


Tasks that are necessary to start own medical practice


Find advisors early on

Where do you see the practice going, think larger, bringing people into practice: think about the name of the practice

Federal and state ID numbers

Location of practice: close to competition, hospital, outskirts

Phone number published on time, phone service

Lab requirements identified, Clea, waiver certificate for certain procedures

Insurance coverage, worker’s comp to protect you if staff get hurts, not necessarily for you

BOP: protect you when someone gets hurt when it is beyond your control

Applications for a variety of associations

Equipment needed

Medical records system: paper or electronic, difficult to switch between the two in an established practice

Can staff bill and collect, or do you want a billing service to do it (5% spread); many specific requirements for staff, office space, etc.

Coding for services

Fee schedule: how much are you going to charge, usually use Medicare fee schedule to help determine fees; always have to bill more than what you expect them to pay, they won’t tell you if they will pay you more, that’s why you have to go higher than expected

Personnel policy manual

Communication with patients

Tax strategy memo

What type of entity are you going to practice in: private practice, S-corporation, LLC, etc.

S-corp: distributions and salary, everything is subject to Medicare tax, do not work in TN because of no income tax (hall tax)

In TN, recommend an LLC

Budget


Categories of expenses


Healthy ratios


Proforma: projected earnings before you start making money


Need a line of credit until you can live on the earnings, may take awhile

Medicare has allowed physicians to make charges for 30 days before get credentials

Floor plan


Major implications on the success of your practice

Don’t want a lot of wasted time and energy going in between patients; must be efficient

All the exam rooms are together, doctor’s offices are off to the side

Patient information brochure: all the information that the patients may need, website

Newspaper announcements


Want an ad that is mostly white, not a lot of writing in it so it will stand out

Marketing plan for new physicians


Set up in a monthly sequence of what to do

Tax tips for medical and dental practice


Different philosophies: want someone with the same as you


Basic rule is to try to use the business to your advantage


Have an automobile that is run through the practice


Promotion and advertising are similar; make known donations


Travel: visit other practices where you are going

Business assets: stuff that needs to be there

Insurance: some is deductible and some are not

Publications you are reading

Retirement plan: advisors to help setting them up, a lot of latitude if in solo practice

Equipment corporation: tax-saving idea


Can get rent on equipment


Avoid Medicare tax, malpractice suits


May have to pay a sales tax in some states, ownership of minors

Description of office manager


More for a small practice; larger ones may need an administrator


Runs the office but is also a worker within the practice to keep things moving

What are you going to pay your staff: relative value chart


Receptionist is the place you start.

Use electronic medical records when you start.

Report card for the business


Monthly provider report

Comparative aspect within the practice, where can pick up time to see more patients

Don’t code everything the same

Average charge per office visit

NSCHBC statistics

FP should average about $500,000

Largest single expense in a practice will be personnel

62% overhead is the average for primary care

Number one complaint: poor communication with their staff

Think of it as a restaurant; it is a hospitality business

Billing and Coding (Smith)

February 9, 2009

General Billing Information

The Codes 
CPT: here’s what I did today

Numerical codes

Arranged according to service type

HCPCS- Alpha prefix codes

Such as J codes: drug codes
ICD-9: here’s why I did it

Modifiers: modifies CPT codes
22

24

25

51

59

Medical Coding

Transforms services/procedures/ supplies/drugs into CPT codes

Transforms diagnosis and procedures into ICD-9 codes
ICD-9-CM

Classification system

Explains why service was provided

Changes diagnoses into codes

Diabetes becomes 250.XX
Codes do not affect the rate of reimbursement
Why Codes?

Computers understand numbers

Specific descriptions attached to 
each code

Communication that is both effective and efficient

CPT-4

Developed by the AMA in 1966

Five-digit codes

Updated in November for use January 1, must use the codes for that year
Who maintains CPT? 

The CPT Editorial Panel is responsible for maintaining the CPT code set. 

This panel is authorized by the AMA Board of Trustees to revise, update, or modify CPT codes, descriptors, rules and guidelines. 

The Panel is comprised of 17 members. Of these, 11 are physicians nominated by the National Medical Specialty Societies and approved by the AMA Board of Trustees. 

One of the 11 is reserved for expertise in performance measurement.   

How Long Does It Take? 5 years!

CPT Information
CPT codes are updated annually and effective for use on January 1 of each year. 

The AMA prepares each annual update so that the new CPT books are available in the fall of each year preceding their effective date to allow for implementation.

Examples of Types of CPT Codes

Medical

Surgical

Diagnostic services

Anesthesia, etc.

SIX CPT Sections (like chapters)

Evaluation & Management (E/M): office visit code
Anesthesia

Surgery

Radiology

Pathology & Laboratory

Medicine

General Billing Information

The coding and patient demographic information is sent to the insurance carrier via a claim form

HCFA 1500

CMS 1500:  private, group; Medicare part B
UB-92

UB-04: hospital; Medicare part A

How does this information make it from the encounter to the claim form?

Fee ticket

Encounter form

Superbill

Router

The provider should always be the one that marks the appropriate services performed. The person who marks the services to be billed is the individual liable for the charges billed.
Billing Chain
Practice manager/administrator/CFO ( billing manager in a large practice, billing staff in smaller practices ( charge entry staff: usually the check out person ( nursing staff and provider of service ( encounter with the patient 
Claim Submission

Claims are sent to an insurance carrier in a variety of ways:

Electronic 

Preferred method

Insurance carriers prefer

Payments received faster

Paper

Becoming an obsolete method

Certain providers fall as an exception

Electronic claims

Through clearinghouse

Directly to insurance carrier

Claim “scrubbers”

Validate information sent to carrier

Systems must correctly interface

Can be the cause of claim denials

Electronic claims are sent in batches to specified carriers

Claim turnaround time for payment and/or denials

Electronic- 14 days or less

Paper- up to 30 days

Clean claims

No errors

Patient information is matches the carrier’s information

CPT and ICD information is appropriately linked

Claim Processing

Once the claim is received at carrier:

Processed through “edits” system

May cause automatic denials

After passing the edits phase, the claim will either be:

Processed for electronic payment

Manually processed for payment

Denied and returned to the provider

Once the claim is processed, an Explanation of Benefits (EOB) is sent to the provider/practice

The EOB contains the following information:

The patient

Date of service

Procedure code paid or denied

Amount practice/doctor charged 
Amount carrier allowed

Patient responsibility

Denial reasons

The EOB will indicate to the practice whether the service(s) has been paid or denied

Claims that have multiple services on them may have some services paid- but others denied

Denials

Huge expense to a physician’s practice

Must be worked

Must be worked in a timely manner

Time researching

Time reprocessing

Write-offs

Typically the carrier is of no help resolving denial issues

Insurance Provider Representatives
Never bill lower than Medicare.
Valora Gurganious
February 9, 2009

Potential impact on a medical practice in the future

Medicare will emerge as single largest payer in the healthcare market; already most influential on rates, standards of care

Declining economy will increase participation in Medicaid

Less time spent per patient

Wait lists for certain specialist services

Less innovation

Higher percentage of employed physicians versus private practice

Types of Employment Structures
Solo private practice

Able to exercise independence and maximum control of lifestyle, work pace, earnings, expenses, practice style and environment

24/7 call coverage for all of your patients; could mean daily rounds

Higher up-front expenses, personally-guaranteed

More challenging to be competitive with diversified group practices, that may offer more ancillary services, equipment, sub-specialists in-ouse

Less favorable managed-care contracts

Less favorable purchasing contracts

Group private practice

Moderate control of management of practice, earnings, overhead, work load

Pre-scheduled, shared call coverage for the practice

Moderate “buy-in” expense or vesting

Opportunity to sub-specialize, have resources to support specialty practice

Overhead could be high, source of conflict

More favorable managed care contracts and purchasing

Employed/industry
Less control of management of practice, earnings, overhead, work load
Pre-scheduled mandatory call coverage for the practice
No “buy-in”, no ownership of the assets of the practice
Possibility of sub-specializing with employer’s support
Possible built-in referral source within employer’s “network”
Most favorable managed care contracts and purchasing
Malpractice issues

Most common is claims made coverage
Coownership potential – about 3 years to get into the practice
Need a personal policy manual
Good office set up
Communication with patients
Run an announcement that is mostly white to make your ad stand out
In most employment contracts, there is a restrictive covenant/liquidated damages provision. This puts a restriction on where you can work and for how long of period of time if you were to leave that practice. You can also include a buyout in the contract.
