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IN RECENT years, the medical community,
government officials, and the general
public have focused increasing concern on
physician reimbursement. The immediate
cause for the heightened concern is that
the growth rate in expenditures for
physicians' services has far outpaced the
growth rate of the general economy. As a
result, we spend a larger share of income
each year for physicians' services..

A related concern is that these expenditures
are not necessarily spent effectively.
Greenspan et al, for example, concluded that
20% of implantation of permanent pacemakers
was not indicated and that 36% was only
possibly indicated. Similarly, Chassin et al
judged unnecessary 17% of coronary
angiograms and upper gastrointestinal
endoscopies and 32% of carotid
endarterectomies...




Societies differ in how they pay for
physicians' services. Under a market
exchange system, government has an interest
in containing cost inflation and ensuring
access to high-quality and cost-effective
health care. Price, along with other policy
instruments, may be an effective means of
achieving these objectives. Method and rates
of payment constitute economic incentives
under which physicians make clinical
decisions, choose specialties, and determine
practice locations, although the exact degree
of influence remains largely unknown owing
to lack of adequate empirical evidence.
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Hsaio WC et al. Resource-based relative values:
An overview. JAMA 260: 2347-2353, 1988




Resource-Based Relative Value Scale
(RBRVS)

* Prior to 1992 Medicare payments based upon
charges — “Reasonable and customary”

* In 1992 Medicare established a standardized
physician payment schedule based on a
resource-based relative value scale (RBRVS).

— Payments for services are determined by the
resource costs needed to provide them.

— Three components: physician work, practice
expense and professional liability insurance.

Resource-Based Relative Value Scale
(RBRVYS)

 December 1985 - The Harvard National RBRVS
Study is initiated.

» September 1988 - Harvard submits Phase | of the
RBRVS Final Report to the Health Care
Financing Administration (HCFA).

 December 1989 - Omnibus Budget o
Reconciliation Act of 1989, enactln%aghysmlan
payment schedule based on an RBRVS.

* November 1991 - Initial Meeting of the _
,(ARI\/[IJA(\:/)SpeuaIty Society RVS Update Committee

o January 1992 - The Medicare RBRVS is
implemented.

 May 1992 - The RUC considers the first relative
value recommendation from a specialty society.
HCFA accepts this recommendation.




Resource-Based Relative Value Scale
(RBRVS)

« AMA provides expert assistance to
CMS

e Built around two basic ideas:
— CPT
— RVU

« AMA manages the process by which
both CPT and RVU recommendations
are made to CMS.

Current Procedural Terminology (CPT)

« “listing of descriptive terms and identifying
codes for reporting medical services and
procedures performed by physicians”

« “provide a uniform language that will
accurately describe medical, surgical and
diagnostic services, and will thereby
provide an effective means for reliable
communication”

Current Procedural Terminology — cpt 2005 Professional Edition. 4t Edition.
Chicago, lllinois. AMA Press, 2004




Physicians’ Current
Procedural Terminology (CPT)

» Established 1966 by the AMA
» Spans every conceivable procedure,
operation, test, patient encounter

— Supplemented by 5 digit alphanumerical
HCPCS (Healthcare Common Procedure Coding
System) codes

 Updated annually by AMA CPT Editorial Panel

» 5-digit codes necessary, but may not be
sufficient for payment

AMA CPT Editorial Panel

e« CPT is maintained by the AMA CPT Editorial
Panel.

— 17 member panel is authorized to revise,
update, or modify CPT.

— 13 of the seats are nominated by the AMA
* Includes a member with expertise in performance

measurement and two members of the CPT
HCPAC.

— Remaining seats are nominated by the Blue
Cross and Blue Shield Association, America’s
Health Insurance Plans, the Centers for
Medicare and Medicaid Services and the
American Hospital Association.

— Advisory Committee to the CPT Editorial Panel
— 1l representative from each of the 122
specialty societies seated in the AMA House of
Delegates.




AMA CPT Editorial Panel

» Codes updated annually to reflect current
medical practice.

- Addition/deletion of codes and revisions in
procedure description

The CPT/RUC Health Care Professionals
Advisory Committee (HCPAC)

« HCPAC allows participation of limited license
practitioners and allied health professionals in
the CPT/RUC process.

— 11 organizations seated on HCPAC

— Represent physician assistants, chiropractors,
nurses, occupational therapists, optometrists,
physical therapists, podiatrists, psychologists,
audiologists, speech pathologists, social workers and
registered dieticians.

 Responsible for developing codes and relative
value recommendations for codes reported by
non-MD/DO professionals.




Relative Value Unit (RVU)

A unit of measure to compare physician
work

Based on elements of time, intensity,
technical skill/physical effort, mental
effort/judgment and stress

Comparison relative to other patient care
activities

Theoretically equalizes physician work
independent of payment

Medicare Fee-For-Service Reimbursement
Financial Components of CPT Code Payments

Conversion Factor

Total Relative

For Budget Neutrality

Physician Work Practice Expense

RVU x GPCI

Malpractice

RVU x GPCI" RVU x GPCI"

*Geographic Practice Cost Index




AMA RVS Update Committee (RUC)

e A 31 member committee recommends RVU
values for CPT Codes to CMS.

— 21 members appointed by medical specialty
societies

* Includes those recognized by the American
Board of Medical Specialties, those with a
large percentage of physicians in patient care,
and those that account for high percentages of
Medicare expenditures.

— 4 seats rotate on a 2-year basis

* 1 seat reserved for a primary care
representative, 2 reserved for an internal
medicine subspecialty and the remaining seat
IS open to any other specialty society no
already a member

— 6 seats - RUC Chair, Co-Chair of the RUC
HCPAC Review Board, representatives of
AMA and AOA, Chair of the Practice Expense
Subcommittee and CPT Editorial Panel.

AMA RVS Update Committee (RUC)

* Advisory Committee to the RUC

— Consists of 1 representative from each of the
122 specialty societies seated in the AMA
House of Delegates




Changing/Adding/Valuing A CPT Code:

The Process

RVU
CPT

itori Update
Editorial | cod !
Panel Apporo‘\e/m Committe
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Established
€|Recommendations CMS Reimbursement

Contracting

Medicare
Physician

Fee
Schedule

Third

Party
Fee

Schedules

Changing/Adding/Valuing A CPT Code:
The Timing for 2014 Medicare Payment

Schedule
The CPT Process The RUC Process
Deadline for |CPT LOI Sent to |Society Survey RUC
Submission of |Meeting [Specialty = |Recommendations |Meeting
CPT Societies Due to AMARUC
Proposals Due to
AMA
March 7,2012 | May 17-19, | June 22,2012 | September 11,2012 | October 4-
2012 7,2012
July 18,2012 | October 11-| November 2, January 8, 2013 Jan 31-Feb
13,2012 2012 3,2013*
November 7, 2012 | February 7- | February 22, April 2, 2013 April 25-
9, 2013* 2013 28,2013
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Proposing a CPT code?
Questions and Paperwork

*Performed by large numbers of physicians? Who
*New service? Clinical efficacy well established?

*5 articles articles in US, peer-reviewed
journals

*How currently reported? Why inadequate?
*Bundled with anything? An E/M same day?

*Representative vignette

*Describes the typical patient who would receive the
procedure(s)/service(s).

*What diagnoses? Volume estimates (total and
Medicare)

*What Category?

CPT Categories

o Category | CPT Codes
— Describe procedures and services with 5-digit code
and descriptors, intended for common practice by
many physicians nationally

o Category Il CPT Codes — Performance
Measurement

— Optional performance measurement tracking codes
intended to reduce the need for chart abstraction

« Category Ill CPT Codes — Emerging Technology
— Temporary set of tracking codes for new and for
emerging technology, intended to facilitate data
collection

11



The RUC Process
Steps 1-3

e Step 1: The CPT Editorial Panel’s decisions
transmitted to the RUC

» Step 2: Specialty society indicates level of
interest in developing arelative value
recommendation.

» Step 3: AMA distributes survey instruments for
specialty societies.
— Required to survey at least 30 practicing physicians.
— 10to 20 services act as reference points.

— Surveyed physicians asked to evaluate the work
involved in the new/revised code relative to these
reference points.

Survey Request

Thank you for agreeing to participate in the survey. The American College of Chest

Physicians (ACCP) represented bK Burt Lesnick, MD, FCCP and the Américan Thoracic

Society (ATS) represented by Kathrin Nicolacakis, MD, FCCP are advisors representlnlg )

()/ulmonar medicine at the American Medical Association (AMA) Specialty Society Relative
alue Update Committee (RUC).

ACCP and ATS are asking you to complete a separate RUC survey on 94060 Bronchodilator
Responsiveness and a separate survey that includes four new PFT codes for lung volumes,
airway resistance and diffusing capacity, 940X1-940X4. Note that we have deleted 10 PFT
codes and replaced with four new codes for PFTSJ_)erfo_rmed by plethlysmo%raphly, gas
dilution and oscillometry and an add-on code for diffusing capacity. These bundled PFT
codes resulted from theanalysis of pulmonologists reporting to Medicare four or five codes
to measure Iun? volumes, aifway resistance and diffusing capacity that included duplication
of pre- and post-service time 8e, 25-30 minutes each for pre-service time, eg, greeting the
patient and an additional 25-30 minutes each after completing the test), and multiple ~
su%plles, eg, mouthpieces. With advances in tech.nology, there are economies that will be
?Vll entdupon cohmpletlon of the surveys. Completing thése surveys for the five codes should
ake under one hour.

The surveys need to be completed by March 15, 2011. Your individual response to the 6
questions’is needed. Click on the links below to go to the two surv_eYs. [ sugngest that you
start with 94060 since all the questions are basically the same. It will make the survey with
the four new codes, 940X1-940X4 easier for you to Complete.

94060 https://www.surveymonkey.com/s/ING3TMT6

940X1-940X4 https://www.surveymonkey.com/s/WQGGHDX

If clicking on the links doesn’t work, please coPy the links above to access the )
SurveyMonkey survey through your browser. If you have any questions while completlng
the survey, do not hesitate to call Diane Krier-Morrow, MBA,” MPH, CCS-P, ACCP and AT
consultant staff at 847-677-9464 or email me at dkriermorr@aol.com and she can talk you
through the survey questions in 5-10 minutes.
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Survey

FOR YOUR IMMEDIATE ATTENTION AND REPLY

Date: March 3, 2011
To: Pulmonary Colleagues

From:
Burt Lesnick, MD, FGGP, ACCP RUC Advisor

Kathrin Nicolacakis, MO, FCCP, ATS RUC Advisor

No mention of reimbursement

Subject: Survay for Evaletion of Wissezing via Bronchodilalon Spircemely

ACCP and ATS whose physicen members evaloale wheaing heve elecled (o parliopals ina suvey of hei memberships (o evehele e physican sork ekilive vale wils
(RVAr's)as part of the Medbcare phvsician fee schedule

Tha AMA Spacially Socisty RVS Upaate Committes (RUC) has baen charged with making physician work relatve value recommendations 1o CMS for codes under review, The
RUG uses a standardized survey instrument that we normally cannot aiter to compare reviewed codes with established codes. and then amives at the number of “work relative value
units” (RVUs) relative to the RVU of other CPT codes

W ane now asking you 1o assist us by comphebng e KU suney [or pliysician work 100 94090 being renewed Without adequate data, we will be unable to make e
recommendations 1o the RUC.

Since the Medicare Fee Schedule IS a "elative value™ Scale System, it 1S important tat you make your jdgments about the work RWU for the code for Bronchodilation
responsivensss, spirometry as in 24010, pre- and post-bronchodilator administration, based on companizons to work RVUs for other procedures. We have isted appropriate codes
and thedr cument work RV ina Rederence Table contained in the sunvey for you to ise

The following information is contained in this survey:

Survey

A finuncinl ownership interest in an organization™ of 5% or more?
e

e

A financial ownership interest in an ization™ which il ially™ o your income?

e

e

(rmership of stack aptione in an arganization™?

COl exclusions

A position as proprigtor, ditector, imunsging partner, o key smployes in an sgunization™ 7

) Yes

¥ He

Serve @5 a comsulanl, iescarcher, expen wilness (excluding professional Ifability wstimony), speaker or writer for an organization™, whene payment contributed misterially ™ o your incorme?

J Ve

e
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Survey!

The American Medical Association/Specialty Society RVS Update Committee

PHYSICIAN WORK RVS Update Survey

Surveyed CPT Code: 24060
Global Period: }0XX Imaging and Diagnostic
CPT Code Descriptor:

94060 Bionchodilabion responsiveness, spiromelry as in 34010, pre- and post-bronchodilator adminisirabon (Report bronchodilator supply separaicly wath 99070 or appropaaie
sipply code) (For profonged exercise test for bronchospasm with pre- and post-spiromstry, use 346240)

Typical Patient$ervice:
A 50 yearold with & Rstory of chronic ahstctive bronchifis and emphysema is seen on & subsequent oUEpaTent visit for increasing shomness of bresth @
vignette
TYRICAL PATIENT

Is your eypical patient for this procedure similar 1o the rypical patient described above? ty p i C al ?

J Yes

Survey

Typical Paticnt! Service:

B Billyean ol wilh 2 higlory of chionic obsiicive bionchilis aml emphyseone is s on asabsegquent oolpationt visit b inciesssing shoimess ol busalh.

44060 Selecwed Reference Service |

Reference Service List for Bronchodilator Spirometry 94060 Pick a reference service
Cade Uezeriptar ;[:;; Glabal
3810 Spillllll.l:ll"' mcluding graphic record, tolal and timed viial copacily, expiralory low rale measurementis). with o witheut masimal whatary 017 o

wntilation

Y06 Sacking and tobecto use cessation ling isil. mleimediate. gicater than 3 minutes ug 6 10 minutes 024 0X
U4530 Choygen uptake. expired gas analysis: rest and exerise. direct. simple 026 KX
G424 Pulmonary rehabilaation, including exarcise (includas menitaring), one hour, per §éssion, up 10 two Sessions per day L C Y
Q23Te Recpmiatdry Mow viluive 1G0g 031 X

Office or sther autpatient visit for the svaluation and 7 of an esteblched potient, which requires ot least 2 of these J compenents: 2

99212 problem fecused history, 8 problem focused examinstion; straightforvard medicsl decision making. Ususlly the presenting problemis) are seif |0.48 00
lirnitact ar minar. Physicians typically spand 10 minutes face-da-ace with tha patient and/cr famiby

Pulmonary siress testing, simple (eg, E-minute walk teel. prolenged exercize teet for bronchozpesm with pre and post spromety and

Me20 044 o
wametry)

HEED Continuous positie sinvay pressure venlilation [CPAR) initistion and managemant 07E

95803 Actigraphy testing, recording, analysis, interpretation. and repod (minimum of 72 hours to 14 consecutive days of recording) 080 N

Office o other oulpatient visit for the evaluation and managenent of an estabbehed patient. which requires ot least 2 of these 3 key




Survey

I 2 }: How much of your own time is required per patient undergoing CPT 94060 Bronchodilator Spirometry for each of the following steps in patient care refated to this procedure 7 The entire
survey should be based on your TYPICAL patient as described below. Indicate your time (in minutes). Refer to definitions of pre-, intra-, and post-service work. Please only enter a numeric
value for pre., Inra., and postsenvice work for 34060,

0ED i i pie y B3 in 010, pre- wnd post i inisiration (Reporl i wpply with 9070 or inte supply code) (For
prolonged exercise tost fior bron hospasm with pre. and post-spirometry, wse 34620)

Iypical Fatient'Service: A B0 year old with a history of chronic obstructive bronchitis and is se9n on a subs tpatient visit bor i ing shertness of breath.

Precervice dme (in minutee):

Britra-service time [in mintes) State yO ur tl me...

Paze Sarvics tima (in minutes):

I 3 } For the surveyed CPT 34060 Bronchodilator Spirometry and for the selected reference service you chose, rate the AVERAGE pre-, intra- and postservice complexityiniensity on a scale of
1 10 5§ {click on drop down box and select ane: 1 = low; 3 = medium; 5 = high). Please base your rankings on the universe of codes your specialty pediorms.

Plezse be sure to maximize your scresn and scrolf to the far right in order to view all answers.

Ha0 ...an d yO ur e Cock: o S40RD
Presservice time - o -
P — = perception of =
Postservice e v complexity v

Survey

{ 4a )Hnllllll Fllart anad shaclgrnent

Please be sure to maximize your screen and scroll 1o the far dght in order o view all answers,

94060

The range of possible disgnoses selin ~ -

menagement options that must be M e n t al

considarad

Tha ameurt and sz camplasity of ™ Effo rt/\] U d g m ent 5

medizal records. diagnostic tests ar
ather infermation that must ba analyzed

kg

[ 4b ] Technical Skill'Physical EforPlease be sure o mavimize your screen and scroll 1o the far right In order to view all answers.

4080 Ealocted Rafarance Code for B9080
Technical skill required ]

Fhiysical affod ieguired : TeCh n ical S ki I IS/

v
(4 ) Peychological Swess
Plegse be sure to maximize your screen and scroll 1o the far right in order 1o view all answers.
Bd0&0 Selocted Reference Code for S4080
The rizk of signicant complications, w “
morbidity. and/or medality StI’ESS
Qutcome decends on skill and judgment - b
of physician
Estimated rish of malpractice st with = 3

15



Survey

mrrcoeass (FERY IMPORTAMNT =r=resseerx

[ G ) Based o ypour ieview of sl pisvious e s, phase provide your Esimate work RV (1o the hundiedth decinal pomit) foi CPT code 94060 Bionchadilator Spiraiety thinking of your
“typleal patiant,” nat tha saslast or mast difficule patiant you mast racantly traatad. Far axampla, it CPT 33060 invalvas the sama amaunt of physiclan work ac the raferanca sarvices you chasss,
you would assign the seme work RV, IF 34060 irvolves hall as much (or twice ai much] work o3 e selected rebenenoe service, you would coloulate and axsign @ work RVU volus that & half as
much [of baice as much) as the work RVU of the reference service. This mlnadolng’ amampes 1o sat the work RVU of the Sur\ll,ld service “relative™ to the work RVU of a comparable and
established reference service. Note that the physician werk (RVW) should be provided with two numbers 1o the right of the decimal peint.

24060 Bronchodilation responsiveness, spirometry as in 34010, pre- and post-bronchodilater administration (Repon bronchodilator supply separately with 3070 or appropriate supply code) (For
prolonged axercise restlor b h with pre. and pastapi use JAE20)

Typical Patient/Service: A 60year-old with a history of chronic obstructive bronchitis and is seenon a i tp wigit for increasing shortness of breath.

4050 KWW

AUDITIONAL COMMENTS: HOW many RVUS do
you think it’s worth?

On behalf of your colleagues from the American College of Chest Physicians and the American Thoracic Scciely, thank you for taking the ime lo
complete this survey.

[(=<Prev] [ Click her: to submit angwers = |

Practice Expense Component of the
RBRVS

* PE accounts for an average of 44.8% of the total
relative value for each service.

 Data used to calculate:

— Indirect practice costs
* Non-clinical staff
» Overhead
— Direct practice expenses
* Clinical labor
» Supplies
* Equipment
— Malpractice

16



RUC Process
Steps 4-8

Step 4: The specialty RVS committees review the
results, and prepare recommendations to the RUC.

Step 5: Recommendations presented to the RUC by the
The Specialty Advisors.

Step 6: The RUC evaluates specialty society’s
recommendation and accepts it (by 2/3 majority), refer
it back to the specialty society, or modify it before
submitting it to CMS.

Step 7: The RUC’s recommendations are forwarded to
CMS in May and reviewed by CMS Medical Officers and
Contractor Medical Directors.

Step 8: The Medicare Physician Payment Schedule,
including CMS’s review of the RUC recommendations,
is published late Fall.

Controversies

17



Noerr-Pennington Doctrine

« Allows all persons to exercise their right to

petition the government free from potential
antitrust liability.

— Allows competitors to engage in joint petitions to the
government and to ask the government to mandate or
authorize activities that would ordinarily violate
federal antitrust laws.

Based on 3 United States Supreme Court
decisions
» Eastern Railroad Presidents Conference v.
Noerr Motor Freight Inc.
» United Mine Workers v. Pennington
 California Motor Transport Co. v. Trucking
Unlimited

RUC activities are arequest for government
action therefore not price fixing.

Washington Post: “How a Secretive Panel Uses Data that Distorts
Doctors’ Pay” (7/21/13)

Real life times inconsistent with RVU service times

— “the AMA’s estimates of the time involved in many
procedures are exaggerated, sometimes by as much as 100
percent”

— More likely to raise estimates of work despite
productivity/technology advances

AMA and specialty societies have too much influence
over physician pay.

— The AMA/medical societies, not government, develop the raw

data for analysis

— Estimated costs - $7 million in time and expense annually.

— Raw data comes from doctors providing the procedure
CMS ill equipped to oversee process — insufficient
manpower

— AMA not considered advisory committee - not subject to the
Federal Advisory Committee Act

Meetings are secret and confidential
Skews toward specialists and away from primary care

http://www.washingtonpost.com/business/economy/how-a-secretive-panel-uses-data-that-
distorts-doctors-pay/2013/07/20/eel134e3a-eda8-11e2-9008-61e94a7ea20d_story.html
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How You Can Get
Involved?

 Understand the process

e Suggest new CPT codes

* Respond to e-mail queries
e Participate in surveys

« Participate in your professional
societies

Outpatient New Visit
(99203)

« Work RVU 1.42
 Expense RVU 0.60
 Malpractice RvU  0.13
» Total RVU: 2.15

e Conversion factor = $35.82
 Medicare reimbursement = $77

19



The RVU system
and physician
specialty choice

Revenue
Discussion

Richard Sobieray
Associate Executive Director

Faculty Group Practice Administration
The Ohio State University Wexner Medical Center
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Categories of Revenue

e Patient Service Revenue

— Gross Patient Service Revenue (GPSR)
vs. Net Patient Service Revenue (NPSR)

— Patient Service Revenue Payment
Methodologies

— Other Patient Service Revenue
 Other Revenue
« Academic Revenue

— Research

— Teaching

Patient Service Revenue

» Today, patient service revenue is mostly about
price and volume versus negotiated contract
rates.

« Tomorrow, patient service revenue will become
more value based (price and outcomes).

» Gross Patient Service Revenue (GPSR)

— The total amount of charges that result from
the provision of health care services to
patients.

— Your charge per service times # of services
provided.

— “Sticker Price”

21



Patient Service Revenue

* Net Patient Service Revenue (NPSR)

— The amount of patient revenue that is
collectable as cash after reducing
charges to contractual rates and other
deductions such as bad debt, charity
care and insurer denials.

— GPSR times write-off %

— “Actual Payments” or “Cash Inflows”

Patient Service Revenue

Today, it’s essentially Price X Volume.

When analyzing this you must understand volume
at the macro and micro-levels:

— What is happening to my overall volume?

— CPT mix, including potential shifts in services
or coding patterns

— Provider capacity, including effect of ramp ups
and shifts in provider schedules

— Provider productivity expectations
For payment rates (Price) you must understand:
— Who is paying you and what they will pay you?

22



Payment Methodologies

* Medicare
— Funded through tax and premium dollars.

— Physician fee schedule determined
annually based upon RVU assignments to
CPT codes and conversion factor.

— Traditional versus Managed Care
— Non-negotiable.

— Some pay for performance beginning to
take shape (i.e. Medical Homes).

Payment Methodologies

 Medicaid
— Funded with state and federal dollars.
— For low income people.

— Fee schedule determined similarly to
Medicare except the ultimate payment
rates are determined by state budget
constraints.

— Traditional versus Managed Care
— Non-negotiable

23



Payment Methodologies

Commercial

Funded through premium dollars.

Generally employer-based, however exchanges
are beginning to change the landscape.

Fee schedule typically negotiated as a % of
Medicare.

It is important to be as diligent on contract
language as you are on rates.

Negotiable

Some pay for performance beginning to take
shape (i.e. Medical Homes).

Payment Methodologies

High
OCapitation
(%))
4 OBundIed
c Payment
S Co-Management
(CJ)U and Shared
o OMedicaI savings
g Home
D('l'._i o Pay for
Performance
Low | Fee for Service
Low Provider Financial Risk High
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Expense
Discussion

Categories of Expenses

Expenses = “Cash Outflows”
Expenses fall into two categories:
— Provider expenses
» Salaries and Benefits
» Malpractice
» Travel and CME
— Overhead expenses
« Staff salaries and benefits
» Supplies and pharmaceuticals
» Space and Utilities
* Purchased Services
» Corporate Allocations
* Amortization and Depreciation
* Interest
» Other

25



How are Provider Resources Spent?

. Staff Other
Provider Expenses Expenses Expenses

Margins are
generally
very small

# L111803166 . .
R 12 camie o W = G

b il S —— j
== s 5 NP RLANE TS S e

Provider Expenses: Overhead Expenses:

* 40% - 80% * 20% - 60%

« Benchmark using MGMA Cost  « Benchmark using MGMA
Survey or RVU split as Cost Survey or RVU split
determined by CMS (WRVU as determined by CMS
and malRVU) (peRVU)

Improving Financial
Performance




Improving Financial
Performance

To improve the operating results, one can either
increase revenues, decrease expenses, or both.

* One can increase revenue either by growing
volume or increasing revenue per unit (payment
rate)

»Difficult to increase volume in the short run

»Under the new payer landscape, _
opportunities are also limited with increasing
revenue per unit unless its found in the
provider coding patterns

= Expense control has become the new norm for
improving profitability in the short run
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