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Disclosures & ODbjectives

Nothing to disclose

Objectives: Participants will learn

How ASA is working nationally and in the states to address current
challenges

Key trends facing the specialty in the marketplace, legislative, and
regulatory arenas

ASA's increased focus on delivering value for members
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Special "Thank you" to

ASA Director & Alternate Director

N Timothy N. Beeson, MD
Director, Georgia Society
of Anesthesiologists

Matthew Klopman, MD, FASA
Alternate Director,

Georgia Society of
Anesthesiologists

ASA Past Presidents Anesthesiologists of Note
1999 — John B. Neeld, Jr., MD, FACA Michelle Au, MD, Georgia State Senator
1970 — John E. Steinhaus, MD, FACA

1965 — Perry P. Volpitto, MD Steve Sween, MD, FASA
Former ASA Speaker of the HOD

ASA Committee Chair

Grant C. Lynde, MD, MBA, Chair,
Committee on Quality Management & Departmental Administration



Special "Thank you" to...

State Component Officers

Julius Hamilton, MD, President

Keith Johnson, MD, FASA, President-Elect
Korrin Scott Ford, MD, FASA, Vice President
Rachel Steckelberg, MD, Secretary/Treasurer
Jennifer Scaljon, MD, Immediate Past President




We are ASA: Leaders In Patient Safety

Mission: Advancing the practice Strategic Pillars

and securing the future Advocacy

o _ _ Quality & Practice Advancement
Vision: A world leader improving

health through innovation in Educational Resources
quality and safety Member Growth & Experience
Leadership &

Values: Patient safety, physician- Prc.)fes.s.|ona?| Development
led care and scientific discovery Scientific Discovery

Financial Performance and
Operational Excellence
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Georgia Society 5-Year Member Count Trend
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ASA Focus: Strengthen State Component Engagement

Focused attention to strengthen relationships with components -
Component and Intersociety Relations department

Improved data sharing and access
Toolkit and resource library for components

Open Forums for component leadership and staff on relevant topics
such as:

Membership Renewal and Recruitment
Resident and Early Career Engagement
Diversity, equity and inclusion issues

48 State Components participate in Unified Dues Billing Program
for 2023



ASA Tools for Support! State Component
Member Recruitment & Renewal Aids

Themes and messaging reinforce ASA+YOU membership campaign,
highlighting ASA & state components partnership for every career stage:

Visit asaha.org ben

Recruitment/renewal postcards

Communications calendar with ASA's outreach efforts
Data to identify/target potential & renewing members
Customizable email templates

ASA+YOU

ASA . Yo U Help driv the future of snesthesiology.

ASA+YOU

Build your network and your future
. A’ 3
vl o
Pl s
- A 2
\! ¥
\
\ y A
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New Early Career Membership Program

Targets graduating residents and fellows

Offers simplified no-fuss, highly discounted, three-year membership in
ASA

Wealth of educational and professional development resources designed
for the newly minted anesthesiologist
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Why Contribute? Our Dollars Make a Real Difference

The power of unity and combined resources!

ASA PAC Important at the federal and state level
A

*xkkk American Society of Anesthesiologists® Powerful tool in ASA's Advocacy for:

— Economically sound practices

— Patient safety and quality of care

— Physician-led, team-based care

—  Scientific discovery

— Support for the next generation of anesthesiologists
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ASAPAC Activity by Georgia Members
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ASAPAC’s Fiscal Year 2022 national average participation rate is 4.1%

(Fiscal Year 2022 is October 1, 2021 — September 30, 2022)
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ASAPAC’s Fiscal Year 2021 national average contribution is $367.12.
(Fiscal Year 2022 is October 1, 2021 — September 30, 2022)
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FY 2021 Residency Programs at 100%

Cleveland Clinic Florida Baylor Scott and W hite
Mount Sinal Lahey Clinic
Tulane University University of Colorado

Medical College of Wisconsin
Mayo Clinic Arizona

As a reminder, ASAPAC Fiscal Year 2022 began on October 1, 2021, and
ends on September 30, 2022. Encourage your colleagues today to achieve
100% ASAPAC Participation! Once you believe your residency program has
reached 100%, contact ASAPAC at ASAPAC@asahq.org to confirm.
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https://asapac.asahq.org/home.aspx

ASAPAC Is #1 for 2021

American Society Of Anesthesiologists PAC $2,411,905
American Association of Orthopaedic Surgeons $1,829,948
American Dental Association $1,560,000 _ _
American College of Emergency Physicians PAC $869,635 Am crl Can_ Med | Cal
American College of Dermatology PAC (SKINPAC) $752,000 AS SEETEHE

: 5 | $1,617,198.05
American Academy of Ophthalmology $657,521
American Association of Oral Maxillofacial Surgeons $381,087
American Academy of Family Physicians $345,438

American College of Cardiology $345,019
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Key Advocacy Initiatives

— State Advocacy

7

* Medicare Supervision Rule "opt-outs

— Federal Advocacy
* REDI act

il

*  Medicare payment >’ 1 | i
- SafeVACare e

« Surprise Medical Bills

o No Surprises Act Implementation
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2022 State Advocacy Activity

Nurse anesthetist physician supervision initiatives (10)

APRN Compact (2)

State society medical title misappropriation initiatives (5)

State society anesthesiologist assistant licensure initiatives (4)

AA practice / supervision ratio modifications (2)



Medicare Supervision Opt-Outs

Medicare Supervision Rule

Trump-era waiver expires at end of Public Health Emergency (PHE)
Potential subject of rule-making

ASA has initiated discussions with HHS and CMS
Office of the HHS Secretary
Office of the CMS Administrator

State Opt-out Risks

20



ASA Support for State Advocacy

ASA partnership with state components
— ASA financial support

— In-kind support
- Strateqgic
* Professional legal
- Legislative
« (Grassroot
« Public Relations and Communications

21
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Medicare Payment

- Two Separate Problems

asahqg.org




Medicare Conversion Factor — With and Without Inflation
Adjustments and Commercial Anesthesia Conversion Factor
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Medicare Cuts for 2022

— Congressional action reduced
cuts from -9.75% to -2.75%

— Relief only for 2022

—  Cuts “turn back on”
January 1, 2023

Projected
Cuts Prior to

S.610, Protecting Medicare
and American Farmers from

Congressional Sequester Cuts Act
Action
Phase 1 Phase 2 Cuts | Phase 3 Cuts
Cut
Time period Jan-Dec ure April-June July-Dec
2022 Jan—March 2022 2022
2022
Medicare
Physician -0.75%
Conversion (Jan—-Dec 2022)
Factor (CF)
Medicare 0% -1% -2%

Sequestration

PAYGO 4%
Sequestration

0%
(Jan—Dec 2022)

~ TOTAL Cuts -9.75%  -075% @ -1.75% -2.75%
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Medicare Payment System

2022 LEGISLATIVE CONFERENCE

— Congress needs to act to prevent
the 9% cut effective January 1,
2023.

— Congress is urged to hold
hearings to identify
reforms...inclusion of a Medicare
fee schedule annual inflation
adjustment and significant
reforms to the “budget neutrality”
requirement should be among
the first reforms considered and
advanced.

IS Broken

American Society of

‘l An&s‘lheslolngi sts’

Medicare Payments for Physician Services are Broken
Reforms are Needed to Stabilize the Medicare Physician Payment System

ISSUE

The Medicare physician payrment systemn is broken and represents a threat to the viability of many physician practices. Cuts to
Medicare physician payments can cause harm to patient access. especially in underserved communities, will drive increases
in ecanomically inefficiant cost-shifting in the health care marketplace, and ol Illrubehl will decrease the availability of some
anesthesiclogy servioes.

BACKGROUND

As aresult of Co r|g|! sional and regulatory actions, Medicare payments now lack any
basis in the actual cost of providing services and are drastically insufficient.
Mecarding ta the M:dl:al\ePaynmnlesnyC‘arnmlssiDnIM:dPACﬂ.mmllM:dmar!
physician payment rates, on average, represent approximately B0R6 of commercial

payment rates. However, there is significant variability amang rates for different
physician specialties with same specialties’ Medicare rates far less than the MedPAC
average. Medicare rates for anesthesia services represent less than a third of
commercial i far the ices, acconding 1o a recent study
by the Govemment hncmntah lity Office (GAD).
Commencial insurar payment rates have histonically been tied ta negatiation with
payer, relevant bacal-market forces, and the actual cast of physician professional services. In contrast, Medicars rates ane
determined by statutes and regulation. For example:
*  Depending on whais being paid, Medicare payment a5 a percentage of the cost of providing the sarvice is highly variable.
The American Hospital Association (AHA) reports that haspitals receive, an average, B4 cents for every dollar of care defivered
for Medicare recipients. By comparizan, anesthesiology payments ane now an unscceptably small fraction of the actual cost to
pravide the professional service, Tar less than what hospitals and other physician specialties receive.
= Annual uj p-dzn.e s to the Medu:aml' rmulas used for setting payments for physicians, alang with sequester and
pay-g0 requiremen Ls, consis isterithy result in payment freezes or reductions.
o Apel 1. 2022, marked the start of a Medicare physician payment cwt of 86
& Effective July 1, 2022, payments will be cut by 2%.
o January 1, 2023, the cut will increass to 9%.

+ Unlike other parts of the Medicare payment system, Congress has included no inflation adjustment or ather mechanism in
the M:dcamphysician payrnent fermula to reflect the inereasing costs of providing services. Adjusted for inflatian, Medicars

payments in anesthesiologists are about half of what they were in 19801

+ Undera “Hunger Games™type mechanism built into the physician payment farmuls knewn as “budget neutrality” the Center
fon Mcdu:ar:and Medicaid Services {CMS5] decisions to increase payments for certain Medicare services are paid for byml
o other services. As a result of these and other policies, Medicare rates have consis! l:nl:ly undervalued physicians” services,

The prablem is increasing in severity. Rates are unsustainable for many practices — espacially within anesthesislogy.

REQUESTS
»  Congress needs o act to prevent the 5% cut effective January 1, 2023,

. Cﬂgﬂhmpd 1o hold hearings to identify refarms to the Medicare payment

patients, supports timely actess to care, and allows physicians o maintain sustainable practices
mwnmmmmma.mmnmmmnmmmm
ad and =ignificant reforms to the “budget neutrality” requirement should be amang the first reforms
and advanced,

SO Armarican s« Schasmtuurg, L G737 [AT) BE3-S5B - P (R47) HZE-0050 3085 Wit St MU + S 4000+ Winthirageon, DT 30008 S105) 3061321  Fa {205) 37 1-5084
mashg.org
L vy
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ASA Joined with Medicare Reform Coalitions

AMA Medicare Reform Workgroup — medical specialty groups and state
medical organizations

Surgical Care Coalition — American College of Surgeons (ACS)
and nation’s surgical organizations

VS. primary care organizations
Policy development

Focus group — messaging
Public engagement
Congressional engagement

27



33% Problem

— Medicare payments for
anesthesia services are less

than one-third of commercial S
payments
— MEDPAC report that on average Srestalty
Medicare payments for other Services
medical specialties are 75-80%
of commercial insurance
payment rates
Anesthesia
Services
“Workarounds”
— Subsidies to Practices 80% 33%

of Commercial of Commercia

_— Com merCIaI Insurance Payor Rates Payor Rates



ASA Efforts to Fix 33% Problem

' b4

— 1995 16% Increase
— 2000 1.6% increase
— 2005 23% increase

—  Next ?7? _
. . 1995 The Building The Regression

*  Committee on Economics 1992 The Abt Study of  Block Analysis Model led to a
reviewing alternatives Shift to RBRVS Anesthesiology led to a 1.6% “iieincrease
. - ’ led to 29% Work Relative increase
including RURAL decrease in Values led to a
PASSTHROUGH (RPT) payment rates 16% Increase

* Funded study underway
to examine anesthesia asahq.org/advocating-for-you/payment-progress/medicare-
payment rates of other payment-reform

federal payers
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59 Choose /A

“Federal Supremacy”

Initiative Federal Supremacy: Overview

) U.S. Department

) of Veterans Affairs
>

* Authority to practice in any
state, regardless of state

their VA health care specialty in any State, irrespective of the State license they hold.

« VArecently affirmed, through regulation, our authority to allow VA Health Care Professionals to practice

+ In the same regulatory action, we affirmed our authority to develop National Standards of Practice.

I Iicense. « Historically, VA has established similar rights/standards in Directives, and through regulations governing

APRNSs and the provision of care via telehealth.

* VA authority to determine
professional’s practice

+ VA has had positive interactions with State boards in implementing past similar actions.

+ Several factors drive a need to formally establish national standards of practice at this time, so that:

VA has the ability VA Clinicians are VA can maximize
to move our health able to practice implementation of
care professionals across state lines, the Electronic
seamlessly while performing Health Record
throughout our duties as a VA (EHR) with Dept.

“ FO r m a I i Ze N a ti 0 n a I organization to employee, without of Defense (DoD),

support the fear of state i et

Standards of Practice into “cymiry acton. | GTTAGHGES

VA has the agility to
provide support in
disaster and times
of national crises,
and further VA's 4
mission.

Fo rma I VH A Di re ctive s’ ’ : formalize National Standards of Practice into Formal VHA Directives

completed negotiations with the States and other stakeholders

Which will be submitted to the Unions for collective bargaining as appropriate, after we'vg

Briefing Slide Deck, July 2021

U.S. Department ot Veterar S, upremacy Initiative,

31




VA Lobbying Campaign

Congressional

Allies
U.S. Department

of Veterans Affairs

VA

Veterans
&
SEITITES

Veteran
Orgs

T I ARSYA
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Congressional Allies

H.R.7048, Protect Lifesaving
Anesthesia Care for Veterans Act
of 2022

— Pronhibits the VA “from modifying
its policy relating to anesthesia
care in a manner that would
provide any medical professional
other than a physician
anesthesiologist with full practice
authority for the furnishment of
anesthesia care to veterans...”

— 22 cosponsors

... And, the AMA

Rep. David Scott (D-GA-13™)
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Congressional Letters and Calls to VA

“...I remain concerned about
any VA policies that would
weaken protections that
ensure patients have access
to proven, safe, physician-led
anesthesia care.”

Congress of the TUnited States
House of Representatives
Washington, DE 205315-4331

May 18, 2022

Secretary Denss R. McDonough
U.S. Department of Veterans Affairs
810 Vermont Ave. NW
Washington, DC 20420

Dear Secretary McDonough:

I share vour support for the safest, hughest quality of care in our nation’s VA hospitals. Veterans

have ecamed and deserve the same standards found in our nation’s top public and private hospitals.

With these 1ssues m mind, I remam concemed about any VA polictes that would weaken protections
that ensure patients have access to proven, safe, physictan-led anesthesia care. VA patients have
complex medical conditions that often pose a heightened nsk of complications during surgery that
mandates the imnvolvement of a skilled physician anesthesiologist.

I request a personal meeting with you m the very near future to discuss this important matter. Its

essential that our nation's Veterans receve the safest, lughest quality anesthesia care possible,

Respectfully,

Member of Congress




VA Anesthesiologists

“We are writing for a fourth
time to invoke “Stop the Line”
and urge your immediate
consideration of our concerns
about a VA anesthesia policy
that places our Veteran
patients at risk.

- Over 250 VA Anesthesiologists invoke
VA “Stop the Line for Patient Safety”
employee whistleblower program.
1/19/2022

January 19, 2022

The Hongrable Denis R McDonough
Secretary

Department of Veterans Affairs
801 Vermont Avenue

Washington, D.C., 20402

Dear Secretary McDonough:

We are writing for a fourth time to invoke “Stop the Line” and urge your immediate
consideration of our concerns about a VA anesthesia policy that places our Veteran patients at risk. We
renew our request to mest with you to discuss this critical policy.

Cur request to meet with you is urgent, as we have just learned that the new VA National 5tandards of
Practice for CRNAs may allow for Licensed Independent Practice of all CRNAs practicing in the VA,
regardless of 5tate licensing and regulaticns, when it is published. This model of nurse-only anesthesia
care has already been debated and rejected by the WA in 2018-17 during the Obama-Biden
Administration. It has alzo been rejected by the top-rated civilian hospitals in the United States. IfWA
considers moving to this anesthesia care model under the VA Federal Supremacy Project, the VA
National 5tandard of Practice would be lower than those required in 46 states representing over 96% of
our nation's population. A Natienal Standard of Practice which lowers the standard of care, will put
Veterans' health and lives at risk.

We believe that lowering the anesthesia standard of care for Veterans is a risky selution in search of a
problem that doesn’t exist. The data show there is no shortage of VA Anesthesiclogists, nor are there
access problems for VA anesthesia care. It is unfair for our nation’s Veterans to needlessly receive a
lower standard of care than that provided to nearly all LL5. civilians.

In 2013, VA put in place a critically important whistleblower program: "Stop the Line for Patient Safety”.
VA touted this program by saying, “Stop the Line for Patient Safety” supports the WA's Blueprint for
Excellence by encouraging proactive, personalized, patient-driven care in an environment that makes
‘Veteran and employee safety and well-being a priority."” In 2018, VA told employees, “Stop the Line® is a
WVA-wide initiative that empowers VHA employees to speak up immediately if they see risk to patient
safety.._It's everyone's responsibility to ensure patient safety.”

Cwer one-third (>350) of all V& Anesthesiclogists, including Chiefs of Anesthesiclogy, leading
researchers, educators, and academics in the field of anesthesia, have invoked “Stop the Line for Patient
Safety” on three previous cccasions in the |ast two years, and each time their concerns have been
ignored and gone unanswered. On behalf of our Veterans, we once again invoke “Stop the Line for
Patient Safety” and request an urgent meeting with you, Secretary McDonough, to discuss our serious
cencerns regarding this proposed VA policy change, which could needlessly put Veterans® health and
lives at risk.

If WA's “Stop the Line" process is not respected when over one-third of all its anesthesiolegists had the
courage to come forward and invoke this whistleblower policy, then it would be hard to imagine how
other VA employees, regardless of their patient safety concerns, would be willing to risk their careers to
speak up on behalf of Veterans® patient safety. Also, if VA policies are based on what is best for




Veterans and Their Families

Don’t let
Washington
bureaucrats put
Veterans’

politics with
Veterans'’ lives.|

lives at risk.

Don’t Veterans deserve the same
quality of care as the rest of us?
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Take Action: Go to SafeVACare.org

PROTECT *
SAFE VA CARE

Urge Legislators to Tell VA
Bureaucrats to Stop Risking
Veterans’ Lives

Please tell the U.S. Department of Veterans Affairs (VA) it's wrong to put
Veteran'’ lives at risk by proposing to replace highly trained physician
anesthesiologists with nurses in surgery. Surgery is inherently
dangerous, and VA's proposal threatens the lives of Veterans by
eliminating physician anesthesiologists from the surgical team, replacing
them with nurse anesthetists and denying Veterans’ access to the
highest quality anesthesia care.

VA's proposal unfairly lowers the quality of care for those who served

Laws in nearly every state and the policies of the nation’s top hospitals
and health systems require the involvement of a physician in anesthesia
care to ensure the safety and best outcomes for patients. The physician-
led anesthesia model also is preferred by nine out of 10 surgeons. VA has
relied upon this model for decades and Veterans in VA hospitals deserve

nothing less than high-quality care.

our country and deserve the same high standard of care as all Americans.

Take Action Background Information Sign Up

Act now!
First Name Last Name
Address Email

Subject

Tell VA To Protect Safe Care for Veterans

Message
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No Surprises Act

Jan 2022

Balance Billing prohibited
IDR Process

GFE, beginning in Jan. 2023

: American Society of
" Anesthesiologists’

asahqg.org



The Widening Gap

— Current commercial
conversion factors:
 Mean $85.23
* Median $78.00

—  Medicare:
- $21.56

- $11.09 adjusted for
inflation

* Now a 25% problem

Percent
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2.0+
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2021 Managed Care Contracts ($/unit)
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No Surprises Act Implementation

Flawed implementation

ASA engagement
Litigation- TMA, AMA/AHA. ASA/ACEP/ACR
Documenting issues
Further engaging HHS/CMS/CCIIO
Engaging new House leadership for 2023
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ASA Urges DoJd to Take Action

“...writes to express its concerns
with the conduct of UnitedHealth
Group (“UHG”) that is terminating
participating provider agreements
with anesthesia practices across the
country at a high rate...

“We respectfully request that the
Antitrust Division of the Department
of Justice (“the Division” or “DOJ”
conduct a thorough investigation of
this conduct...”

Oectober 7, 2021

Richard Powers, Esq.

Acting Assistant Attorney General

Antitrust Division UL.S. Department of Justice
Robert F. Kennedy Department of Justice Building
050 Pennsylvania Avenue, N.W.

Washington, DC 20530-0001

Dear Acting Assistant Attorney General Powers:

On behalf of our over 54,600 members, the American Society of Anesthesiologists (“ASA”™) writes to
express ils concerns with the conduct of UnitedHealth Group (“UHG™) that is terminating participating
provider agreements with anesthesia practices across the country at a high rate with exclusionary intent
and consequences.

We respectfully request that the Antitrust Division of the Department of Justice (“the Division™ or
“D0J7) conduct a thorough investigation of this conduct because UHG’s actions have harmed
competition for anesthesia services by forcing otherwise willing anesthesia practices to be out of
network for patients. UL 1 ly integrated and has the ability and incentive to leverage its
UnitedHealthcare (“UHC™) subsidiary’s status as a health insurer, including to favor UHGs healthcare
provider subsidiary Optum and its employed anesthesiologists unfairly. UHG's conduct results in
higher out-of-pocket costs for patients due to UHC’s higher cost sharing requirements for patients who
are treated by out-of-network anesthesiologists and reduced numbers of in-network anesthesiologists for
patients to access. UHC also operates as a third-party administrator (“TPA™) for employer sponsored
health plans. Through the guise of a “Shared Savings” program, UHG has a perverse incentive to
reduce the number of in-network anesthesiologists to increase UHG's profits, while increasing the fees
and overall costs passed on to employers. Additionally, anesthesiologists have been harmed by being
foreclosed from access to UHG s members, particularly in areas around the country where UHG™s
members represent a substantial share of commercially insured patients, which anesthesiologists need to
cess 10 remain economically In many instances, the agreements anesthesiologists have had
1 UHC have been in place for several years and have been mutually beneficial such that their sudden
termination makes no economic sense, especially with anesthesia payment rate inflators often lagging
UHG's premium cost increase trends. UHG’s conduct can only be explained by a desire to inflict
anticompetitive harm.

Background on Anesthesiologists

Anesthesiologists are physicians who specialize in anesthesia care, pain management, and critical care

medicine. Anesthesiologists evaluate, monitor, and supervise patient care before, during, and after
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Key Problems

Insurers gaming their median in-network rates (QPA)
Offering unreasonably low rates to force physicians through the IDR process

Broken IDR process

IDR entities seem overwhelmed and not able to process disputed claims in a timely
fashion
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United HealthCare Services, Inc. —
GREENSBORO SERVICE CENTER STO - PRA J Uniwdﬂmlﬂlcare'

gﬁ?ﬁc’é’%ﬁ'ﬁ UT 84180-0555 PROVIDER
R REMITTANCE ADVICE

PAYMENT DATE: 02/02/22
TIN:

Insurer Median (50t percentile) QPA
nrealistically Low: Forces Small Community
Practice into IDR Process

» United median QPA amount - $418.50
* FAIR Health median amount - $1605.52

PATIEN T (ORI Y EITTRR),
SUBSCRIBER ID: =T, SUBSCRIBER NAME:  (EEERENNND CLAIM DATE: ot!:z-ouln CLAIM NUMBER: =TT
REND PROV ID: (== 2aemc ] REND PROV: Err=——n DATE RECEIVED: o 2 PRODUCT: CHOYC+
== DRG WEIGHT CLAIM CHARGE |  CLM ADJ AMT GRPCD | CLMAD) | CLAIM PAYMENTY PATIENT
PATIENT CONTROL | PATEENT ID |AUTH/REF NUMBER| DRG RG AR CLM AD) TIEw
$334 50 $83.70
LINECTRL® | DATESOF | SUB ADI | MOD | REV CLM | PAYMENT | QPAAMOUNT | REMARK/
SERVICE | PROD/ | PROD/ ADJ AMOUNT NOTES
sves | sve RSN
oD co
- oﬁ- 060 A 2 $334 50 $41050 |CL NB3O
o
242
L oo $334.80

PAYMENT OF BENEFITS HAS BEEN MADE IN ACCORDANCE WITH THE TERMS OF THE MANAGED CARE SYSTEM.
This claim has been identified as a surprise bill. Additional information is at the end of this statement.

| TOTALPAVABLE TOPROVRER| N |

NOTES
Pl242 PAYER INITIATED REDUCTIONS - SERVICES NOT PROVIDED BY NETWORK/PRIMARY CARE PROVIDERS .

] mesus




Communication from
Overwhelmed IDRE

IDRE
acknowledges
errors in tracking
which claims are
pending for which
Initiating party

To:
Ce:

From:
Sent:

sutrect: [

Hello,

Vs is on hold due to insufficient information from the non-negotiating party which would
be

For [ the CMs portal had the following information provided for us
iating Party
Non-nitiatng arty [

Dwring our phone call, it was my understanding you were pointing out the discrepancy of two different
disputes _wem being addressed simultaneously in the letter which only _

belonged to you. You also wanted to update the primary contact information.

The [ is being redacted from belonging to you. Please disregard D -
will be the only one in question. Which had the original contact information listed.

After speaking with you, the following information fnr_can be confirmed:

+ nitiating Party:

o [

+ NMNon-Initiating Party:

[+
« Patient |
[=]

# Primary Contact:

o
o
o
« Secondary Contact:
o

[+ ]
[+ ]

| will reach out to CMS to find out if a case is on hold, which [JJJJllis. would payment be requested
since CMS5 needs to investigate the discrepancy of information provided b'.r—




Hi team,
The following is an update to our initial claim submission to the Federal IDR.

e 117 claims were submitted on April 27. These were claims for procedures performed on the first 30 days of January. Each claim had to be manually entered, they
were checked multiple times for accuracy.

¢ On May 2 we received notification that || NN I wou'd be our arbitrator

¢ On May 3 we received an email from It our dispute is ineligible because we submitted April service dates (this is not possible as we have not even
submitted claims for much of April and certainly not disputed any)

¢  When we contacted [l Il we were directed to the NSA Help Desk. The Help Desk was very polite but not did not have any information.

e  We asked Il Il if we could review our submission again and demonstrate no April dates of service. [JJJjJl} did not offer any guidance on how/if this could be
accomplished. We were told that “no one really knows what they are doing and it is a learning curve for all.”

¢ Due to the May 6 deadline approaching we reentered all 117 line items and resubmitted the claims.

To say this is frustrating is an understatement.
Please reach out if anyone needs any additional information.

Best, . . .
e_- Physician Practice Reports
Overwhelmed IDRE Losing Track of
117 Claims:

* NSA on-line portal lacks mechanism
to review submitted claims

* “No one really knows what they are
doing...”




Center for Consumer Information and Insurance
Oversight (CCIIO)/CMS/HHS

ASA-CCIIO Call 5/3

— Concerns about low QPA

— State vs. Federal IDR

— Propriety portals

— Batching of anesthesia claims



ASA Pushes for Congressional Engagement

2022 LEGISLATIVE
CONFERENCE

— “Congress is urged to carefully
monitor the implementation of
the No Surprises Act, including
pressing the agencies to:

— Begin audits of insurers’ QPAs;

— Follow the directive language of
the No Surprises Act in creating
an unbiased IDR process that
does not favor a flawed insurer-
calculated payment amount.”

American Society o
“ Anesthesiologists

No Surprises Act’s Qualifying Payment Amount (QPA)
Requires Congressional Oversight

ISSUE

The enactment of the Mo Surprises Act (NSA) creates new patient pratections from surprise medical bills. The law alsa
creates a new health care provider payment system. While rulemaking to implement the law Is underway, the goveming
agencies have ignored Congressional intent and flaws remain with how physiclan payment is being caleulated.

Specifically. the NSA's insurer-defined "gualifying payment amount® (3P4} is being miscalculated and misused and |s
harming physician practices by underpaying for patient care. Congressional oversight and engagement on this key
feature of the new lew s necessary to preserve the balanced intent of the law.

BACKGROUND

Pursuant to the law, the QPA iz calculated by each individual insurance company and is intended to accurately reflect
a health insurer's median-in-network payment rate for physician services in that geographic sres

The QPA is an important calculation wsed to gulde health insurers' payments to physiclans. Some Insurers usa the QPA as
thalir initial payment to physicians. The caleulstion is also used as one of several factors considered In the law's independent
dispute resolution (IDR) process—the mechanism used to adjudicate payment disputes between physicians and health
Insurance companies.

There is evidence that health insurers are calculating unususlly low QPAs, including potentially using “phantom”™ payment
rates that were never actually paid or even negotiated. As a result, the rates from these insurers are far below anticipated and
even actual median rates in the peographic area.

These unusually low QPAs are also compeomising the faimess of the IDR process. As part of the NSA rulemaking, the US.
Departments of Health and Human Services, Labor, and Treasury ered in ignodng Congress” directive to the agencies

to create a neutral IDR process centered on the equal consideration of a variety of factors presented by the insurer and
physiclan. Instead, the agencies issued an interim final nule (IFR) that biased the process to give preference to one factor—
the imsurers’ QP4s. While a Texae federal court found the agency’s action to be unlawful, the federal government announced
on April 22 its intentlon to appeal the court’s ruling.

Recant guldance released by the Centers for Madicare and Madicald Services (CMS) statea. *it s not the role of the certified
IDR entity to determine whether the QPA has been calculsted correctly by the plan._® thereby assuring that the IDR process
will continue to utilize a potentially flawed QPA.

The accuracy of the QPA combined with the misuse of the payment amounts in the IDR process has tilted the entire payment
process in the faver of Insurance companies and against physician practices of all sizes, but especially emall, independent
community practices.

REQUEST:
Congress is urgad to carefully monitor the implementation of the No Surprises Act, including pressing the agencies

to 1) begin audits of insurers’ QPAs; and 2) follow the directive language of the No Surprises Act in creating an
unbiased IDR process that does not favor a flawed insurer-calculated payment amount.
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Recent Development

Final Rule has left DoL and is now under review by
Office of Management and Budget (OMB)

AGENCY: DOL-EBSA RIN: 1210-AC00 Status: Pending Review
TITLE:Requissmaanls Related to Surprise Billing, Part 2

STA ECONOMICALLY SIGNIFICANT: No

*

* RECEIVEDDATE: 06/15/2022 LEGAL DEADLINE: Statutory

Will it resolve pending litigation?
Create new litigation?
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No Surprises Act (NSA) Resources

ASA No Surprises Act Tool Kit

— All known federal government No Surprises Act Tool Kit
g u i d an C e an d d O C u m e n t S These ASA Resources on Surprise Billing are ASA member exclusives. Updated March 17, 2022.

Breaking News Alerts

— ASA Developed FAQs
—  NSA Question of the Week

asahq.org/advocating-for- Df %ﬁ* { ;
you/payment-progress/surprise- e

Podcast

DFs, videos and other sup)

S0Urces.
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Take Action: Notify ASA

Problems with the NSA — contact ASA

Document your problems — redact any payment and identifying
iInformation
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Education and Science

asahqg.org .




ASA Education Portfolio

— Created and vetted by leading practicing
anesthesiologists

— Efficiently master the skills and knowledge
necessary for daily practice

— Fulfills MOCA® and CME requirements

— Wide range of topics and formats to suit schedules
and preferred learning styles

— Complimentary resident member offerings include
28 patient safety education activities

— Robust joint provider program enabling
components and subspecialty orgs to offer AMA
PRA Category 1 Credit™ for CME
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ASA Education Portfolio - 300+ Offerings!

— Anesthesia SImMSTAT: Powerful, realistic online simulation
training

— ACE: Reinforce and refresh fundamental knowledge -
nest

— Summaries of Emerging Evidence (SEE):
Key insights from 30+ journals worldwide

— Fundamentals of Patient Safety:
Fresh review of core concepts

—  NEW: Patient Safety Highlights, QI Activities,
Patient Safety Updates

— Simulation Education Network: ASA-endorsed sim centers
deliver experiential training around the country.

— Online CME courses

2 SimSTAT

RY | PACU | L&D | APPENDE

hes
C SURGE
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the

ANESTHESIOLOGY

annual meeting

American Society of Anesthesiologists®

NEW ORLEANS | OCTOBER 21-25, 2022

Here’s something to look forward to...
New Orleans in October

Join the anesthesiology community in the Big Easy to:

- Boost your knowledge of current practices and standards
- Find new ways to improve your clinical practice and patient care
- Exchange ideas with industry thought leaders and innovators

Sign up to get the latest meeting details at: asahg.org/annualmeeting




Anesthesiology

The official peer-reviewed journal of the ASA
— Enduring Importance and Foundational Value: ﬁe:NESTHEEﬂOLQQY
Impact factor 8.986 (previous year 7.892)

— Publication Speed: 3 days to online publication after
acceptance for original research articles

— Review Speed: Average time to first decision <4 weeks

— Online Readership: Almost 5 million visits in 2021
(49% United States, 51% International)

—  Member Satisfaction: 87% satisfied or extremely
satisfied

— International Reach: Over 40% of authors are
international

anesthesiology.org
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Pacira Libel Case Against Anesthesiology

Lawsuit filed against ASA, Anesthesiology editor-in-chief and 11 authors
by Pacira Biosciences Inc. dismissed 2/4/22

Suit filed in April, 2021 regarding articles about pain medication,
EXPAREL, in February 2021 Anesthesiology issue, a related podcast

and other materials

Judge found that a “scientific conclusion based on nonfraudulent data in
an academic publication is not a ‘fact’ that can be proven false through
litigation,” adding that holding otherwise “would chill robust and open
debate about the efficacy of drugs within the medical community.”

Pacira Biosciences filed appeal 3/7/2022



Among Top-Used Clinical Resources

— ASA Monitor® asamonitor.org

— ASA Monitor+ supplement @ s
 Anesthesiology 2030: What Does the Future Hold ASA MOnltOr

— Standards and Practice Parameters;
Statements and Committee Resources

—  Online CME courses

— Non-Clinical Research Services — =
Center for Anesthesia Workforce Studies

Leadership Perspectives: How ASA Provides Levels omem ICam Tho
L' The Challe mofl’.ymm Rolls-Royce Educati
Advocacy 9 atChevy Prices 17 Reducin ngtm Moﬂ ality 34

| CRISPR/CasQ
6 Genomlc Edntmg

Quality, Mediocrity, and

E ‘ ,
’
Jevelogs anew Karen S, Sibert, MD, FASA

Unintended Consequences
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http://asamonitor.org/
https://pubs.asahq.org/monitor/issue/85/S10

Leadership and Professional Development Resources

NEW ASA Leadership Academy Modules 1 & 2!

Module 1 - Leadership Roles — Attendees will learn the Society’s mission
and organization, ASA's leadership path, and how to maximize the
member experience for personal and professional growth

Module 2 - Creating a Personal Leadership Path - Attendees will assess
leadership gaps, strengths and create a personal leadership pathway
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Leadership and Professional Development Resources

Executive Physician Leadership Program (EPLP) at Northwestern
University’'s Kellogg School of Management
4-day Intensive Program September 15-18, 2022

ASA Customized Leadership Training

Virtual or live training opportunities to component, subspecialties, residency
programs, practice groups and industry partners
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Resident and Medical Student Educational Offerings

— Residents in a Room podcast series
— Online Grand Rounds modules
— Resident career development curriculum

— Medical student career development resources and video interviews

— Resident and medical student educational tracks at ANESTHESIOLOGY
Annual Meeting; Resident Track at ASA ADVANCE

— Anesthesia Toolbox

— Pathway to Anesthesiology video series introducing 1st and 2nd year
medical students to the specialty
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https://www.asahq.org/podcasts/residents-in-a-room
https://www.asahq.org/education-and-career/asa-resident-component/resident-career-development-curriculum
https://www.asahq.org/education-and-career/asa-medical-student-component/career-development
https://www.asahq.org/education-and-career/asa-resident-component/anesthesia-toolbox

Point of Care Ultrasound (POCUS)

Certificate Program

Diagnostic Point-of-Care Ultrasound Certificate 2022 —
Release with FAST exam

Part 1: Quality Improvement Action Plan

Part 2: Evidence of Diagnostic POCUS Training

Part 3: Image Interpretation Training

Part 4. Image Acquisition Training

Claim up to 45 CME and 10 MOCA® Part 4 points

Take the Final Exam and Earn Your
Certificate of Completion

Questions? educationcenter@asahg.org
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mailto:educationcenter@asahq.org

Podcast Series

ASA’s Central Line

Hosted and edited by Dr. Adam Striker

Real conversations with peers and leaders,
providing insights and personal experiences

50+ episodes — including quality, COVID,
DEI, practice management, and leadership

Residents in a Room

Candid “fly-on-the-wall” resident
conversations, what's keeping them
Interested and up at night

30+ episodes — including testing, personal
experiences, DEI, clinical preparation, and
subspecialty pathways

Residents
ina
Room

Vital topics.
Trusted experts. FOR RESIDENTS

Timely info. KL} BY RESIDENTS

Stay up to date on anesthesiology
through lively conversations with
industry leaders that address the
challenges and opportunities we
all share.

Access episodes on your favorite

C
podcast app or explore them
now at asahq.org/podcasts.

35,000+ downloads!
asahg.org/podcasts
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THANK YOU!

Questions?

Patrick Giam, MD, FASA

Speaker, House of Delegates

p.giam@asahq.orq

asahqg.org
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