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Issue:  Medicare Payments for Pap Screenings  


Advocate:  College of American Pathologists
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Basic Background





·	We are working on many issues – very few have finite beginnings and ends.  Rather these issues move through stages – you’re defending what you won or you’re trying again, etc.  For about the last two or three years, on both the legislative and regulatory side, we’ve been working on increasing payments for screening Pap smears.


Medicare covers Pap smears.  There are two fee-related components to the Pap smear screening.  The basic screening of the Pap smear is defined as a clinical diagnostic laboratory test and is paid for on a laboratory fee schedule.  There are also interpretations of the test.  At the screening test level there is technologist or whomever that can determine normality or abnormality but can’t make a diagnosis.  If there is an abnormality, the specimen is passed on to a pathologist to make a further diagnosis.  That further diagnosis is a physician service and is paid on a physician fee schedule.  We’ve had arguments over the various components.  And, payment differs depending on the site of service.  For instance, we just won restoration of payment for physician screening of abnormal outpatient Pap smears.  We had been getting paid on an inpatient basis but at one point HCFA had determined that the payment for outpatient screening was bundled in with another Medicare reimbursement.  It wasn’t.  A regulation was issued last November – we got that payment back.


The current effort is a couple of years old.  It was first argued on the regulatory side.  Under current Medicare law HCFA does have authority to make adjustments and increase the payments for those tests on the clinical lab fee schedule.  Early on HCFA argued that they didn’t have enough data, and so on to make an adjustment.  There was some recognition that they were underpaying but they didn’t know by how much.  We are still going through those discussions with them. 


This is a big issue for the members of the College.  In fact, it’s such a big issue that last year one of our more politically active members got a hold of his MC and had legislation introduced to have Congress raise the [Medicare Pap screening] payment by a specific dollar amount.  This isn’t a strategy the College would have pursued but once the bill was out there, we had to support it.  As time has gone by and negotiations have gone on with the agency, we’ve realized that the bill has actually been more useful than we thought originally in that it increases the pressure on the agency to take some action that they seem reluctant to take otherwise.


The bill that Abercrombie introduced in the 105th session attracted 36 cosponsors.  In addition, Senator Daniel Akaka (D-HI) introduced a companion bill in the Senate – that bill got one cosponsor (he didn’t work hard to get cosponsors).  Because this is a Medicare payment issue, the bills themselves never had the opportunity to move as separate legislation.  We really needed a broader Medicare vehicle to attach to and that didn’t exist last year.  However, in mid-summer/September, recognizing we didn’t have a vehicle for the Medicare legislation and recognizing that the only practical vehicle that was likely to go through – that had to go through -- was the appropriations legislation.  So, the College considered getting a rider to the appropriations bill.  But we quickly realized that we couldn’t get a rider that would increase Medicare payments because in order to do that you would have to have all the committees with jurisdiction sign off. Hearings hadn’t been held, nor were hearings considered so committees weren’t about to sign off.  So, we ended up getting language included in the report that accompanied the bill – working through Abercrombie’s office and the folks on the House and the Senate side – saying that it was the sense of Congress that this was a serious problem and that the agency needed to act as quickly as possible to increase Medicare payments.  That passed.  


For something substantive to happen, either HCFA could act or the Congress could act.  HCFA has the authority to issue a regulation to increase this payment.  They have not done so.  Clearly they’ve been reviewing cost data and they haven’t decided what magnitude of an increase would be justified and they have other concerns about new technology and how that plays into it.  So, there’s nothing stopping Congress from saying we’ve looked at the issue and we know what we want to do and we’re going to tell you to increase payment.  There are several ways legislation can do that.  The bill that was introduced by Abercrombie had a specific dollar amount for an increase, which is kind of unusual for legislation.


We still don’t necessarily think we have to pass a bill but in order to make the threat of legislation believable, it has to be bipartisan.  We have to know the committees would look at it as a bipartisan issue.  And, it has to have enough key representation and key co-sponsorship on the committees of jurisdiction so that we could reasonably expect that if we got a markup on a Medicare payment bill, that these people would include this.  We can’t bet that it wouldn’t happen.


A general rule of thumb – if you can go into a committee mark-up with support on the key committee and somewhere around 200 cosponsors on a bill in the House, that’s a lot of traction.  Then, if you work at the agency and think it’s bad public policy for this legislation to go forward, that it really should be the agency going forward, this should be enough of a threat that Congress is ready to move forward to preempt you.  So the agency should say to Congress, don’t act on this issue.


We’ve had conversations with the American Cancer Society.  They have an interest in the bill but they focus more on coverage issues so this is a bit off center for them.  There is a cervical cancer coalition that has endorsed the bill but it’s a coalition of names really.  We haven’t done a great deal of outreach in the patient community.  If we really need a legislative vehicle to make the increase happen, then we’ll need to focus more in patient groups.  We’d need this to win the votes.  But it isn’t necessary if the legislative activity is designed solely to put pressure on the agency.  Plus, given the way this bill was initially introduced, we didn’t really have time to build contacts with these patient groups.  We’d have done more advance work but we’ve been playing catch-up and we still are.


The reason to focus on Medicare payment rates is because private payers often base their rates on Medicare payment rates.  This is the problem in this case.  If you’re a pathologist negotiating payment with a managed care plan or hospital and you’re talking about what your going to be reimbursed for Pap screenings, you’ll pitch a figure that’s based on your costs which our information says is about $13 to $17.  They’ll come back and say but Medicare only pays $7.50 and you accept this from them so why should we pay you more?


There’s a technology issue here.  If you go into a lab you’ll see technologists screening Pap smears, looking for normality versus abnormality.  There’s computer technology out there that can do this gross screening.  Machines may be able to do a lot of this work – perhaps better than a tired technologist.  But this technology is so new, that payment hasn’t really caught up with it and the new technology is extremely expensive.  So there’s a cost-benefit debate going on about what’s the right payment level versus the cost of this and is the service of enough benefit to the patient that it’s worth this extra cost.  Medicare is struggling with this issue and has said that in terms of the primary screening service, they will provide payment coverage but they are leaving it up to the local carriers around the country to determine what the payment rate will be.  HCFA will develop a national policy after they observe these rates.  But there’s so much variation in this rate setting – it’s allowable under the current rules.  Some members of the College and some manufacturers of this technology are pushing for the rate increase for manual screenings now (from $7.50 to $14.60) so that when HCFA decides how much rates should increase to cover the new technology they’ll be working from a higher base.  If the initial step isn’t taken care of, the argument about how much you pay for the new technology is even tougher.


Members of the College have always had concerns about payment for Pap smears.  The trend over the last 15 years in Medicare has been to squeeze payments more and more.  So now, any squeeze is harder to take.  In the last five years, the payment problem has been a really big issue – in part the concerns about how technology costs would affect the payment rates stirred up these concerns.  But until last year the College felt that the membership was satisfied with the steps we were taking on the regulatory end to address the issue.  We felt the regulatory approach was working – for instance, we were successful in getting the inpatient payment reinstated.  We were making progress that was good enough.  There had been an undercurrent before the bill was introduced of members who weren’t satisfied.  Not so much unsatisfied that the College wasn’t doing enough as unhappy that it wasn’t getting better, something needs to happen.  In the College, we didn’t want to address this through the legislative venue.  But, at least one of our members felt otherwise.  Perhaps other members contacted their MCs but nothing happened – we don’t know.  Had we opted to take the legislative route, we would have done more groundwork before the bill was introduced.


What it [our giving comments to HCFA about physician payment and Pap screening payment] led to even before the legislation was around was interaction with the agency where they asked what sort of data we had to prove that they [HCFA] were underpaying relative to the cost.  I’m tempted to say we weren’t prepared for this but we just don’t have that information – we knew only what our members told us.  So, we had to do a “back of the envelope” type of survey of our members.  It wasn’t scientific but I think it was representative and we never had the sense from HCFA that HCFA didn’t believe the data.  But it was a bump in the road where they were asking for information we didn’t have.  HCFA can get to a point where they’re saying we don’t feel the need to do anything.  Sometimes, when you get to a negative result like this, that’s when you think about going to the Hill.  Because if you go to the Hill too early, it’s a common put off for a member of Congress to ask whether the organization has approached the agency.  We faced some of this on the Pap issue.  Our members have energized MCs on this issue so that members think it’s a real problem.


If we had worked legislatively we would have thought through the committee strategy earlier.  A liberal Democrat from Hawaii wouldn’t have been on our radar screen.  We would have looked at Republicans on the key committees (hopefully a woman), and we would have sought out many MCs so that we’d have a demonstrable coalition reaching across the key committees so that when we’d go to a staffer and ask them for their MC’s support on the issue, they’d see an impressive group.  Coalitions with other medical organizations or with patient groups would be important – it’s become expected that on big issues you hold a press conference when a bill is introduced where you have multiple groups on the podium and MCs to lend credibility.  I hope we can do something like this when the Pap screening bill is introduced.  Ideally you work like this as one session is ending and then in the first three or four months of the new session you’ve got everything pulled together. When you go to members on the key committees looking for support and they say I can’t support it as it is drafted, I want certain changes, you want these people to support the bill so you want to accommodate changes.  But, you’ve already had groups sign off on the version that you’re circulating so if you make changes, you have to re-circulate the draft.  Ideally, you want everyone committed to the drafting prior to the introduction of the bill.  On the Pap issue, we can’t do this because we’re bringing people in to an existing set up.








Prior Activity on the Issue 





The current effort is a couple of years old.  It was first argued on the regulatory side.  Under current Medicare law HCFA does have authority to make adjustments and increase the payments for those tests on the clinical lab fee schedule.  Early on HCFA argued that they didn’t have enough data, and so on to make an adjustment.  There was some recognition that they were underpaying but they didn’t know by how much.


Prior to the bill being introduced [in the 105th Congress], we had letters from MCs to the agency (if the member-pathologists asked their members to do so).  This effort had been more reactive than I prefer.


The major part of the regulatory approach, other than having members asking their MCs to send letters to HCFA, is for the College to give comments as a membership organization to HCFA explaining that there is a problem and asking for redress.  In this case we have commented on specific regulations pertaining to physician payment generally and Pap screening payment specifically.


The coalition [see Coalition Partners] sent a letter endorsing the bill [introduced during the 105th Congress] to MCs.  [see copy of the letter]








Advocacy Activities Undertaken





We are continuing discussions with HCFA about increasing the payments for Pap tests on the clinical lab fee schedule.  


Before the bill gets reintroduced we’re shopping it around to Republican members on the key committees to get them to play a visible role so that it is clearly a bipartisan effort and the bill clearly has some traction on the committees.  Hopefully, this sends a signal to HCFA that this is a serious issue that will be corrected by Congress if they don’t take action to correct the issue.





 


Future Advocacy Activities Planned





If we get [support from targets on the House Commerce and House Ways & Means Committees, see Targets of Direct Lobbying], along with Abercrombie and the 36 cosponsors from last year, we’d try to line up as many of them and their colleagues as possible to have the bill reintroduced with about 50 cosponsors right off the bat, which is pretty impressive.  Then we have the commitment from our lead sponsors to push for support from their colleagues who are not on the key committees – like the Congressional Women’s Caucus to make clear that this is a big women’s health issue and the Congressional Black Caucus to talk about why this issue is important to the minority community – to get as much support as is possible. 


If we were able to close the loop and get introduction on the House side, we’d go back over to the Senate.  In the Senate, they wouldn’t need so many key supporters.  The bills could then be introduced on the same day and this would show the agency that both chambers support the legislation.  That would demonstrate that this is a credible legislative effort – it could pass.








Key Congressional Contact(s)/Champions





Representative Neil Abercrombie (D-HI) is the member who was contacted by the doctor/member of the College to introduce legislation to raise the screening payment. 


Senator Daniel Akaka (D-HI) offered companion legislation in the 105th Congress.








Targets of Direct Lobbying





Our strategy, before the bill is reintroduced, is to target Republicans on the key committees who will see this as an important enough issue to take leadership on.  Given the type of issue this is and that it’s an important women’s health issue, we’ve started looking at Republican women.  So far we have commitment from someone on the House Commerce committee, one of the two key committees we need support on.  We’ll be meeting with some targets on Ways and Means next week...We’ve focused on the House side at this stage of the game because that’s where Abercrombie is and he’s been our biggest supporter.








Targets of Grassroots Lobbying





None.








Coalition Partners: Names/Participants





Yes, definitely [we are talking to other groups that might have an interest in this issue] but part of that happens naturally even without the College deciding to do it.  Our members also are members of other organizations (e.g., American Society of Clinical Pathologists, the American Pathology Foundation, AMA, and they’re associated with the National Cancer Institutes and the National Institutes of Health).  The members of these groups all tend to communicate on common practice issues, so there is an awareness that this is a significant problem for pathologists.  So, last year, even though none of them took a lead on the bill that was introduced, they all endorsed it.  In fact, after the bill was introduced, the National Medical Association had indicated a particular interest because of the higher incidence of cervical cancer among minorities.  Once they started talking about that, it branched off into trying to get the National Medical Women’s Association and others [see the coalition letter] interested.  We ended up with a coalition... All of the coalition members were physician organizations, but with the exception of the College, all the other coalition members represented minority populations, and all endorsed the bill.


While we were going through the effort of attracting our coalition partners, we also tried to get the AMA and the American College of Obstetricians and Gynecologists on board.  However, the latter groups had concerns about the specifics of the bill, although they were sympathetic with the goal they couldn’t endorse it.  But, those contacts are still out there.  So, if time allows when the bill is reintroduced, we’d want to go back to them to see if they could be with us this year.








Other Participants in the Issue Debate





HCFA


American Society of Clinical Pathologists


National Medical Association


National Medical Women’s Association








Ubiquitous Argument(s) and Evidence





The College wants to make sure members of Congress understand how the service is provided.  One of the selling points with Abercrombie was when the doctor in Hawaii brought Abercrombie in to screen the Pap smears so he could see how quickly the pathologist had to go through the smears to screen them.  We want members to understand what the cost is of providing the service and why the increase makes sense and how nonsensical the lower price is...It’s basically an equity issue, a concern about the adequacy of payment, and potentially its impact on care.  


And then there’s the whole idea, as our doctors argue, that the Pap smear test is the most successful screening test for cancer in the last 50 years.  Ideally you want women to receive them more and more, and for them to be accessible, and to the extent that the payment policy works counter to that it is a serious women’s health care issue.


If the regional argument [see Targeted Arguments] doesn’t work then it comes down to equity and cost.  To the extent that local labs aren’t doing the tests anymore there is a potential access problem.  To be honest, it may get inconvenient, but it won’t be impossible to get the service so you have to rely on equity and cost.








Secondary Argument(s) and Evidence





So, with the language there [the sense of Congress that the current payment rate is a problem, see Basic Background], we can now go back to MCs and say this was recognized as a problem last year so if you need some cover, here’s some plus validation that you’re not alone in thinking this is a problem, your colleagues also think so.








Targeted Arguments, Targets, and Evidence





In some areas – this only works well in areas where the population is medically under-served, in inner cities or in rural areas -- if the payment rate isn’t raised, local labs won’t be able to provide this service because they won’t be able to meet their costs.  We have some anecdotal evidence that in lots of instances laboratories are refusing to do Pap smears  -- we don’t have any good studies to show what the national trend is.  This doesn’t mean that women won’t be getting Pap tests, it means that the results will be sent off to a national laboratory.  It may be an inconvenience for a patient to go somewhere (although this is unlikely since most Pap tests are taken in a doctor’s office) but more likely the problem is that the physician is forced to send it away to a place he doesn’t know.  If the doctor has to consult or communicate with the lab, the quality of communication may not be as good as at the local level.  You can’t say that the large labs don’t provide quality services because of course they do.  However, an element of the service is lost when the smears are sent to the large labs.  It’s basically an equity issue, a concern about the adequacy of payment, and potentially its impact on care.








Nature of the Opposition





Unfortunately, Abercrombie, the lead sponsor, is a Democrat and he doesn’t sit on the relevant committee for this issue.  So, while we appreciate his willingness to sponsor it, he’s “...in the wrong party and not on any of the key committees so this is not a credible effort.”


Where one payment goes up, something has to come down.  So this creates difficulties even with groups who might be in coalition with you.  The size of the Medicare pool, while getting bigger, isn’t growing as fast as it would normally grow.  So, it’s kind of a zero sum game.  If we were to go further on this legislatively, there would have to be a cost estimate when the bill went to a mark-up.  The CBO would have to determine the cost to the Medicare program of increasing the payment.  Then the committee would come to our sponsors and say okay, how are you going to pay for that?  What other Medicare payment are you going to reduce to offset that payment?  So, whoever is affected by the reduction will be opposed to your increase.  However, the cover that is usually available in a budget reconciliation bill (and you hope that the members of the committee are good enough at this game to be able to make it work) is that there will be a really big decrease somewhere that more than covers what’s needed to offset your increase.  So, if you talk about reducing general payments to hospitals, by say $2 billion and increasing Medicare payments for Pap smears by, at most $120 million over five years, that’s dust compared to the big cut so you hope that you can ride in on the bill when they are adjusting the big numbers.  The object of the congressional game is to be included in the chairmen’s bill early on – if you’re in that version someone has to take you out of it.  If you’re not in the chairmen’s bill early on, someone has to put you in – then people want to know how to pay for your increase.  If you’re in the chairmen’s bill they’ll figure out how to cover your increase. 


Outside of the money issue I don’t think there are any big opponents.  Pap screenings are covered by insurance so it’s not a coverage issue.








Ubiquitous Argument(s) and Evidence Articulated by the Opposition 





None mentioned.








Secondary Argument(s) and Evidence Articulated by the Opposition





None mentioned.








Targeted Argument(s) and Evidence Articulated by the Opposition (and Targets)





None mentioned.








Described as a Partisan Issue





No.








Venue(s) of Activity





HCFA


Congress, especially the House








Action Pending or Taken by Relevant Decision Makers





The bill [to increase Pap screening payments] hasn’t been reintroduced yet in the 106th session but the member who introduced it last year – Neil Abercrombie (D-HI) -- has expressed a willingness to introduce it again this session.


Since the bill was introduced [during the 105th session] we have seen more activity from the agency.








Policy Objective(s) and Support for/Opposition to the Status Quo





The College opposes the status quo.  “It’s the position of the College and the sponsors of the legislation that we prefer not to correct this issue legislatively.  HCFA has the authority to do it and they are probably better equipped to make this decision than Congress.  But, in the absence of a decision this is a serious problem because our members are being seriously underpaid for an important service so somebody has to do something.”








Advocate’s Experience: Tenure in Current Job/Previous Experience





I interviewed Dave Mason, Director of Government Affairs.  Mason was a reporter in Austin before coming to DC.  When he came to DC about 12 years ago, he thought he was going to serve as the press secretary for a member.  When he got to DC they told him that the press secretary also handled legislative affairs.  His MC was put on the health subcommittee on Ways and Means.  After four years the MC was taken off.  When the MC was taken off the health subcommittee, Mason moved to the College.








Reliance on Research: In-House/External 





We are constantly reassessing how to handle research.  We are more likely to do research in-house, although our capabilities are limited [see Basic Background for an example of how they survey their membership].  We do some reimbursement and cost studies that we design but contract the work out.  We don’t do any work with think tanks.








Number of Individuals Involved in Advocacy 





We have a fairly large office of 20 people (two positions are open).  There are two lobbyists, one person in charge of grassroots and our PAC, one person in charge of state affairs (there are state chapters but they aren’t affiliated with the national organization – they aren’t necessarily well-organized or well-funded or active so we provide information and advise them), a vice president that oversees regulatory and legislative activities, a director of professional affairs (an attorney who answers questions about contracts, practice management stuff, etc.), a person who assists the professional affairs director who primarily follows reimbursement policy, a full time person and part time person who maintain contacts with federal agencies other than HCFA (the FDA, CDC, and the National Bioethics Advisory Committee – genetics and confidentiality issues ), and a person in charge of federal communications.  The College wants to be seen as an industry leader but at the same time we don’t want to be in the news.  The federal communications person write articles that appear in a newsletter coming out of DC.  That person doesn’t do press releases.








Units in Organization Involved in Public Affairs/Policy 





Not obtained.








Advocate’s Outstanding Skills/Assets 





We offer different things to different groups.  Some groups – other laboratory medicine groups -- don’t lobby (they are 501(c)(3)’s), they don’t have grassroots, a PAC, or the number of staff we have.  If the groups we’re working with have grassroots, PACs, etc., then we offer technical expertise/information.  Sometimes we add only another voice.  If we work with a big group like the AMA, we add a specialty focus.


I think MCs look to us and listen to us to provide information about the specialty – diagnosis of disease, practice of pathology, lab issues.  MCs don’t look to us for general information on insurance, etc.








Type of Membership: None, Institutions, Individuals, Both 





Not obtained.








Membership Size 





Not obtained.








Organizational Age





Not obtained.








Miscellaneous





This is the kind of issue where there are probably some broad health concerns that would be of interest to some patient groups, some women’s health care specialists, some ob/gyn groups, but, absent the College’s activity, it wouldn’t get pushed to the same extent as we are pushing it.  It’s not as critical to those other groups.


There’s no one strategy to pursue to get what you want done.  And, even if you have a preferred strategy, so much of what is done is dictated by circumstances beyond your control – if there is vehicle moving through Congress that works or not, whether someone on a key committee (a chair) says no to your issue.  Things like that definitely change your strategy.
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