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Never before have we had such a clear idea of what
policy areas the US federal and state governments will be
addressing in the coming years; at the same time, it has
never before been so unclear as to which direction that
policy will take us in the future. 

Legislative bodies at the federal, state and local levels
have been admitting for years that health care is going to
be a prime concern for policy—makers and a key issue
for voters in the future; however, very few steps have
been taken to address those issues. Healthcare policy will
be at the forefront of public policy in the United States
for years to come. And now more than ever, healthcare
reform, along with the many issues associated with it, is
going to determine a great deal of policy that is
introduced, debated and ultimately adopted.

In a poll conducted by Public Opinion Strategies, more
than 60 percent of voters said they want to hear more
from elected officials and candidates on key healthcare
issues, including medical liability reform, healthcare
coverage, Medicare reform, and other healthcare-related
policy issues.1 Voters’ interest in this issue continues to
grow. The more informed Americans become about the
importance of health care to their future, the greater their
concern about whether their needs will be met.
Not only has healthcare policy begun to pique the
interest of patients and voters; health care itself is a key
factor in today’s economy. In 2003, the total public
expenditure on health in the US was 44.4 percent, up
from 23.3 percent in 1960. Compared to gross domestic
product, the total expenditure on health in 2003 was 15
percent, which marked a 1.8 percent increase over the 10
years since 1993.2 This presents a significant change to
the US economy, specifically as it relates to the way the
federal government appropriates money to this sector.

Clearly, this is an issue that will require Americans to
become educated and take action to ensure that they will be
able to receive the best health care today and in the future.

It is also important to preserve healthcare providers’
economic success and ensure their independence from
unnecessary stress and regulations by the government. 

While we can be fairly certain that health care will be at
the forefront of policy in future years, no one can be sure
which specific areas will be addressed, nor can we predict
the eventual outcome and effects on the industry and the
public. At present, experts and policy-makers generally
agree there are some key issues that will dominate the
debate in the immediate future. 

Government and Health Technology
One of the key issues that will undoubtedly affect and be
affected by public policy will be the implementation and
adaptation of health information technology (HIT)
strategies and methods. If healthcare reform is going to
be at the forefront of policy as it relates to the healthcare
sector, then HIT will be the hot-button issue that will
pave the way for healthcare policy throughout the next
few decades. 

While HIT is still considered “unchartered territory” by
many within the healthcare community, the Bush
administration and the US government as a whole
consider this issue to be a key priority in the
implementation of healthcare reform. The introduction of
electronic medical records (EMR) is one of the most
positive steps that the healthcare industry, along with the
support of the federal government, has taken in efforts to
achieve effective reform. President Bush has called for a
very significant HIT program to be developed and
implemented by the Department of Health and Human
Services (HHS), so that the majority of Americans will
have EMR within the next 10 years.3 The federal
government via HHS has already begun working with
private and academic sectors to establish a uniform
method of developing, translating, and implementing
EMR at a mass level. According to the American Medical
Association, HHS has subsidized licenses for SNOMED
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technology, which is a uniform language for interpreting
and translating EMR developed by the College of
American Pathologists. The federal government and HHS
are continuing to support the healthcare sector in these
efforts by working to adopt government-wide standards
for exchanging clinical data through EMR.4

Aside from the issue of nomenclature and the relationship
between HIT and coding, the government is using
technology as an incentive for numerous programs. The
federal government has implemented a number of
incentive programs that help resolve some payment issues
if practices and hospitals adopt technology in their
operations. A prime example of this is the most recent
legislation involving Medicare Physician Payment and
Pay-for-Performance (P4P) initiatives. The most pertinent
piece of legislation currently under consideration and
review in Congress is H.R. 3617, the “Medicare Value-
Based Purchasing for Physicians Services Act of 2005,” or
“The Johnson Bill,” named after Congresswoman Nancy
Johnson (R-CT) who authored and introduced the
legislation. This particular piece of legislation has a
number of goals, but its main point is to reduce the 4.4%
cuts that were scheduled to take place in 2005 Medicare
reimbursement for physicians, effective January 1, 2006,
as well as permanently change the method for
determining annual reimbursement. In doing this, the 
bill uses a number of tactics for implementation and
long-term success. 

One key aspect of the Johnson Bill, and something that has
become a prerequisite for any pay-for-performance program,
is that it provides incentives for participants who adopt
certain technology in their practices for implementation and
reporting, such as Electronic Medical Records (EMR) and
other practice management technology. This is the
government’s way of encouraging physicians to adopt
technology in their practices and rewarding them for doing
so. In regards to P4P, technological advances enable the
configuration of performance indicators throughout a
program to be adjusted and documented for the overall
benefit of that program. In essence, advances in and
adoption of technology will allow a P4P Medicare
physician-payment program to be better and more efficiently
implemented, facilitating documentation and reporting, as
well as adjustments when reporting indicates that changes
are needed. 

The success of P4P programs that will improve the
manner in which the Medicare payment system works
will greatly depend on the effects of technology within
healthcare practices, and those physicians that embrace
this will be better for it in the long run as Medicare
continues to evolve.

Medicare Reform and Reimbursement Issues
Medicare reimbursement has become one of the most
heated policy issues related to healthcare over the past few
years. While Health IT has been presented as a positive
opportunity for the future of health care, Medicare
reform—particularly related to reimbursement and
compensation—has become the issue of most concern for
the majority of healthcare professionals. Pay-for-
performance, as previously mentioned, is just one of the
potential methods of reform for Medicare reimbursement,
and the HIT incentives associated with P4P initiatives
serves as a productive vehicle for implementation and
expansion; however, there are some core issues that
sufficient Medicare reimbursement reform must address in
order for positive change to take place.

The core problem associated with Medicare
reimbursement is the rate that the government uses to
determine the amount of compensation that providers
will receive for services under the Medicare program. The
government currently reimburses different types of
providers with different types of compensation plans,
each of which has different mechanisms and rates for
determining individual payments. 

For instance, the method of determining reimbursement
to hospital providers and facilities is based on the
Medicare Economic Index, and in 2005, providers under
this category will experience a roughly 3 percent increase
in reimbursement. However, reimbursement to physicians
is determined by the Sustainable Growth Rate (SGR), and
physicians and practices will experience a 4.4 percent cut
in their reimbursement rate for 2005. These cuts took
effect January 1, 2006. 

One additional example is reimbursement for End Stage
Renal Disease (ESRD) providers, which are providers and
facilities that treat kidney-related diseases through dialysis.
Reimbursement to ESRD providers is based on a Composite
Rate, which is considered by many in the healthcare industry
to be the most inaccurate and inadequate reimbursement
mechanism under Medicare. The Composite Rate essentially
is a fixed rate for determining reimbursement, and it has no
internal mechanisms for adjusting for inflation, costs of
services, or general market needs. 

In addition to the Johnson Bill previously mentioned,
there have been some other efforts to address the issue of
reimbursement, not only to stop the current cuts, but also
to make future adjustments to increase compensation to
providers as Medicare reform continues to receive more
focus and attention. 
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In December 2005, Congress introduced a Deficit
Reduction Bill, commonly known as an “Omnibus” bill,
which means that it was legislation that included many
“last-ditch efforts” by various Congressional members
who inserted additional provisions relating to a variety of
topics, issues and policy areas. In this bill, S. 1932 and its
House version HR 4241, certain members of Congress
had included key provisions relating to Medicare
reimbursement. This budget bill essentially put a freeze
on the 4.4 percent cuts that were scheduled to take place
at the first of 2006, and also inserted “value-based
performance” provisions, which are measures that could
pave the way to permanent changes to the reimbursement
system. 

The Deficit Reduction Bill ultimately passed the House and
Senate with a tie-breaking vote from Vice President Dick
Cheney. However, due to the failure of three provisions
within the bill and technicalities in parliamentary
procedure, the bill was sent back to the House for a final
vote. Still, these measures to implement permanent change
to the reimbursement system will allow policy-makers in
future sessions to consider the significant reform needed, in
order for healthcare providers to receive adequate payment
for the services and for the overall improvement in health
care quality in general.

HIT and Patients
In addition to strong support within the medical
community for the adoption of new technologies, patients
have also voiced a significant amount of support for
using new technologies in health care. In a Wall Street
Journal Online/Harris Interactive Health-Care Poll,
conducted in September and October of 2005, 2,048
adults were surveyed on the issues of adopting and using
new technology in health care. The results indicated a
“large majority in favor of having their doctors adopt
new technologies in their practices.” 

According to the data, 78 percent of those polled favor
an EMR to capture medical information, versus 9 percent
that oppose an EMR, with 13 percent not sure.
Furthermore, 16 percent of those polled indicated that an
EMR system had been used in a doctor visit with either
them or a family member. 

Results of this study also revealed that 31 percent of
those polled agree that new technologies like EMR are
worth the costs because they will improve health care.
Thirty-six percent agree that new technologies will
ultimately reduce the costs of health care, versus 10
percent who believe technologies cost more money than
they are worth and 23 percent who are not sure.

Ultimately, the results of the survey indicated that “more
adults believe new medical technologies will either reduce
the costs of medical care or are worth the investment
because they will improve the quality of care.”5

Liability Reform
While HIT will be a key issue in future healthcare policy,
there are a number of other issues that have been
discussed and addressed by policy-makers over the years.
The issue that has repeatedly been rated as most
important to healthcare professionals is the issue of
medical liability reform. Many physicians, practice
managers and other healthcare professionals consider
medical liability their number one threat and concern.
Liability insurance premiums are now at an all-time high,
in some cases exceeding $200,000 per year.6 The burden
of these costs and the concerns and fears that come with
this issue are forcing many physicians to limit their
services and have even forced a number of doctors into
early retirement. 

The good news on this issue is that policy-makers are
beginning to realize the need for reform, and many
lawmakers at the federal and state levels have already
introduced, and in some cases passed, legislation
reforming medical liability regulations. In the 2005
legislative session, the Georgia State Senate passed SB 3, 
a bill that placed caps on noneconomic damages, limiting
those costs to $350,000. Also included in the bill’s
provisions were “a heightened standard of proof for
emergency department care, elimination of joint and
several liability, and strong reform of the laws regarding
expert witness and venue.”7 Georgia’s SB 3 was similar to
a bill the Texas state legislature passed recently, and a
number of other state legislators have already introduced
similar legislation to be addressed in future sessions. 
State legislatures are not the only bodies addressing
liability reform. Members of Congress have introduced a
number of different pieces of legislation addressing this
issue at the federal level, and elected officials have been
discussing the crisis that the healthcare community is
facing in relation to medical liability. The Bush
administration has also made clear the need for
lawmakers to achieve some agreement on medical
liability reform so that the government, working 
with the healthcare industry, can get this growing crisis
under control. 

As policy, regulations, compliance and new technology
continue to develop and play a role in the way the U.S.
healthcare system functions, the government’s
involvement in the healthcare industry will also continue
to increase. New developments in technology and
practice management operations will require the
government to address the changing needs of healthcare
professionals so that policy-makers can be sure that the
highest quality of compliance, reporting and service is
achieved, while members of the healthcare community
continue to receive benefits and rewards in the way they
operate their practices and facilities. 
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Many healthcare professionals, and people in general,
often overlook the vital impact that public policy has on
their businesses, their careers, and ultimately the lives of
all people that benefit from the nation’s healthcare system
in some way, which essentially is everyone. Moreover,
many people fail to realize that they can play a significant
role in that process in order to receive the best service
from the government, as well as receive the adequate and
sufficient benefits as a reward for their hard work. The
healthcare community not only has an opportunity, but a
responsibility, to let the government know where they
stand on issues that concern them, and play a role in the
process that the government has in place to improve the
quality of health care that Americans receive. 

There is no doubt that healthcare issues and regulations
will play a key role in the future of public policy.
Professionals within the healthcare community are in
agreement that changes need to be made in order to
improve the nation’s overall healthcare system,
particularly as new generations of healthcare
professionals are entering the field. 

The future of health care is upon us everyday.
Furthermore, there is always something that healthcare
professionals and leaders can do to the level of service
and benefits they deserve, in addition to contributing to
the overall improvement of high quality health care. If
the healthcare community, the government, and other
citizens are going to see healthcare reform sufficient to
meet the needs of future generations will need, then
public policy, and interaction therein, is an essential
element in the process to achieve reform.

NOTE: The AAOMS Board of Trustees has recently
approved a joint recommendation from the Committee
on Governmental Affairs, Committee on Healthcare and
Advocacy and the Committee on Practice Management
and Professional and Allied Staff to appoint a Health
Information Technology Task Force that will evaluate the
current environment and determine an action plan for
consideration by the AAOMS Board.
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This article by Mark Reiboldt, staff consultant, The
Coker Group, Government Affairs Division, is an excerpt
form The Complete EMR Selection Guide, Jan/Feb 2006,
Greenbranch Publishing. The Complete EMR Selection
Guide is edited by Jeffery Daigrepont. Reprinted by
permission.
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