ne aim of the Affordable Care
OAct was to boost primary care,

and one of the law’s strategies
was to create 10% incentive payments for
primary care services provided by some
physicians and other practitioners.

Medicare’s final rule specifies that pri-
mary care physicians, nurse practition-
ers, clinical nurse specialists, and physi-
cian assistants whose practices comprise
mostly primary care would qualify for
the payments as of Jan. 1.

The Centers for Medicare and Medic-
aid Services excluded hospital inpatient
care and emergency department work
from qualifying practitioners for the in-
centive. Although many leaders in pri-
mary care endorsed the incentive pro-
gram, several also said that the provision
is not without disadvantages and limita-
tions. Dr. Roland Goertz, president of
the American Academy of Family Physi-

The broken
Medicare
physician payment
SGR formula is the
most important
factor affecting all
of medicine.

DR. GOERTZ

cians, discussed the new primary care in-
centive program.

RHEUMATOLOGY NEWws: How can a
physician qualify for the incentive pay-
ments? Will physicians outside of pri-
mary care specialties qualify?

DR. GoERtz: Since the Affordable Care
Act specifies the medical specialties that
will qualify for the 10% Medicare incen-
tive, only physicians whose primary spe-
cialty is family medicine, internal medi-
cine, geriatric medicine, or pediatric
medicine will be eligible for the bonus.
Additionally, only primary care physi-
cians whose primary care billings com-
prise at least 60% of their total Medicare-
allowed charges will qualify,. CMS
estimated that up to 80% of all family
physicians would qualify for the bonus.

RN: What do qualifying physicians need
to do to receive the incentive payments?
DRr. Goertz: Nothing. If CMS deter-
mines a primary care physician’s 2009
Medicare charges — the most recent data
— meet the 60% threshold, it will auto-
matically send the bonus check quarter-
ly to the physician.

RN: Are there any disadvantages to the
provision?

DR. GOERTZ: There are two main disad-
vantages. First, it’s currently a 5-year pro-
gram. To pay primary care physicians
more fairly and to attract more medical
students into primary care, we’ll need to
continue the incentives beyond Dec. 31,
2014. Second, the bonus probably should
be gradually increased until we demon-
strate that it’s attracting enough medical
students into primary care.
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RN: Will this provision have an impact
on the shortage of primary care physi-
cians?

DR. GOERTZ: Legislators specifically tar-
geted this incentive in an effort to improve
the payment environment for primary
care physicians. It’s a step in the right di-
rection, but much more is needed to close
the income gap between primary care
physicians and other specialists.

RN: What is the next step toward ad-
dressing the primary care physician
shortage?
DR. GOERTZ:: The most important fac-
tor currently affecting primary care —
and all of medicine — is the Medicare
physician payment’s broken sustainable
growth rate formula.

Once that has been addressed, we
need to continue to close the income

Health Reform’s Primary Care Bonuses Begin

gap between primary care and other
specialty physicians and continue to im-
plement the patient-centered medical
home.

These actions will make the primary
care specialty of family medicine more
attractive to medical students and will
invigorate the primary care medical ed-
ucation process.

—Interview by Naseem S. Miller

INDICATION

Prolia™ is indicated for the treatment of postmenopausal
women with osteoporosis at high risk for fracture,
defined as a history of osteoporotic fracture, or multiple
risk factors for fracture; or patients who have failed or
are intolerant to other available osteoporosis therapy.

In postmenopausal women with osteoporosis, Prolia™
reduces the incidence of vertebral, nonvertebral, and

hip fractures.

IMPORTANT SAFETY INFORMATION

& Hypocalcemia: Prolia™ is contraindicated in patients
with hypocalcemia. Pre-existing hypocalcemia must
be corrected prior to initiating Prolia™. Hypocalcemia
may worsen, especially in patients with severe renal
impairment. In patients predisposed to hypocalcemia and
disturbances of mineral metabolism, clinical monitoring
of calcium and mineral levels is highly recommended.
Adequately supplement all patients with calcium and
vitamin D.

Serious Infections: In a clinical trial (N = 7808), serious
infections leading to hospitalization were reported more
frequently in the Prolia™ group than in the placebo
group. Serious skin infections, as well as infections of

&
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the abdomen, urinary tract and ear, were more frequent
in patients treated with Prolia™. Endocarditis was also
reported more frequently in Prolia™-treated subjects.
The incidence of opportunistic infections was balanced and
the overall incidence of infections was similar between the
treatment groups. Advise patients to seek prompt medical
attention if they develop signs or symptoms of severe
infection, including cellulitis.

Patients on concomitant immunosuppressant agents or
with impaired immune systems may be at increased risk
for serious infections. In patients who develop serious
infections while on Prolia™, prescribers should assess the
need for continued Prolia™ therapy.

¢ Dermatologic Adverse Reactions: Epidermal and dermal

adverse events such as dermatitis, eczema and rashes
occurred at a significantly higher rate in the Prolia™ group
compared to the placebo group. Most of these events were
not specific to the injection site. Consider discontinuing
Prolia™ if severe symptoms develop.

¥ Osteonecrosis of the Jaw (ONJ): ONJ, which can occur

spontaneously, is generally associated with tooth extraction
and/or local infection with delayed healing, and has been
reported in patients receiving Prolia™. An oral exam should



