New Medicare Card and Reason
Code N793
If you’ve seen new reason code N793 on your Medicare
remittance advice lately and wonder what it is, you now know
it relates to the new Medicare card.
The description for N793 is:
Alert: CMS is changing from the Medicare Health Insurance
Claim Number (HICN aka “hickin”) to the new Medicare
Beneficiary Identifier (MBI). You can use either the HICN or
MBI during this transition period.
You’ve probably been bombarded with Medicare news releases and
Open Door Forums describing the change and the timeline, but
if not, here are some helpful links:
CMS Page on the New Card here.
FAQs updated April 4th here.
Signs and widgets for your office and website here.
Timeline for state by state rollout here. (Hint: most states
are described only as “After June 2018”)
Electronic Remittance Advice Example here.

Important Dates for the New Medicare Card
Transition Period ends December 31, 2019.
CMS accepts MBIs only regardless of the date of service
January 1, 2020

2017 Medicare Deductibles and
Premiums
2017 Medicare Parts A & B
Premiums and Deductibles Announced
The Centers for Medicare & Medicaid Services (CMS) announced
the 2017 premiums for the Medicare inpatient hospital (Part A)
and physician and outpatient hospital services (Part B)
programs.
Medicare Part B Premiums/Deductibles
Medicare Part B covers physician services, outpatient hospital
services, certain home health services, durable medical
equipment, and other items.
On October 18, 2016, the Social Security Administration
announced that the cost-of-living adjustment (COLA) for Social
Security benefits will be 0.3 percent for 2017. Because of the
low Social Security COLA, a statutory “hold harmless”
provision designed to protect seniors, will largely prevent
Part B premiums from increasing for about 70 percent of
beneficiaries. Among this group, the average 2017 premium will
be about $109.00, compared to $104.90 for the past four years.
For the remaining roughly 30 percent of beneficiaries, the
standard monthly premium for Medicare Part B will be $134.00
for 2017, a 10 percent increase from the 2016 premium of
$121.80. Because of the “hold harmless” provision covering the
other 70 percent of beneficiaries, premiums for the remaining
30 percent must cover most of the increase in Medicare costs

for 2017 for all beneficiaries. This year, as in the past, the
Secretary has exercised her statutory authority to mitigate
projected premium increases for these beneficiaries, while
continuing to maintain a prudent level of reserves to protect
against unexpected costs. The Department of Health and Human
Services (HHS) will work with Congress as it explores budgetneutral solutions to challenges created by the “hold harmless”
provision.
“Medicare’s top priority is to ensure that beneficiaries have
affordable access to the care they need,” said CMS Acting
Administrator Andy Slavitt. “We will continue our efforts to
improve affordability, access, and quality in Medicare.”
Medicare Part B beneficiaries not subject to the “hold
harmless” provision include beneficiaries who do not receive
Social Security benefits, those who enroll in Part B for the
first time in 2017, those who are directly billed for their
Part B premium, those who are dually eligible for Medicaid and
have their premium paid by state Medicaid agencies, and those
who pay an income-related premium. These groups represent
approximately 30 percent of total Part B beneficiaries.

CMS also announced that the annual
deductible for all Medicare Part B
beneficiaries will be $183 in 2017
(compared to $166 in 2016).

Medicare
Part
Premiums/Deductibles

A

Medicare Part A covers inpatient hospital, skilled nursing
facility, and some home health care services. About 99 percent

of Medicare beneficiaries do not have a Part A premium since
they have at least 40 quarters of Medicare-covered employment.
The Medicare Part A inpatient hospital deductible that
beneficiaries pay when admitted to the hospital will be $1,316
per benefit period in 2017, an increase of $28 from $1,288 in
2016. The Part A deductible covers beneficiaries’ share of
costs for the first 60 days of Medicare-covered inpatient
hospital care in a benefit period. Beneficiaries must pay a
coinsurance amount of $329 per day for the 61st through 90th day
of hospitalization ($322 in 2016) in a benefit period and $658
per day for lifetime reserve days ($644 in in 2016). For
beneficiaries in skilled nursing facilities, the daily
coinsurance for days 21 through 100 of extended care services
in a benefit period will be $164.50 in 2017 ($161 in 2016).
Enrollees age 65 and over who have fewer than 40 quarters of
coverage and certain persons with disabilities pay a monthly
premium in order to receive coverage under Medicare Part A.
Individuals who had at least 30 quarters of coverage or were
married to someone with at least 30 quarters of coverage may
buy into Part A at a reduced monthly premium rate, which will
be $227 in 2017, a $1 increase from 2016. Uninsured aged and
certain individuals with disabilities who have exhausted other
entitlement and who have less than 30 quarters of coverage
will pay the full premium, which will be $413 a month, a $2
increase from 2016.

Advance

Beneficiary

Notice

FAQs

The advance beneficiary notice (ABN) is a powerful tool for
practices to educate patients about their benefits and
responsibilities for Medicare non-covered services. Many of
our readers still write us to ask questions about the form and
the correct way to use it in the office, so we developed this
Frequently Asked Questions list for the ABN to clear up some
of the confusion.
We always tell the physicians we work with: “If you are going
to accept insurance, you need to be the expert on insurance.”
In practice this means knowing your patient’s benefits and
working with them to communicate with them about what, if
anything, they will owe before or after payer adjudication. No
one enjoys being surprised about money!
The ABN is also a tremendous opportunity to talk about
financial responsibilities with a patient. If you don’t have a

credit card on file program in your practice, it’s important
to be proactive about patient financial responsibilities and
how they will be handled. Having a patient sign that they
understand they will be financially responsible for payment
for a non-covered service is a natural way to start that
process.
Here are some of your most frequently asked ABN questions.

What is the ABN? What does it do?
The ABN was originally developed by the Centers for Medicare
and Medicaid Services (CMS) to make sure Medicare patients
were aware that if they received services that were not
covered by Medicare, payment for these services would be their
responsibility. By signing the ABN, the patient agrees that if
Medicare (or other payer) does not pay the physician then the
patient will have to pay for it. The document affirms that the
patient knows they could be required to pay out of pocket.
Once the ABN is signed, if you are sure Medicare won’t pay you
can (and probably should) collect the patient portion listed
on the form immediately. You can charge in full for the
services if the ABN is signed, however the service is self-pay
at that point, so I always suggest you charge your self-pay
rate.

What won’t Medicare pay for?
The classic example is an annual physical, which many people
assume is part of their Medicare coverage. Medicare will pay
for an initial “Welcome to Medicare” visit, as well as an
“Annual Wellness” visit, but the key word to hear is “visit”.
These are not physical examinations. If a patient wants a
physical, they will need to sign an ABN before the service
saying they understand that Medicare will not pay for it.
Other things that Medicare will not pay for include services
without specific medical need, like labs or imaging
diagnostics without diagnoses that are accepted as medically

necessary. Medicare will also only pay for certain services at
regular intervals, for example women who are considered “low
risk” for cervical cancer can only receive a pap smear every
24 months. Note that you are not required by Medicare to get
an ABN signed for services that are never covered, such as the
annual physical, however, it pays to be absolutely clear when
discussing payments, so I suggest you get an ABN signed by the
patient regardless.

Should we just have everybody sign an
ABN?
No. The ABN is to be used in specific instances for a specific
service. You cannot require a patient to sign a “blanket” ABN
for the year, just in case. If Mr. Smith wants a service that
Medicare is unlikely to, or definitely will not pay for and
the physician is comfortable ordering or performing the
service, a staff member should present an ABN to Mr. Smith for
that specific day’s procedure, before it is performed. If the
patient is a having a series of recurring services that will
not be covered, you can have one ABN signed for up to twelve
months of the specific service. An example of this might be a
series of physical therapy sessions. The ABN is not a catchall to protect from denial, however, and persistent misuse
will not only be denied, but could open the door to an audit.

We are a small, busy practice; that
sounds like a lot of work!
It is a lot of work for a practice! Many practices choose to
not use the ABN rather then work out a protocol to implement
it. The practice has to have a system in place so that the
physician or staff member can explain the situation, fill out
the form, answer the patient’s questions and file the ABN for
posterity (they have to be kept seven years, like other
records). It can be the physician in a micropractice, or a
dedicated billing or customer service employee in a larger

setting. Also, a note has to be made of the ABN signing in the
patient’s chart so that modifiers can be added to the CPT
codes for billing.

Are ABNs for Medicare only?
No. You can also have a patient sign an ABN for a private
payer. This helps the patient to understand that if their
insurance doesn’t cover the service specified, the patient
will have to pay for it. Medicare requires an ABN be signed
in order to bill the patient, but for patients with private
insurance it’s still a great opportunity to talk about noncovered services, deductibles, copays, coinsurance or any past
balances if you haven’t already. A few private payers actually
require a waiver/ABN to bill patients for non-covered services
– check your contract to be sure.

Mary Pat has created a generic non-Medicare ABN; if you’d like
a copy for $20, just email Mary Pat and she can send you one.

July 15-16 CMS Webinars: New
Payment
Model
for
Joint
Replacements
UPDATED

INFO:

These

recorded

webinars are now available here.
—————————
On July 9, 2015 the Centers for Medicare & Medicaid Services
(CMS) announced the Comprehensive Care for Joint Replacement
(CCJR) model, a proposed payment, quality, and care
improvement initiative for hip and knee replacements.
The Center for Medicare & Medicaid Innovation (CMS Innovation
Center) will host two offerings of a webinar to describe the
proposed rule and respond to questions. The dates and
registration links for these webinars are as follows:
Comprehensive Care for Joint Replacement Model Webinar
#1 – Wednesday, July 15 from *1:00pm – 2:00pm
EDT: https://engage.vevent.com/rt/cmms~071515
Comprehensive Care for Joint Replacement Model Webinar
#2 – Thursday, July 16 from *2:00pm – 3:00pm EDT:
https://engage.vevent.com/rt/cmms~071615
Additional information on this Model can be accessed through
the CCJR Model web page.
The proposed rule will undergo a 60-day comment period during
which time CMS welcomes the input of stakeholders and the
public. You can read the proposed rule in the Federal
Register.
We encourage all interested parties to submit comments to the
rule electronically through the CMS e-Regulation website at
http://www.cms.gov/Regulations-and-Guidance/Regulations-and-Policies/eRulemaking/index.html?redirect=/eRulemaking or on paper by following the
instructions included in the proposed rule. Submissions must
be received by September 8, 2015.
*Large audiences are anticipated. Plan on joining a few

minutes early.
Photo Credit: redegalegadebiomateriais via Compfight cc

The CMS ICD-10 Announcement:
What
It
Means
to
Your
Practice
First, the game-changing announcement below means that a sigh
of relief is in order. Some of the anxiety surrounding
potential financial disaster should be abated. CMS announced:
“Medicare review contractors [MACs and RACs] will not deny
physician or other practitioner claims billed under the Part
B physician fee schedule through either automated medical
review or complex medical record review based solely on the
specificity of the ICD-10 diagnosis code as long as the
physician/practitioner used a valid code from the right
family.” (see FAQ2 below)
Second, we think it means that the sword rattling coming from
the AMA and other individuals should subside. The fact that
the CMS changes are based on recommendations from the AMA,
which has been adamantly opposed to the ICD-10 mandate for
years, is no less unexpected than the lion laying down with
the lamb.
Regardless of the changes, the AMA’s previous assertion that
ICD-10 “will create significant burdens on the practice of
medicine with no direct benefit to individual patients’ care”

still stands. The transition is inevitable, in my mind, but
the changes will lessen the burden on physicians.
In the announcement from CMS, the clarification was made that
“In accordance with the coming transition, the Medicare
claims processing systems will not have the capability to
accept ICD-9 codes for dates of services after September 30,
2015, nor will they be able to accept claims for both ICD-9
and ICD-10 codes.”
Third, CMS will name a CMS ICD-10 Ombudsman to triage and
answer questions about the submission of claims. The ICD-10
Ombudsman will be located at CMS’s ICD-10 Coordination Center.
Also, mark your calendars! CMS will have a provider call on
August 27th to discuss these changes.
See the answers below provided by CMS in their new FAQs
published this week.
Q1. What if I run into a problem with the transition to ICD-10
on or after October 1st 2015?
A1. CMS understands that moving to ICD-10 is bringing
significant changes to the provider community. CMS will set up
a communication and collaboration center for monitoring the
implementation of ICD-10. This center will quickly identify
and initiate resolution of issues that arise as a result of
the transition to ICD-10. As part of the center, CMS will have
an ICD-10 Ombudsman to help receive and triage physician and
provider issues. The Ombudsman will work closely with
representatives in CMS’s regional offices to address
physicians’ concerns. As we get closer to the October 1, 2015,
compliance date, CMS will issue guidance about how to submit
issues to the Ombudsman.
Q2. What happens if I use the wrong ICD-10 code, will my claim
be denied?

A1. While diagnosis coding to the correct level of specificity
is the goal for all claims, for 12 months after ICD-10
implementation, Medicare review contractors will not deny
physician or other practitioner claims billed under the Part B
physician fee schedule through either automated medical review
or complex medical record review based solely on the
specificity of the ICD-10 diagnosis code as long as the
physician/practitioner used a valid code from the right
family. However, a valid ICD-10 code will be required on all
claims starting on October 1, 2015. It is possible a claim
could be chosen for review for reasons other than the
specificity of the ICD-10 code and the claim would continue to
be reviewed for these reasons. This policy will be adopted by
the Medicare Administrative Contractors, the Recovery Audit
Contractors, the Zone Program Integrity Contractors, and the
Supplemental Medical Review Contractor.
Q3. What happens if I use the wrong ICD-10 code for quality
reporting? Will Medicare deny an informal review request?
A3. For all quality reporting completed for program year 2015
Medicare clinical quality data review contractors will not
subject physicians or other Eligible Professionals (EP) to the
Physician Quality Reporting System (PQRS), Value Based
Modifier (VBM), or Meaningful Use 2 (MU) penalty during
primary source verification or auditing related to the
additional specificity of the ICD-10 diagnosis code, as long
as the physician/EP used a code from the correct family of
codes. Furthermore, an EP will not be subjected to a penalty
if CMS experiences difficulty calculating the quality scores
for PQRS, VBM, or MU due to the transition to ICD-10 codes.
CMS will not deny any informal review request based on 2015
quality measures if it is found that the EP submitted the
requisite number/type of measures and appropriate domains on
the specified number/percentage of patients, and the EP’s only
error(s) is/are related to the specificity of the ICD-10
diagnosis code (as long as the physician/EP used a code from

the correct family of codes). CMS will continue to monitor the
implementation and adjust the timeframe if needed.
Q4. What is advanced payment and how can I access this if
needed?
A4. When the Part B Medicare Contractors are unable to process
claims within established time limits because of
administrative problems, such as contractor system malfunction
or implementation problems, an advance payment may be
available. An advance payment is a conditional partial
payment, which requires repayment, and may be issued when the
conditions described in CMS regulations at 42 CFR Section
421.214 are met. To apply for an advance payment, the Medicare
physician/supplier is required to submit the request to their
appropriate Medicare Administrative Contractor (MAC). Should
there be Medicare systems issues that interfere with claims
processing, CMS and the MACs will post information on how to
access advance payments. CMS does not have the authority to
make advance payments in the case where a physician is unable
to submit a valid claim for services rendered.
NOTE: Watch for upcoming posts on ICD-10 websites and apps
that I am rating for their usefulness. We will also be
producing free webinars on translating the diagnoses on your
superbills, picklists and cheat sheets for ICD-10 – stay
tuned!
Photo Credit: Tojosan via Compfight cc

[Slide Deck] How Doctors Are

Paid
RVUs

Today:

Understanding

There’s a lot of talk today about how physicians (and other
care entities) are paid. This slide deck discusses how the
system used predominantly today (RBRVS) to pay physicians came
to be and how Medicare and other payers calculate a payment.
Download this Slide Deck and learn about Relative Value Units.
Understand RVUs from ManageMyPractice
Click Here to Download.

The Sunshine Act and
Impact on Physicians
Patients

Its
and

On Friday, February 1st, The Centers For Medicare and
Medicaid Services (CMS) released their final regulations on
the Physician Payment Sunshine Act that was passed as a part
of Heathcare Reform in 2010. The PPSA or “Sunshine Act”
mandates that any manufacturer of medical supplies, medical
equipment or pharmaceuticals will disclose to the Department
of Health and Human Services (DHHS) any payments, gifts, or
“transfers of value” over $10. The resulting disclosures will
be publicly available in a database of transactions so that
there will be “sunshine” on any financial relationships,
direct or indirect, between providers and manufacturers. All
of the disclosure requirements are the responsibility of the
vendor, but the public nature of the resulting data has

implications for day to day operations in your practice, as
well as any relationships you might have with prominent
manufacturers.

What is the Purpose of the Sunshine
Act?
Supreme Court Justice Louis Brandeis said “Sunlight is the
Best Disinfectant”, and that idea is central to this “Sunshine
Act.” The hope is that by ensuring that any transactions
between manufacturers and providers are documented and made
public, all other stakeholders in the healthcare system will
be able to make decisions based on the best possible
information – and “disinfect” any conflict of interest that
could impact patient care outcomes.
For example, if a physician prescribes a drug and the
manufacturer of that drug makes (completely legal) payments to
that physician, access to that information could inform
decisions by patients, payers and affiliated providers of the
physician. For better or worse, this information will be in
play as a part of the public record – and like all parts of
the public record, will be open to interpretation.
Whether or not any financial relationships physicians might
have with manufacturers end up influencing individual patient
treatment decisions, a record of the payments will be a part
of a growing body of public information that will influence
patients’ perceptions of medical quality, and will ultimately
be a part of determining how they engage with physicians. In
other words, these financial relationships are now a part of
your public image and brand. As such, we are advising our
clients to be proactive about how they are presented in these
disclosures.

When Does the Sunshine Act Start?
Vendors will begin recording information on payments
starting on August 1st, 2013.
Q4 2013 data is due to CMS on March 31st, 2014.
Data will be publicly released September 30th, 2014.
Vendors, providers, and other covered entities will have
45 days to review or dispute data to be published.
The final ruling exempts manufacturer sponsorship of
speakers at a Continuing Medical Education (CME) event
from the Sunshine Act.
Food purchases by manufacturer reps will be divided by
the total number of employees, not just the number of
physicians, but only the physicians’ portions will be
reported.

What Should Medical Practices &
Physicians Do?
CMS suggests that physicians and other care providers would do
well to keep their own records of any value exchanges they
receive and it makes sense. Even though physicians aren’t
responsible for reporting the data, they can be affected by
it, and so they should monitor it for accuracy and
completeness. Physicians should review any and all
manufacturer relationships to get an overview of what the
reporting will look like. Talk to vendors about reviewing data
before it is reported so there are no surprises. Keep in mind,
even if a relationship is completely ethical, legal and
beneficial to your patients, if it can be portrayed as
unethical, it can harm you.
Finally, you need to be sure to regularly review the
information that is publicly available in September of 2014,
even after checking with the manufacturers before they report,
and reconciling this information with your own records.

Mistakes get made, typos don’t get fixed, and you are
ultimately responsible for your own brand as a provider – so
check it!
How is your practice preparing for the Physician Payment
Sunshine Act? Let us know in the comments below!

Guest Author Steve Spearman:
A Meaningful Use Audit, What
to Expect: A Doctor Speaks
If you read my alert from August or the followup article on
Audit Red Flags to Avoid, you are aware that CMS hired an
accounting firm, Figliozzi & Company, to audit the compliance
of eligible providers and eligible hospitals that had already
received payment under the meaningful use (MU) program.
According to a report from the GAO as many as 20% of eligible
providers and 10% of eligible hospitals may be audited, on a
post-payment basis to confirm that they actually met the
requirements of the program.
I recently had the opportunity to interview a physician that
is currently going through the audit process with Figliozzi &
Company (an edited transcript of the interview can be found
here). Although he wishes to remain anonymous, he was willing
to report on his experience and provide redacted copies of the
correspondence and requests that he has received from the
auditors.
This physician, whom I will call Dr. Jones, is a primary

practice physician in the Southwestern United States.
His
initial stage one reporting period was in 2011 and he attested
in 2011.
He implemented a certified EHR application,
SoapWare, in 2008 so he was already an experienced EHR user
when meaningful use rolled around.
According to a report
published by the CDC, only about 17% of physicians in 2008 had
implemented an EHR with most of the functionality that would
be required by certified EHR’s under meaningful use.
So when
HITECH and meaningful use became law in 2009, it is not
surprising that Dr. Jones would be among the first round of
physicians to attest. As you may know, the initial reporting
period for stage one was a 90 day period that had to occur
during a calendar year. This 90 day period is the period in
which you have to collect and use your EHR and exceed the
thresholds established for meaningful use.
And for those
measures requiring a Yes/No attestation, you have to affirm
that you met the measure.
First I want to lay out the facts and then do some analysis.
In the third quarter of 2012, Dr. Jones received an email from
Figliozzi & Co. informing him that his “facility has been
selected by CMS for a HITECH meaningful use audit.”[i]
All
the correspondence with Figliozzi has been
something that surprised Dr. Jones and me.

via email,
The email

contained a number of attachments which you can view here,
here, here and here.
None of the original documents specified the period for which
Dr. Jones was being audited. Figliozzi might have assumed it
that it was obvious because Dr. Jones had only attested and
received payment once, for his initial 90 day attestation in
2011.
However, that reporting period was long out of Dr.
Jones mind and, as it was nearing the end of 2012 and the end
of his first full year reporting period, he assumed that the
audit was related to his current reporting period, the full
2012 calendar year.
In his own words, “…it wasn’t very
clear. Because at the same time that we received this (the

audit letter) we were getting ready to attest for 2012.”
Clearly, this betrays a common knowledge deficit about the
meaningful use audit program. The post-payment audit program
is only for those that have already attested and received
funding. The email from Figliozzi could have been clearer on
that point.
Dr. Jones prepared some data for 2012 and sent it along to
Figliozzi and Company, and hoped that he was done.
He was not.
A few weeks later, Dr. Jones received a terse email from a
different auditor within the company. An attachment to the
email clarified that the audit was for the 2011 reporting
period and requested additional information.
Specifically,
Dr. Jones needed to provide additional supporting evidence
such as :
1. Proof of possession. In other words, Dr. Jones needed
to provide evidence that he owned the software at the
time of attestation and that it was of a certified
version of the software.
The types of documentation
might include invoices, contracts, or licensing
agreements but the documentation needed to specify dates
and versions in order to be acceptable.
2. Provide documentation specifically related to the Core
Yes/No measures:
1. Core # 2 – Drug Interaction checks – provide
evidence that the capability was running during
the entire reporting period or demonstrate that
the capability cannot be disabled.
2. Core # 11 – Clinical Decision Support (CDS) –
provide a schedule of alerts from the period or
demonstrate that the capability cannot be disabled
3. Core # 14 – Exchange of Clinical Information –
Screenshots from the EHR demonstrating a test
exchange of clinical data or an email confirming

receipt of the exchanged data.
4. Core # 15 – Protect Electronic Health Information
– a risk analysis report dated prior to the end of
the reporting period.
5. In addition, Dr. Jones needed to provide proof
that he had had met the two Yes/No Menu measures
that he had selected:
1. M e n u # 3 – P a t i e n t L i s t s – A l i s t o f
patients with a specific medical condition
generated by the EHR.
2. Menu # 10 – Syndromic Surveillance Data
Submission – Screenshots from the period
which document a submission of test
syndromic surveillance data or a dated
email/letter from an agency indicating
receipt of such data.
Dr. Jones scrambled to put together the supporting documents
and mailed them to Figilozzi and Co. within the required
deadline. He is waiting to hear from them.
Here are a few thoughts about Dr. Jones experience and the
things to consider prior to attesting.
In order to be eligible for funding, an eligible provider must
meet all the core measures and five (out of ten) menu
measures. Most of the measures are reported directly out of
the EHR but a few are not. These tend to be the measures that
present the most problems with documenting compliance. They
have the common characteristic that they are Yes/No measures
and the affirmation needed cannot be auto-generated from data
in the EHR. Based on a specific EHR, you might be able to
document compliance using reports or the audit system of the
EHR. For example, many EHR’s should be able to document and
retain the creation of alerts for Core # 11, the CDS measure.
This should also be true of Core # 2, the drug interaction
check measure and Menu # 3, the Patient List measure.[ii]

Core # 14, Exchange Clinical Information and Menu # 10, should
be readily provable if you successfully sent data to the
receiving parties and received an email or letter affirming
receipt. However, the standards explicitly allows that the
test does not have to be successful. If it is not successful,
it is crucial that providers take screenshots of the entire
process of the tests as they are conducting them.
Interestingly, both of the measures have exclusions, one of
which likely applied to Dr. Jones situation. If you claim an
exclusion on any measure, be sure to thoroughly document the
reason for the exclusion with supporting evidence.
That leaves Core Requirement # 15 which is of course, a focus
of Health Security Solutions practice. So here are some
thoughts on meeting this requirement:
As we have reported before, the standard states that the
risk analysis must be conducted during the reporting
period (or prior to the initial 90 day reporting
period).
Organizations do NOT have to outsource this requirement
but it will make sense for many organizations to do so.
Typical physician practices have neither the expertise
nor the resources to conduct a risk analysis.
The audit specifies that they would expect to see a
“report” documenting that a risk analysis was completed.
The exact process for conducting and reporting a risk
analysis is not defined in the regulations. So what
will be acceptable to an auditor? Your best bet is one
that complies with NIST Guidelines, specifically Special
Publication 800-30.
Appendix K of that document
provides an outline of what should be included in a
report.
Page 29 lists the specific broad tasks
associated with risk analysis[iii]:
One last thought. For many practices, the MU requirements
seems overwhelming.
This is especially true of the risk
analysis requirement. Smaller practices are not flush with

cash and even more bereft of resources. This is one reason we
developed and introduced our Risk Analysis in a Box Lite
service line, designed specifically for small providers.
Please call us if we can be of service to you.
In future post, I hope to provide more reflections, ideas and
advice on the MU audit program by seeking guidance from
credible experts and others invested in seeing it, and its
benefactors, succeed. I will also keep readers updated on the
status of Dr. Jones.
Steve

Steve Spearman, Founder and Chief Security Officer for Health
Security Solutions, has been in the healthcare industry since
1991. After spending more than a decade observing health care
providers struggle with the HIPAA Security and Privacy
regulations, he founded Health Security Solutions in the
summer of 2010 to help organizations minimize and mitigate the
financial, legal, and compliance risks associated with running
health care organizations.
Steve alongside his team of security experts, have helped
healthcare providers qualify for millions of dollars worth of
stimulus funding through a wide range of HIPAA consulting
services and solutions, including his very own risk assessment
method, Risk Analysis in A Box.
To learn more about Steve, Health Security Solutions, and the
services
they
provide
please
visit
www.healthsecuritysolutions.com.

[i] I wonder if the use of the word “facility” implies that
all physicians at a single practice would be audited at the
same time. Dr. Jones is a solo practitioner so we can’t know

from his example.
[ii] I intend to contact an expert in the field related to the
capabilities and certification requirements of certified EHR’s
and will report on that in a later alert.
[iii] Risk Analysis Tasks according to NIST 800-30.
Identify threat sources that are relevant to
organizations
Identify threat events that could be produced by those
sources;
Identify vulnerabilities within organizations that could
be exploited by threat sources through specific threat
events and the predisposing conditions that could affect
successful exploitation;
Determine the likelihood that the identified threat
sources would initiate specific threat events and the
likelihood that the threat events would be successful;
Determine the adverse impacts to organizational
operations and assets, individuals, other organizations,
and the Nation resulting from the exploitation of
vulnerabilities by threat sources (through specific
threat events); and
Determine information security risks as a combination of
likelihood of threat exploitation of vulnerabilities and
the impact of such exploitation, including any
uncertainties associated with the risk determinations.

RAC

Alert:

How

to

Bill

Medicare for Hospice Patients
When You Are Not the Hospice
Provider

What is Hospice?
Hospice care focuses on improving the quality of life for
persons and their families faced with a life-limiting illness.
The primary goals of hospice care are to provide comfort,
relieve physical, emotional, and spiritual suffering, and
promote the dignity of terminally ill persons. Hospice care
neither prolongs nor hastens the dying process. As such, it is
palliative not curative. Hospice care is a philosophy or
approach to care rather than a place. Care may be provided in
a person’s home, nursing home, hospital, or independent
facility devoted to end-of-life care.

How is Medicare Hospice Care Paid?
When hospice coverage is elected, the beneficiary waives all
rights to Medicare Part B payments for services that are
related to the treatment and management of his/her terminal
illness during any period his/her hospice benefit election is
in force, except for professional services of an attending
physician, which may include a nurse practitioner. If the
attending physician, who may be a nurse practitioner, is an
employee of the designated hospice, he or she may not receive
compensation from the hospice for those services under Part B.
These physician professional services are billed to Medicare
Part A by the hospice.

What is the RAC Issue?
Recovery Auditors recently reported a billing issue for
physicians providing services unrelated to a Hospice terminal
diagnosis provided during a Hospice period. Hospice claims are
filed under Part A, while services not related to a Hospice
diagnosis are filed under Part B. In these cases, unrelated
care was billed without the accompanying GW modifier. All
services related to a Hospice terminal diagnosis are included
in the Hospice payment and are not paid separately.
For beneficiaries enrolled in Hospice, Medicare Administrative
Contractors (MACs) and/or Medicare Carriers must deny any
service furnished on or after January 1, 2002, that are
submitted without either GV or GW modifier.
GV Modifier = Attending physician treating a patient with a
Hospice related terminal diagnosis, but not employed or paid
under arrangement by the patient’s hospice provider
GW Modifier = Service not related to the Hospice patient’s
terminal condition

Recovery Auditor Finding
In this audit, the recovery auditors conducted an automated
review of claims for physician services. A significant number
were deemed to contain improper billing resulting in
overpayment.
Claim Example 1: A patient is enrolled in Hospice and goes to
a physician’s office for open treatment of a femoral
fracture, with internal fixation or prosthetic replacement,
CPT code 27236.
Finding: If the procedure is unrelated to the terminal
diagnosis (Non-Hospice related), the physician’s bill should
contain modifier GW. If this modifier is not appended, the

procedure is related to the terminal diagnosis and should not
be reimbursed under the part B benefit, instead paid under
the hospice benefit.
Claim Example 2: The patient is shown as being on hospice
starting August 1, 2010, through August 31, 2010. A provider
billed CPT code 45378, Colonoscopy, with no modifiers to Part
B on August 3, 2010.
Finding: The billing of code 45378 would be incorrect since
the beneficiary was enrolled in hospice. There can be no
separate reimbursement unless the service was unrelated to
the terminal diagnosis, which has to be reflected by the
proper modifier.

How to Capture Medicare Hospice
Information
Identify patients enrolled in Hospice, and document in
your system the Hospice in which they are enrolled.
If you have referred a patient to Hospice, flag their
account in the computer so anyone performing coding or
billing can investigate the of use appropriate
modifiers.
If you have received correspondence notifying you of a
patient’s enrollment in Hospice, notify staff and make
sure the billing record is flagged for appropriate
coding.
If you become aware during the patient’s care that the
patient you are treating is in Hospice, document the
name of the Hospice and notify staff, making sure the
billing record is flagged.
Patients sometimes dis-enroll or are discharged from
Hospice, so do not assume a patient is continuing care
under Hospice. When in doubt, contact the patient’s
Hospice to clarify if the patient is or is not enrolled.

A little extra leg work will not only cause your claim
to be paid on time and properly, it will also keep you
from having to pay back any money if improperly paid to
you.
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Gingrey “Confident” Lame
Congress Will Pass SGR Fix.

Duck

Modern Healthcare (11/15, Subscription Publication) reports
that Representative Phil Gingrey (R-GA), vice chair of the
House Doctors Caucus said Wednesday that he is “pretty
confident” Congress will “approve a one-year freeze in
Medicare physician pay rates” during the lame duck session.
This so-called “SGR patch” would put off a slated 27.5% cut to
Medicare reimbursement rates. He said he believed “Congress
would find the $18 billion needed to offset the cost of a oneyear payment freeze,” adding that “his caucus plans to focus
next year on finding a replacement t the SGR and a way to pay
the $300 billion cost of permanently replacing it.”
(Back to Top)

CMS Releases Stage 2 Meaningful Use
Specification Sheets with Details
on Each Measure
CMS has added Stage 2 meaningful use specification sheets for
both eligible professionals (EPs) and for eligible hospitals
and critical access hospitals (CAHs) to help them participate
in Stage 2 of meaningful use in the Medicare and Medicaid
Electronic Health Record (EHR) Incentive Programs.
The new specification sheets can be found on the Stage 2 page
of the EHR website. Each specification sheet includes the
objective, measure, and exclusion for each core and menu
objective, as well as a definition of terms, attestation
requirements, additional information, and the corresponding

standards and certification criteria.
You can view the specification sheets in two ways:
Use the Stage 2 Specification Sheet Table of Contents —
The Table of Contents lists all the core and menu
objectives, with direct links to each individual measure
specification sheet. The page contains a Table of
Contents for both EPs and for eligible hospitals and
CAHs.
Download ALL Stage 2 Specification Sheets — Zip files
containing PDFs of all of the core and menu objectives
for EPs and for eligible hospitals and CAHs are
available for download on the page.
Reminder: The earliest that the Stage 2 criteria will be
effective is in fiscal year 2014 for eligible hospitals and
CAHs or calendar year 2014 for EPs. All providers must achieve
meaningful use under the Stage 1 criteria before moving to
Stage 2.
Want more information about the EHR Incentive Programs?
Make sure to visit the Medicare and Medicaid EHR Incentive
Programs website for the latest news and updates on the EHR
Incentive Programs.
(Back to Top)

Information
on
Webinars from CMS

Two

Upcoming

National Medicare Training Program
Update Webinar on Tuesday, November

20.
Attendees will hear information on:
Flu Vaccine
Plan Finder
Innovations Center
Enrollment Opportunities

for

People

Affected

by

Hurricane Sandy
Pharmacy & Provider Access During Federal Disasters and
Other Public Health Emergencies
When: Tuesday, November 20, 2012
Time: 2:30-3:30 p.m., ET
Call-In Number: 877-251-0301
Conference ID: 90024799
Webinar ID: https://webinar.cms.hhs.gov/nmtpnov12/

Make Your Community a Source of
Health and Wellness – Establishing
a Health Ministry in Your Community
Webinar on Thursday, November 29.
Sue Heitmuller, Health Ministry Coordinator for Adventist
HealthCare, will speak in-depth on how to lead communities
through the process of faithfully establishing health
ministries.
The presentation will be followed by a Question & Answer
session.
When: Thursday, November 29, 2012

Time: 2:00-3:00 p.m., ET
(Back to Top)

