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Conversion factor changed on May 31, 2010 from $36.0846 to $36.0791 (0.5 cent) retroactive to January 1, 2010.  This will expire 11/30/2010, and unless acted upon by Congress will result in ~ 21% cut for December, and ~ 27% on January 1, 2011 going forward.  What is a concern is that Congress will not act until after the next congressional session and that they may only address payments under the then current term, and not address the cut for December.

RAC UPDATE
Recovery audit contractors (RACs), retained by CMS, are targeting Medicare signature rules after finding “significant problems” when reviewing records. Medicare regulations require that medical record entries be timed, dated and include a legible signature. Claims are being denied due to the lack of a legible signature. Hand-written notes and laboratory/radiology requisitions are at high risk for such denials. As a reminder:

 

· All notes must be signed (with credentials), timed and dated  

· Signatures must be legible

· Name stamp may be used in conjunction with a hand-written signature 
· Name stamp may not be used in place of a hand-written signature 

· Signature stamp may not be used in place of a hand-written signature  
· Requisitions may not be pre-signed for later use  
· Completed requisitions may not be photocopied for later use 

PECOS

Effective July 5, 2010, a federal regulation states that any physician of any specialty that would order or refer services must have his/her NPI set up in the PECOS system, the provider enrollment system employed by CMS.  Even if the practice has not made any changes to their enrollment status since 2003, the practice must be enrolled in the PECOS system. 

Internet-Based PECOS - Better way for physicians, non-physician practitioners, and third-party staff who are authorized to can:

· Submit new initial enrollment record

· Make changes to existing enrollment record

· Add or change reassignment of benefits

· Reactivate enrollment 

· Voluntarily withdraw enrollment

· Revalidate enrollment 

Enrollment Revalidation for Providers not in PECOS System

· Providers who have not made changes to enrollment record since 2003 will not be in PECOS and may need to revalidate enrollment

· NGS is currently sending out revalidation letters

· Providers who receive a letter must respond or billing privileges will be revoked
· List of Providers in PECOS
There are new regulations, new forms and a new stand by CMS taking the context of over billing very seriously.  CMS views having better control and more information about a physician practice as a way to protect the Medicare trust fund and to assure payment accuracy – cut down on fraud.

· If a physician has not received a Medicare payment for twelve (12) months, then the physician’s number is automatically turned off, thus preventing any reimbursement from Medicare. 

· Medicare also has a “do not forward” stamp on the envelopes of their checks, so a physician would not receive reimbursement if he/she changed location.  Therefore, if the number has been turned off, the physician must re-enroll in the Medicare program and fill out the necessary paperwork. 

· The federal regulation states that Medicare can only “look back” thirty (30) days from the date of receipt of a properly completed enrollment application.  If a practice employs a new physician, or the practice notices that payment has not been received for several months (due to the enrollment no longer being valid), Medicare will only review 30 days of claims for reimbursement.

· New enrollments and updates to enrollments must follow a CMS mandate to accept electronic funds transfer (EFT).

· An application for a new physician in a practice can be accepted by Medicare thirty (30) days prior to the physician’s arrival.  Medicare then has a sixty (60) day window to process the application.

Deactivation of Medicare Provider Numbers 
· Medicare PTAN becomes inactive if no valid Medicare claim submitted in 12-month period 

· To reactivate, provider must:

· Be ready to submit valid claim

· Submit appropriate CMS-855 form online or on paper

· Upon reactivation, new PTAN is assigned and new effective date applied

· Providers who received paper checks prior to deactivation are required to complete CMS-588 (EFT Authorization Agreement) to reactivate

Claim Filing Limitations

The filing limits are being decreased.
 

	Services Rendered:
	Claim Filing Date

	10/01/07 – 09/30/08
	12/31/09

	10/01/08 – 09/30/09
	12/31/10

	10/01/09 -12/31/09
	12/31/10

	01/01/10 and forward
	365 days/ 1 calendar year from the date of service


Claims not submitted by time limit are provider-liable.  The beneficiaries cannot be charged for provider-liable charges.

In summary, Claim Editing Expansion for Ordering/Referring Providers beginning 01/01/2011 claims will be rejected if: 

· Ordering/referring provider is not eligible to order/refer per Medicare guidelines

· Ordering/referring provider’s NPI is not on claim

· Part B service Ordering/referring provider’s NPI on claim is not in PECOS and is not in claims system

· DME supply Ordering/referring provider’s NPI on claim is not in PECOS
ICD-10 Implementation 

Compliance date for implementation of ICD-10-CM (diagnoses) and ICD-10-PCS (procedures) is set for October 1, 2013
· ICD-10-CM (diagnoses) will be used by all providers in every health care setting

· ICD-10-PCS (procedures) will be used only for hospital claims for inpatient hospital procedures, ICD-10-PCS will not be used on physician claims, even those for inpatient visits

· Ambulatory and physician services provided on or after 10-1-2013 will use ICD-10-CM diagnosis codes

· Inpatient discharges occurring on or after 10-1-2013 will use ICD-10-CM and ICD-10-PCS codes.

· ICD-9-CM codes will not be accepted for services provided on or after October 1, 2013

· ICD-10 codes will not be accepted for services prior to October 1, 2013

· They intend to have no delays and no grace period.
· No impact on Current Procedural Terminology (CPT) codes
· CPT continue to be used for physician and ambulatory services including physician visits to inpatients

Code Freeze Proposal
· Last regular, annual updates to both ICD-9-CM and ICD-10 would be made on October 1, 2011
· Only limited ICD-9-CM & ICD-10 updates for new technologies and diseases on October 1, 2012 and for ICD-10 on October 1, 2013
· Regular updates to ICD-10 beginning October 1, 2014
· A final decision on any code freeze will be announced at the September 15-16, 2010 ICD-9-CM C&M Committee meeting
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Medicare/Medicaid EMR Incentive Payments and Meaningful Use
Meaningful use of certified EHR technology refers to voluntary Medicare/Medicaid incentive programs for eligible professionals and hospitals created by the American Recovery and Reinvestment Act of 2009. The incentives encourage physicians and hospitals to use certified EHR technology in a certain way to achieve healthcare objectives. 

Participation in the program requires certified EHR technology. The technology certification criteria, standards, and implementation specifications fall under the regulatory authority of the HHS Office of the National Coordinator for HIT. According to the regulations, there are two types of “certified EHR technology’:
· complete EHRs that are certified as meeting all certification criteria

· combinations of individually certified EHR modules, the combination of which meets all certification criteria. 

There are a wide variety of certification criteria, so many HIT products that are not considered traditional, complete EHRs/EMRs could still achieve certification via the EHR module pathway. To meet the definition of “certified EHR technology,” a RIS, PACS or reporting product would need to be tested and certified—most likely as an EHR module—and then, would need to be combined with additional certified EHR modules to cover any missing certification criteria. It is expected that most RIS, PACS and reporting products will be eligible for modular certification and that vendors will submit their products for certification. You should check with your specific vendors to fully understand their certification plans.

The vast majority of Medicare participating radiologists will be eligible for the Medicare version of the incentive program for physicians. Only hospital‐based physicians are ineligible, and CMS defines “hospital‐based” as physicians providing more than 90 percent of their services in exclusively inpatient (POS Code 21) and emergency room (POS Code 23) settings. 

Outpatient hospital settings (POS Code 22) are not considered hospital settings for the purposes of this program; therefore, many radiologists who generally categorize themselves as hospital‐based will find this is technically not the case. 

The Medicaid version of the program for physicians features additional compensation, but has a strict eligibility requirement that at least 30 percent of a physician’s patient volume must be attributable to Medicaid.
Meaningful use is determined by satisfaction of a variety of meaningful use measures using certified EHR technology. The Recovery Act specifies the 3 components of Meaningful Use:
· Stage 1: Use of certified EHR in a meaningful manner by electronically capturing the data that can be used to tract key clinical conditions and care coordination, implementing decision support tools, and reporting clinical quality measures and public health information.
· Stage 2: Use of certified EHR technology to expand on Stage 1 for electronic exchange of health information to improve quality of health care
· Stage 3: Use of certified EHR technology to submit clinical quality measures (CQM) that focus on promoting improvements in quality, safety and efficiency, focusing on decision support for national high priority conditions, patient access to self management tools, access to comprehensive patient data and improving population health.
There are 15 mandatory core set meaningful use measures, and 10 discretionary menu set measures (eligible professionals choose 5 of the 10). Many of the core and menu set measures offer exclusion criteria for specialists.
Eligible professionals – 15 Core Objectives:

· Computerized physician order entry (CPOE)

· E-Prescribing (eRx)

· Report ambulatory clinical quality measures to CMS / States

· Implement one clinical decision support rule

· Provide patients with an electronic copy of their health information

· Provide clinical summaries for patients for each office visit

· Drug-drug and drug-allergy interaction checks

· Record demographics

· Maintain an up-to-date problem list of current and active diagnoses

· Maintain active medication list

· Maintain active medication allergy list

· Record and chart changes in vital signs

· Record smoking status for patients 13 years or older

· Capability to exchange key clinical information among providers of care and patient-authorized entities electronically

· Protect electronic health information 

Eligible Professionals – may defer 5 / 10 objectives:

· Drug-formulary checks

· Incorporate clinical lab test results as structured data

· Generate lists of patients by specific conditions

· Send reminders to patients per patient preference for preventive/follow up care

· Provide patients with timely electronic access to their health information

· Use certified EHR technology to identify patient-specific education resources and provide to patient, if appropriate

· Medication reconciliation

· Summary of care record for each transition of care/referrals

· Capability to submit electronic data to immunization registries*

· Capability to provide electronic syndromic surveillance data to public health agencies*

By design, most of CMS’ Stage 1 meaningful use measures focus on basic patient data traditionally captured and maintained in primary care settings. CMS provides exclusion criteria for many meaningful use measures as well as discretionary “menu set” measures to account for variability in scopes of practice. 

It is important to note that many of the measures merely require physicians to verify that certain data are present in the EHR—in most cases this data could be inputted by others, such as information exchanged with other providers or processed by administrative or technical staff. Certain other measures require physicians to verify or test (usually just once per reporting period) that a given functionality is enabled in the EHR, and a few measures require that patients or referring physicians are provided with certain information after the visit.

For stage 3 the EP must submit clinical quality measures. To fulfill this objective EPs must report on 6 total measures:

· 3 required core measures (substituting alternate core measures where necessary)

· Required core measures

· Hypertension: Blood Pressure Measurement
· Preventive Care and Screening Measure Pair: a) Tobacco Use Assessment b) Tobacco Cessation Intervention
· Adult Weight Screening and Follow-up
· Alternative core measures
· Weight Assessment and Counseling for Children and Adolescents
· Preventive Care and Screening: Influenza Immunization for Patients 50 Years Old or Older

· Childhood Immunization Status
· 3 additional measures from the following list:

1. Diabetes: Hemoglobin A1c Poor Control 

2. Diabetes: LDL Management and Control 

3. Diabetes: Blood Pressure Management

4. Heart Failure : ACE Inhibitor or ARB for Left Ventricular Systolic Dysfunction

5. Coronary Artery Disease: Beta-Blocker Therapy for Patients with Prior MI

6. Pneumonia Vaccination Status for Older Adults

7. Breast Cancer Screening

8. Colorectal Cancer Screening

9. Coronary Artery Disease: Oral Antiplatelet Therapy

10. Heart Failure: Beta-Blocker Therapy for Left Ventricular Systolic Dysfunction

11. Anti-depressant medication management

12. Primary Open Angle Glaucoma: Optic Nerve Evaluation 

13. Diabetic Retinopathy: Documentation of Presence or Absence of Macular Edema and Level of Severity of Retinopathy 

14. Diabetic Retinopathy: Communication with the Physician Managing Ongoing Diabetes Care

15. Asthma Pharmacologic Therapy 

16. Asthma Assessment

17. Appropriate Testing for Children with Pharyngitis

18. Oncology Breast Cancer: Hormonal Therapy for Stage IC-IIIC Estrogen Receptor/Progesterone Receptor (ER/PR) Positive Breast Cancer 

19. Oncology Colon Cancer: Chemotherapy for Stage III Colon Cancer Patients 

20. Prostate Cancer: Avoidance of Overuse of Bone Scan for Staging Low Risk Prostate Cancer Patients

21. Smoking and Tobacco Use Cessation, Medical assistance: a) Advising Smokers and Tobacco Users to Quit, b) Discussing Smoking and Tobacco Use Cessation Medications, c) Discussing Smoking and Tobacco Use Cessation Strategies 

22. Diabetes: Eye Exam

23. Diabetes: Urine Screening

24. Diabetes: Foot Exam

25. Coronary Artery Disease: Drug Therapy for Lowering LDL-Cholesterol

26. Heart Failure : Warfarin Therapy Patients with Atrial Fibrillation

27. Ischemic Vascular Disease: Blood Pressure Management 

28. Ischemic Vascular Disease: Use of Aspirin or Another Antithrombotic 

29. Initiation and Engagement of Alcohol and Other Drug Dependence

30. Prenatal Care: Screening for Human Immunodeficiency Virus

31. Prenatal Care: Anti-D Immune Globulin

32. Controlling High Blood Pressure 

33. Cervical Cancer Screening

34. Chlamydia Screening for Women 

35. Use of Appropriate Medications for Asthma 

36. Low Back Pain: Use of Imaging Studies 

37. Ischemic Vascular Disease (IVD): Complete Lipid Panel and LDL Control 

38. Diabetes: Hemoglobin A1c Control (<8.0%)

First Calendar Year (CY) for which the EP Receives an Incentive Payment

	 
	CY 2011
	CY 2012
	CY 2013
	CY2014
	CY 2015 and later

	CY 2011
	$18,000
	 
	 
	 
	 

	CY 2012
	$12,000
	$18,000
	 
	 
	 

	CY 2013
	$8,000
	$12,000
	$15,000
	 
	 

	CY 2014
	$4,000
	$8,000
	$12,000
	$12,000
	 

	CY 2015
	$2,000
	$4,000
	$8,000
	$8,000
	$0

	CY 2016
	 
	$2,000
	$4,000
	$4,000
	$0

	TOTAL
	$44,000
	$44,000
	$39,000
	$24,000
	$0


Additional 10% Incentive Payment for Medicare EPs Practicing in HPSAs (Health Professional Shortage Areas)
Anyone who is eligible for the Medicare version of the program for physicians but fails to comply with meaningful use in 2015 and beyond will be penalized for noncompliance (regardless of whether or not they previously participated in the program and received any incentive payments). The penalties for non-compliance starting in 2015 going from -1% in 2015 and gradually increasing to up to -5% in 2018 and beyond. Professionals that are eligible for only the Medicaid version of the program will not be penalized for noncompliance. 

Please note that in a future stage of meaningful use, CMS will establish a significant hardship exemption process for eligible physicians to avoid penalties for noncompliance. It is anticipated that the exemptions will be primarily for rural providers, particularly those without access to technology such as broadband internet services. The exemptions will be on an individual basis with annual renewal and a five year limit.

Hospitals will be able to participate in the version of the meaningful use incentive program for inpatient and emergency room hospitals. This version of the program has different requirements than the version for eligible physicians. Eligible hospitals have to report on 19 of 24 objectives: all 14 core objectives and 5 of 10 on menu set.  However, hospital based physicians (those providing more than 90 percent of services in inpatient or ER settings) are not directly incentivized or penalized.

Beginning in January 2011, eligible professionals can register for the meaningful use program via an online registration site provided by CMS. Prior to the opening of registration, Medicare and Medicaid participating physicians will be individually notified of their eligibility for the Medicare and/or Medicaid version of the program. If eligible for both versions of the program, the physician will choose one.
Respectively Submitted

Mark J. Adams, MD, MBA, FACR

NY State CAC Representative
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he compliance date for implementation of the International Classification of Diseases, 10" Edition, Procedure Coding System/Clinical Modification (ICD-10-PCS/

CM) is October 1, 2013 for all covered entities. ICD-10-CM, including the ICD-10-CM Official Guidelines for Coding and Reporting, will replace the International
Classification of Diseases, 9" Edition, Clinical Modification (ICD-9-CM) diagnosis code set in all health care settings for diagnosis reporting with dates of service, or
dates of discharge for inpatients, that occur on or after October 1, 2013. This publication discusses the benefits of ICD-10-CM, similarities and differences between
the two coding systems, and new features and additional changes that can be found in ICD-10-CM.

BENEFITS OF ICD-10-CM

ICD-10-CM incorporates much greater clinical detail and specificity than ICD-9-CM.
Terminology and disease classification have been updated to be consistent with
current clinical practice. The modern classification system will provide much better
data needed for:

» Measuring the quality, safety, and efficacy of care;

Reducing the need for attachments to explain the patient’s condition;
Designing payment systems and processing claims for reimbursement;
Conducting research, epidemiological studies, and clinical trials;
Setting health policy;

Operational and strategic planning;

Designing health care delivery systems;

Monitoring resource utilization;

Improving clinical, financial, and administrative performance;

YYYYYYYVYYVYY

Preventing and detecting health care fraud and abuse; and
» Tracking public health and risks.

Non-specific codes still exist for use when the medical record documentation does not
support a more specific code.

SIMILARITIES AND DIFFERENCES BETWEEN THE TWO CODING SYSTEMS
ICD-10-CM uses 3-7 alpha and numeric digits and full code titles, but the format is
very much the same as ICD-9-CM (e.g., ICD-10-CM has the same hierarchical structure
as ICD-9-CM).

The 7 character in ICD-10-CM is used in several chapters (e.g., the Obstetrics, Injury,
Musculoskeletal, and External Cause chapters). It has a different meaning depending on
the section where it is being used (e.g., in the Injury and External Cause sections, the 7t
character classifies an initial encounter, subsequent encounter, or sequelae (late effect)).

Primarily, changes in ICD-10-CM are in its organization and structure, code
composition, and level of detail.

ICD-9-CM DIAGNOSES CODES:
» 3-5 digits;
» First digit is alpha (E or V) or numeric (alpha characters are not case sensitive);
» Digits 2-5 are numeric; and
» Decimal is used after third character.
Examples:
m 496 - Chronic airway obstruction, not elsewhere classified (NEC);
B  511.9 - Unspecified pleural effusion; and
B V02.61 - Hepatitis B carrier.

ICD-10-CM DIAGNOSIS CODES:
» 3-7 digits;
» Digit 1 is alpha; Digit 2 is numeric;
» Digits 3-7 are alpha or numeric (alpha characters are not case sensitive); and
» Decimal is used after third character.
Examples:
m  A78 - Q fever;
B A69.21 - Meningitis due to Lyme disease; and

B S52.131A - Displaced fracture of neck of right radius, initial encounter
for closed fracture.

NEW FEATURES FOUND IN ICD-10-CM
The following new features can be found in ICD-10-CM:

1) Laterality (left, right, bilateral)

Examples:
m  (50.511 - Malignant neoplasm of lower-outer quadrant of right female breast;
m H16.013 - Central corneal ulcer, bilateral; and
m 189.012 - Pressure ulcer of right elbow, stage II. n





2) Combination codes for certain conditions and common associated symptoms
and manifestations

Examples:

m  K57.21 - Diverticulitis of large intestine with perforation and abscess
with bleeding;

m  E11.341 - Type 2 diabetes mellitus with severe nonproliferative diabetic
retinopathy with macular edema; and

m 125.110 - Atherosclerotic heart disease of native coronary artery with
unstable angina pectoris.

3) Combination codes for poisonings and their associated external cause
Example:

m T42.3x2S - Poisoning by barbiturates, intentional self-harm, sequela.
4) Obstetric codes identify trimester instead of episode of care
Example:

m  026.02 - Excessive weight gain in pregnancy, second trimester.
5) Character “x” is used as a 5 character placeholder in certain 6 character

7) Inclusion of clinical concepts that do not exist in ICD-9-CM (e.g.,
underdosing, blood type, blood alcohol level)

Examples:
B T45.526D - Underdosing of antithrombotic drugs, subsequent encounter;
B 767.40 - Type O blood, Rh positive; and
m  Y90.6 - Blood alcohol level of 120-199 mg/100 mL.

8) A number of codes have been significantly expanded (e.g., injuries, diabetes,
substance abuse, postoperative complications)

Examples:
m  E10.610 - Type 1 diabetes mellitus with diabetic neuropathic arthropathy;
m F10.182 - Alcohol abuse with alcohol-induced sleep disorder; and
m T82.02xA - Displacement of heart valve prosthesis, initial encounter.

9) Codes for postoperative complications have been expanded and a distinction
made between intraoperative complications and postprocedural disorders

Examples:
m D78.01 - Intraoperative hemorrhage and hematoma of spleen complicating a

codes to allow for future expansion and to fill in other empty characters (e.g.,
character 5 and/or 6) when a code that is less than 6 characters in length
requires a 7™ character

Examples:
B T46.1x5A - Adverse effect of calcium-channel blockers, initial encounter; and
m T15.02xD - Foreign body in cornea, left eye, subsequent encounter.

6) Two types of Excludes notes

» Excludes 1 - Indicates that the code excluded should never be used with
the code where the note is located (do not report both codes).

Example:

procedure on the spleen; and

m D78.21 - Postprocedural hemorrhage and hematoma of spleen following a
procedure on the spleen.

ADDITIONAL CHANGES FOUND IN ICD-10-CM
The additional changes that can be found in ICD-10-CM are:

» Injuries are grouped by anatomical site rather than by type of injury;

» C(ategory restructuring and code reorganization have occurred in a number of
ICD-10-CM chapters, resulting in the classification of certain diseases and
disorders that are different from ICD-9-CM;

» Certain diseases have been reclassified to different chapters or sections in

® 003 - Congenital hydrocephalus order to reflect current medical knowledge;

Excludes 1: Acquired hydrocephalus (G91.-)

» Excludes 2 - Indicates that the condition excluded is not part of the

condition represented by the code but a patient may have both ' )
conditions at the same time, in which case both codes may be assigned > The codes corresponding to ICD-9-CM V codes (Factors Influencing Health

together (both codes can be reported to capture both conditions). Status and Contact with Health Services) and E codes (External Causes of
Injury and Poisoning) are incorporated into the main classification rather
than separated into supplementary classifications as they were in ICD-9-CM.

» New code definitions (e.g., definition of acute myocardial infarction is now
4 weeks rather than 8 weeks); and

Example:
m L27.2 - Dermatitis due to ingested food.
Excludes 2: Dermatitis due to food in contact with skin
(L23.6, L24.6, L25.4).

To find additional information about ICD-10-CM/PCS, visit http://www.cms.hhs.gov/
ICD10 on the Centers for Medicare & Medicaid Services (CMS) website.

ICD-9-CM Notice
The International Classification of Diseases, 9th Edition, Clinical Modification (ICD-9-CM) is published by the United States Government. A CD-ROM, which may be purchased through the Government Printing Office, is the only
official Federal government version of the ICD-9-CM. ICD-9-CM is an official Health Insurance Portability and Accountability Act standard.
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