[image: image1.png]


NYSRS CAC REPORT 






April 2011

Mark J. Adams, MD, MBA, FACR
No new LCDs are available for comment. 
Date Set for Expanded Ordering/Referring Provider Claim Edits


The Centers for Medicare & Medicaid Services (CMS) provided clarification on its policy regarding expanded ordering/referring provider claim edits.  CMS reported that the agency has decided on July 1, 2011 it will begin to reject claims if an ordering/referring provider does not have a record in the Provider Enrollment, Chain, and Ownership System (PECOS).  
CERT Comprehensive Error Rate Testing

CERT Process

· Randomly select sample of claims

· Request medical records from the billing provider

· Review claims along with medical records

· Determine if the claim or service is billed in error

· Appeal Rights

· Produce Reports

Goals

· CMS Goals for CERT

· Reduce National Medicare Fee-for-Service Paid Claims Error Rate

· Decrease Contractor Specific Paid Claims Error Rate

· Providers/Suppliers

· Reduce unnecessary denials

Common Error Categories

· No Documentation – No medical record received.  Claims are placed in this category when the provider/supplier fails to respond to repeated attempts to obtain the medical records in support of the claim

· Insufficient Documentation

· Claims are placed into this category when the medical documentation submitted does not include pertinent patient facts

· Missing or illegible signatures.

· Medically Unnecessary – Claims are placed into this category when claim review staff identify enough documentation in the medical records to make an informed decision that the services billed were not medically necessary based on Medicare Coverage Policies

· Incorrect Coding – Claims are placed into this category when providers submitted medical documentation support a lower or higher code than the code submitted

· Other – This represents claims that do not fit into any other category (service not rendered)

Important Notes

· Be sure documentation submitted is legible along with a legible physician signature or service will be denied

· Submit records for all dates of service on the claim
· Ensure that the medical records submitted provide proof that the service's was rendered and justification to support the medical necessity
Additional Resources


www.cms.hhs.gov/cert
· CERT information and CERT published reports


www.certprovider.com 

· CERT newsletters, CERT sample letters, and provider address directory

Prohibition on Physician Self-Referral for Certain Imaging Services
The general disclosure requires that a written notice be provided to all patients sent for all CT, MR, and PET services where the requesting physician has ownership.  The notice should include the names, addresses, and phone numbers of practices in a 25 radius of the physician’s office.  The minimum number that has to be provided has been reduced to 5 from 10, they no longer need to include the distance on the form, and they no longer need to get the patient’s signature and retain the document with the medical record.  This was effective January 1, 2011.
On February 23, 2011, the Medicare Payment Advisory Commission (MedPAC) held a session entitled, “Improving Payment Accuracy and Appropriate Use of Ancillary Services.”

MedPAC Chairman Hackbarth stated that although he is convinced that self referral is a problem he is “wary of a sweeping ban on the in office ancillary services exemption”. Instead, he believes that MedPAC needs to tackle the problem of the “toxic combination of self-referral, fee for service medicine and mispricing of services”. He also reported that several Commissioners had expressed concern that banning self-referral could be “disruptive to integrated practices”. Therefore, he believes that MedPAC should shift their focus to tackling the payment issues because that is in his opinion what drives self- referral.
Draft Recommendation 1: The Secretary should request that the RUC and the CPT Editorial Board accelerate and expand efforts to combine discrete services into single comprehensive codes; and develop a bundled payment system that includes multiple ambulatory services furnished during an episode of care.

Draft Recommendation 2: Congress should direct the Secretary to apply Multiple Procedure Payment Reductions (MPPR) to the physician work component (of the Physician Fee Schedule) in addition to the technical component.

Draft Recommendation 3: Congress should direct the Secretary to reduce the work component payment for imaging services (and other diagnostic tests) that are ordered by the same physician.

Draft Recommendation 4: Congress should direct the Secretary to establish a prior authorization program for physicians who exhibit a significantly higher utilization rate of advanced imaging services as compared to their peers.

The majority of the Commissioners were comfortable with the first three recommendations but not the fourth one, which they felt would pose a large administrative burden on the Medicare system.

The ACR strongly disagrees with the MedPAC recommendations and will fervently oppose any legislative action reflecting these pronouncements.

Other ACA items

Unused residency positions (or closed hospitals/programs) will be identified and the resident slots will be reassigned to certain hospitals in an effort to increase the number of primary care physicians.  The ACA (Affordable Care for America Act) also specifies that CMS shall measure the number of hours a resident spends in training, research, and patient care activities in a non hospital setting such as a physician’s office.

The ACA also prohibits the development of new physician owned hospitals.

The ACA has also waived beneficiary cost-sharing for most preventive services, including screening mammography and colonoscopies.  For these services the beneficiaries will not have to pay the 20% copay for the physician’s or facility’s portion of the service, Medicare will cover 100%.

EHR Incentive Program
On January 3, the Centers for Medicare and Medicaid Services (CMS) opened online registration for the Electronic Health Record (EHR) Incentive Program.  The program, which incentivizes the meaningful use of certified EHR technology, was established by the American Recovery and Reinvestment Act of 2009 and implemented by CMS and the Department of Health and Human Services’ Office of the National Coordinator for HIT (ONC).  Participants are required to have access to certified EHR technology and use the technology in a “meaningful” way, as determined by a variety of measures.  

All Medicare-participating physicians who provide less than 90 percent of services in inpatient and/or emergency department hospital settings (POS Codes 21 and 23)—can register for the program at any time prior to participation; however, are not required to begin compliance immediately following registration.  The compliance period for an eligible professional’s first payment year is any consecutive ninety days within the year, and physicians who wait until 2012 will receive the same total incentives over time as those who began in 2011.  Although technically a voluntary program, noncompliance in 2015 and beyond will result in payment reductions for those who are eligible.  
On January 10-11, 2011, the Office of the National Coordinator for HIT (ONC) and NIH-National Institute of Biomedical Imaging and Bioengineering (NIBIB) hosted a workshop entitled "Images, Electronic Health Records, and Meaningful Use: A Vision for the Future."  The American College of Radiology IT and Informatics Committee-Government Relations Subcommittee Chair, Dr. Keith Dreyer, gave a presentation on multimedia EHR implementation and meaningful use.  Numerous other radiology HIT leaders contributed to the discussions.

The primary conclusion from the workshop was that diagnostic images and other imaging data are essential to patients, and although the government should remain agnostic in terms of architecture, diagnostic images and accompanying data must be accessible via EHR technology.  Additionally, computerized physician order entry for advanced diagnostic imaging services should include clinical decision support to ensure appropriateness and efficiency.  
There was also a general consensus that the meaningful use requirements of the Medicare/Medicaid EHR Incentive Program were largely not meaningful for radiology, despite the specialty’s continued leadership in terms of HIT standards, interoperability, and implementation.  ACR Government Relations staff encouraged ONC to revisit the October 2009 proposed meaningful use vision for radiology submitted to the ONC HIT Policy Committee prior to the rulemakings. 
See the below resources for more information.
-          CMS EHR Incentive Program Registration Web Page  
-          CMS EHR Incentive Program Website
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