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Disclaimer

This educational material was prepared as a tool to assist Medicare providers and other interested parties and is n
intended to grant rights or impose obligations. Although every reasonable effort has been made to assure the accu
of the informaton within this module, the ultimate responsibility for the correct submission of claims lies with the
provider of services. Cahaba GBA, LLC employees, agents, and staff make no representation, warranty, or guarar
that this compilation of Medicare infmation is erroffree and will bear no responsibility or liability for the results or
conseguences of the use of these materials. This publication is a general summary that explains certain aspects of
Medicare Program, but is not a legal document. Tfieia Medicare Program provisions are contained in the

relevant laws, regulations, and rulings.

We encourage users to review the specific statues, regulations and other interpretive materials for a full and accura
statement of their contents. Althduthis material is not copyrighted, CMS prohibits reproduction for profit making

purposes.

American Medical Association Notice and Disclaimer

CPT codes, descriptors and other data only are copyright 2008 American Medical Association. All rights reserved.

ICD-9 Notice

The ICD9-CM codes and descriptors used in this material are copyright 2008 under uniform copyright convention.

All rights reserved.
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News From Cahaba GBA foAll Providers

Provider Contact Centeri Training Schedule

Medicare is a continuously changing program, and it is important that we provide correct and accurate
answers to your questions. To better serve the provider community, the Centers for Medicare & Medicaic
Services (CMS) allows therovider ContactCenters the opportunity to offer training to our Customer

Service Representatives (CSRs). Listed below are the dates and times the Provider Contact Center will b
closed for training.

CSR Training Dates Time

Friday, November 20, 2009| 9:30 a.m+ 11:30 a.m. CST/10:30 a.nl2:30 p.m. EST
Friday, December 4, 2009 | 9:30 a.m: 11:30 a.m. CST/10:30 a.nl2:30 p.m. EST
Friday, Decembet8, 2009 | 9:30 a.m-11:30 a.m. CST/10:30 a.nl2:30 p.m. EST

Provider Contact Center Telephone Numbers

e Alabama A: 8665395598
o Georgia A:877-567-3095
e Tennessee A: 87367-7271

*Effective January 1, 2010 all providers will call 1-877-567-7271to reach the Cahaba GBA Provider
Contact Center. This will impact those providers who currently call the Alabama ParA and Georgia
Part A toll -free contact numbers.

Our Interactive Voice Response (IVRystem is designed to assist providers in obtaining answers to
numerous issues through ssérvice options. Options on our IVR include information regarding patient
eligibility, checks, claims, deductible and other general informaB@@ase note that ouuStomer Service
Representatives (CSRaie available to answer questions t&inotbe answered by the IVRESRs are
physically located in Birmingham, Alabama and/&amnah, Georgia. When yoaall is received, it is routed

to the next available representative. CSRs are available Monday through Friday 8:00 a.m. until 4:00 p.m.
your time zone.
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Changes t o-maibNotdidateo 0 Serviee Subscription Process

CahabaGBA recently implemented changes that simplify the process in which providers subscribe-to our €
mail notification service (Listserv). New members simply provide their name, city, state, zip-coai€, e
address, andn optional password. In addition, they can select from 4 different lists to subscribe to:

A J10 Part A News

A J10 Part B News

A Home Health News
A Hospice News

Once you are a member, you can edit your profile to:

unsubscribe from all lists

subscibe to additional lists

update your email address

change your name or address information
change what Cahaba lists you are subscribed to.

Too oo oo o Do

Already a Member?

|l f you enrolled to Cahabads Li st sereceivgmessages.t o N
However, depending on the selections you made on the subscription form when you originally enrolled, yc
may receive messages from more than one Cahaba list. To change the list you are subscribed to, access
AEdit Your Email Notification Service Member Profte We b page t o review and
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Provider Contact Center (PCC) TollFree Number Consolidation

EffectiveJanuary 1,2010Ca haba és J 1 OfredtélephoédAnbeisy nedching the Provider
Contact Center (PCC) will be consolidated to one contact phone number.

To reach our automateddteractiveVoice Respons€lVR) system and/or a Customer Service
Repesentative (CSR), providers will cai877-567-7271 This change will impact our providers who
currentlycall theAlabama Part AandGeorgia Part Aoll-freetelephonenumbers.

We will also consolidate our phone number for Telecommunication Devicke@daf/Teletypewriter
(TDD/TTY) to 1-877-467-7516.

Cahaba is participating in a Center for Medicare & Medicaid Services (CMS) pilot involving a Customer
Service Representative (CSR) and Interactive Voice Response (IVR) System survey.

Currently provides who calll-8775677271(Tennessee A, Tennessee B, and Georgia B) may be selected
to participate in one of these surveys. Beginning January 1, 2010alVipeaviders transition to the
consolidated J10 A/B MAC tofiree telephone number-@7 7-567-7271) with the exception of Mississippi,
Alabama A, Georgia A, and Alabama B will also be included in this process. Survey questions will soon k
available on our website.
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Alabama Medicare Part A
Top Electronic Data Interchange (EDI) Claim Rejections for September2009

Audit trails show which of your claims were accepted by the Cahaba GBA Part A processing system, alon
with claims that were rejected and the reason for the rejection. Referring to thismé@ilow you to

correct and resubmit claims quickly, resulting in a dramatically reduced turnaround time. You will also
become aware of any major problems with your claims so they can be corrected before they create an
interruption in your cash flowAudit trail reports are available the next business day for files that are
received before 3:30 p.m. Central Time. If you are not receiving your audit trails contact your software
vendor, billing service, or clearing house.

SeeAudit Trail Explanationgor a more complete list of edits, along with descriptions of loops that might
be referenced in an edit.

In order to increase the number of claims that successfully pass through audit traite @nocessing
Cahaba GBA Part A EDI Services is providing you with the top five reasons for claim rejections. For the
month ofSeptember2009 these are:

Claim Description Number
Rejection of Claims
77 APASS MODULE REJECTION 637

An undefined error has oarred. Contact EDI Services at (866)
582-3253 for more information

888 INSTREAM REJECTION 275
There was a problem involving HIPAA required loops, segments
values. The specific loop will be identified, for example,
'ELEMENT N401 (D.E. 19) AT COL. 4 IMISSING, THOUGH
MARKED "MUST BE USED" (LOOP:2010BA POS:3140)". The
number after 'POS' indicates the position in the file where the e
occurred.

333 INVALID PAT STATUS FOR TYPE BILL 87
A patient status of 30 was submitted with a T¢gfeBusiness code
of 721 or 724.

203 INVALID HIC NUMBER SUFFIX 53
The suffix supplied for the HIC number on the claim is not valid|
For an explanation of HIC suffixes click this link and go to page
https://www.cahabagba.com/part_b/education_and_outreach/n¢
tters/2009/2009 08.pdf
408 ONSET DATE > PHYS THERAPY START DATE 45
The onset date provided on the claim is later than the start date
the physical therapy.
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Alabama Medicare Part A
Top Electronic Data Interchange (EDI) Claim Rejections for October 2009

Audit trails show which of your claims were accepted by the Cahaba GBA Part A processing system, alon
with claims that were regged and the reason for the rejection. Referring to this report will allow you to
correct and resubmit claims quickly, resulting in a dramatically reduced turnaround time. You will also
become aware of any major problems with your claims so they caieeted before they create an
interruption in your cash flow. Audit trail reports are available the next business day for files that are
received before 3:30 p.m. Central Time. If you are not receiving your audit trails contact your software
vendor, biling service, or clearing house.

SeeAudit Trail Explanationgor a more complete list of edits, along with descriptions of loops that might
be referenced in an edit.

In order to increase the nio@r of claims that successfully pass through audit trails and into processing
Cahaba GBA Part A EDI Services is providing you with the top five reasons for claim rejections. For the
month ofOctober 2009 these are:

Claim Description Number
Rejection of Claims
77 APASS MODULE REJECTION 3,073

An undefined error has occurred. Contact EDI Services at (866
582-3253 for more information

888 INSTREAM REJECTION 177
There was a problem involving HIPAA required loops, segment
values. The specific loop witle identified, for example,
'ELEMENT N401 (D.E. 19) AT COL. 4 IS MISSING, THOUGH
MARKED "MUST BE USED" (LOOP:2010BA P0OS:3140)". The
number after 'POS' indicates the position in the file where the e
occurred.

351 VAL AMT 44 MUSTBE >0 & <TOT C HG 78
Value amount 44 was submitted and was either equal to zero o
equal to the total charge.

408 ONSET DATE > PHYS THERAPY START DATE 77
The onset date provided on the claim is later than the start date
the physical therapy..

309 INVALID COND CO DE FOR CORRECT BILL 67
The condition code submitted is invalid for a corrected bill.
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GeorgiaMedicare Part A
Top Electronic Data Interchange (EDI) Claim Rejections for September2009

Audit trails show which of your claimwere accepted by the Cahaba GBA Part A processing system, along
with claims that were rejected and the reason for the rejection. Referring to this report will allow you to
correct and resubmit claims quickly, resulting in a dramatically reduced tunuatione. You will also

become aware of any major problems with your claims so they can be corrected before they create an
interruption in your cash flow. Audit trail reports are available the next business day for files that are
received before 3:30 p.r@entral Time. If you are not receiving your audit trails contact your software
vendor, billing service, or clearing house.

SeeAudit Trail Explanationgor a more complete list of edits, alongtlwdescriptions of loops that might
be referenced in an edit.

In order to increase the number of claims that successfully pass through audit trails and into processing
Cahaba GBA Part A EDI Services is providing you with the top five reasons for eg@otions. For the
month ofSeptember2009 these are:

Claim Description Number
Rejection of Claims
77 APASS MODULE REJECTION 785

An undefined error has occurred. Contact EDI Services at (866
582-3253 for more information

888 INSTREAM REJECTION 432
Therewas a problem involving HIPAA required loops, segments
values. The specific loop will be identified, for example,
'ELEMENT N401 (D.E. 19) AT COL. 4 IS MISSING, THOUGH
MARKED "MUST BE USED" (LOOP:2010BA POS:3140)". The
number after 'POS' indicates thesition in the file where the error
occurred.

351 VAL AMT 44 MUST BE >0 & < TOT CHG 363
Value amount 44 was submitted and the amount associated wit
was equal to zero or equal to or greater than the total charge.
355 INV CLM FILING IND FOR MSP V AL CD (XX) 193
The claim filing indicator submitted is invalid for the Medicare
Secondary Payer (MSP) Value Code submitted. The invalid coc
will appear inside the parenthesis.

346 VALUE CD REQUIRES OCCURRENCE CODE 144
The value code submitted requires anduwrence code, which was
not submitted.
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GeorgiaMedicare Part A
Top Electronic Data Interchange (EDI) Claim Rejections for October 2009

Audit trails show which of your claims were accepted by the Cahaba GBA Pawtéspging system, along
with claims that were rejected and the reason for the rejection. Referring to this report will allow you to
correct and resubmit claims quickly, resulting in a dramatically reduced turnaround time. You will also
become aware of anyiajor problems with your claims so they can be corrected before they create an
interruption in your cash flow. Audit trail reports are available the next business day for files that are
received before 3:30 p.m. Central Time. If you are not receivingauadit trails contact your software
vendor, billing service, or clearing house.

SeeAudit Trail Explanationgor a more complete list of edits, along with descriptions of loops that might
be refeenced in an edit.

In order to increase the number of claims that successfully pass through audit trails and into processing
Cahaba GBA Part A EDI Services is providing you with the top five reasons for claim rejections. For the
month ofOctober 2009 these are:

Claim Description Number
Rejection of Claims
77 APASS MODULE REJECTION 1,857

An undefined error has occurred. Contact EDI Services at (866
582-3253 for more information
888 INSTREAM REJECTION 1,037
There was a problem involving HIPAA required @) segments, 0
values. The specific loop will be identified, for example,
'ELEMENT N401 (D.E. 19) AT COL. 4 IS MISSING, THOUGH
MARKED "MUST BE USED" (LOOP:2010BA POS:3140)". The
number after 'POS' indicates the position in the file where the e
occured.

351 VAL AMT 44 MUST BE >0 & < TOT CHG 312
Value amount 44 was submitted and the amount associated wit
was equal to zero or equal to or greater than the total charge.
346 VALUE CD REQUIRES OCCURRENCE CODE 175
The value code submitted reqgsrand occurrence code, which wj
not submitted.

355 INV CLM FILING IND FOR MSP VAL CD (XX) 137
The claim filing indicator submitted is invalid for the Medicare
Secondary Payer (MSP) Value Code submitted. The invalid co
will appear inside the parenthes
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Tennessee Medicare Part A
Top Electronic Data Interchange (EDI) Claim Rejections for September2009

Audit trails show which of your claims were accepted by the Cahaba GBA Part A processing system, alon
with claims that were rejected and the reason for the rejection. Referring to this report will allow you to
correct and resubmit claims quickly, resulting in a dramatically reduced turnaround time. You will also
become aware of any major problems with your clamghey can be corrected before they create an
interruption in your cash flow. Audit trail reports are available the next business day for files that are
received before 3:30 p.m. Central Time. If you are not receiving your audit trails contact ywaresoft
vendor, billing service, or clearing house.

SeeAudit Trail Explanationgor a more complete list of edits, along with descriptions of loops that might
be referenced in an edit.

In order toincrease the number of claims that successfully pass through audit trails and into processing
Cahaba GBA Part A EDI Services is providing you with the top five reasons for claim rejections. For the
month ofSeptember 2009these are:

Claim Desciption Number
Rejection of Claims
777 APASS MODULE REJECTION 7,144

An undefined error has occurred. Contact EDI Services at (866
582-3253 for more information

888 INSTREAM REJECTION 4,134
There was a problem involving HIPAA required loops, segments
values. Themecific loop will be identified, for example,
'ELEMENT N401 (D.E. 19) AT COL. 4 IS MISSING, THOUGH
MARKED "MUST BE USED" (LOOP:2010BA P0OS:3140)'. The
number after 'POS' indicates the position in the file where the er
occurred.

333 INVALID PAT STATUS FOR TYPE BILL 916
A patient status of 30 was submitted with a T¢ifeBusiness code
of 721 or 724.

203 INVALID HIC NUMBER SUFFIX 798
The suffix supplied for the HIC number on the claim is not valid.
an explanation of HIC suffixes click this link dgo to page 8:
https://www.cahabagba.com/part_b/education_and_outreach/ne
ters/2009/2009 08.pdf

323 ATTENDING PHYS NPI MISSING OR INVALID 477
Theat endi ng physicianbés NPl wa
should appear in the 2310A loop.
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Tennessee Medicare Part A
Top Electronic Data Interchange (EDI) Claim Rejections for October 2009

Audit trails show which ofjour claims were accepted by the Cahaba GBA Part A processing system, along
with claims that were rejected and the reason for the rejection. Referring to this report will allow you to
correct and resubmit claims quickly, resulting in a dramatically etitiernaround time. You will also

become aware of any major problems with your claims so they can be corrected before they create an
interruption in your cash flow. Audit trail reports are available the next business day for files that are
received befar 3:30 p.m. Central Time. If you are not receiving your audit trails contact your software
vendor, billing service, or clearing house.

SeeAudit Trail Explanation$or a more complete list of editalong with descriptions of loops that might
be referenced in an edit.

In order to increase the number of claims that successfully pass through audit trails and into processing
Cahaba GBA Part A EDI Services is providing you with the top five reasom$aim rejections. For the
month ofOctober 2009 these are:

Claim Description Number
Rejection of Claims
777 APASS MODULE REJECTION 18,181

An undefined error has occurred. Contact EDI Services at (866
582-3253 for more information

888 INSTREAM REJECTION 4,292
There was a problem involving HIPAA required loops, segments
values. The specific loop will be identified, for example,
'ELEMENT N401 (D.E. 19) AT COL. 4 IS MISSING, THOUGH
MARKED "MUST BE USED" (LOOP:2010BA P0OS:3140)'. The
number after 'PO®dicates the position in the file where the erro
occurred.

333 INVALID PAT STATUS FOR TYPE BILL 988
A patient status of 30 was submitted with a T¢ifeBusiness code
of 721 or 724.

203 INVALID HIC NUMBER SUFFIX 765
The suffix supplied for the HICumber on the claim is not valid.
For an explanation of HIC suffixes click this link and go to page
https://www.cahabagba.com/part_b/education_and_outreaghlet
ters/2009/2009 08.pdf

355 INV CLM FILING IND FOR MSP VAL CD (XX) 492
The claim filing indicated submitted is not valid for the MSP Valt
Code used.
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LCD i J10 MAC A - Surgery: Upper Gastrointestinal Endoscopy (130021)

Effective December 1, 200%he Local Coverage Determination (LCD) faurgery: Upper
Gastrointestinal Endoscopy (L30021jas been revised. The following diagnosis code is added to the list
o fICD&9 Codes that Support Medical Necessity

e 577.9 Unspecified disease of pancreas)

Providers are encouraged to review this revision to ensure compliance.

This LCD can be accessed from our web siteoatl Coverage Detarinations (LCDs) and Articles
(choose your state and select OLCDs6®6) .

LCD i J10 MAC A - Medicine: Partial Hospitalization Programs (L30008)

Effective November 1, 2009the Local Coverage Determination (LCD) fdedicine: Partial
Hospitalization Programs (L30008)has been updated. The following diagnosis codes will be added to the
| i s KCD-8 €odes that Support Medical Necessity

o 295.117 295.14
o 295.211 295.24
o 295.311 295.34
o 295.411 295.44
o 295.711 295.74
o 295.911 295.94

Providers are encouraged to review this revision to ensure compliance.

Access to all LCDs and Articles can be found on our web sltectl Coverage DeterminatiofisCDs)
and Articles
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LCD i J10 MAC A - Medicine: Wireless Capsule Imaging (L30011)

Effective November 1, 2009the Local Coverage Determination (LCD) fdedicine: Wireless Capsule
Imaging (L30011)has been updated.

This LCD has been |l iberalized with a revision t

Gui delinesd sections.
Providers are encouraged to review these revisions to ensure compliance.

Access to all LCDs and Articles can be foundooin web site atocal Coverage Determinations (LCDS)
and Articles

LCD 17 J10 MAC A
Radiology: Magnetic Resonance Imaging of the BrainL30018)
Radiology: Magnetic Resonance Imaging of the Spine (L30019)

Effective September 28, 200%he Local Coverage Determinations (LCDs)Radiology: Magnetic
Resonance Imaging of the Brain and Radiology: Magnetic Resonance Imaging of the Sphaare leen

updated.

Il n accordance with CMS Change Request 6672, the
remove the reference to the use of MRI for blood flow measurement as investigational.

Providers are encouraged to review these re\dsio®nsure compliance.

This LCD can be accessed from thleral Coverage Determinations (LCDs) and Artighegie of our
website (choose your state and select 6LCDsd).
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J10 MAC A - Update to the SeKAdministered Drug (SAD) List (A48903)

Certolizumab pegol (Cimzia)i s bei ng added t eAdtnhieni Gahearbead @B AI gb
HCPCS codd3590(unclassified biologics) shoulcehused to bill for this drug.

Notice of NonCoverage for this update: December 15, 2009

Effective Date of NonCoverage for this update:February 1, 2010

Rationale: Apparent on its face. SC injection administered by patient for a chronic conditme S
Cimzia is available in a prilled syringe for seHadministration, the Lyophilized Powder for Reconstitution

is not covered.

T h &eltAdministered Drug (SAD)LSt art i cl e can be accessedLotal om
Coverage Determinations (LCDs) and Articeces ge of our website (choose

LCD 17 J10 MAC A
Drugs and Biologicals:Gemcitabine Hydrochloride (Gemzar ®) (L29995)

Effective December 1, 2009he Local Coverage Determination (LCD) fdrugs and Biologicals:
Gemcitabine Hydrochloride (Gemzaf®) (L29995)has been updated. The following diagnosis code is
added t o lICD-B€des iha Support Medical Neces8ity

e 179 (Malignant neoplasm of uterus, part unspecified)

This LCD can be accessed from our web sitieoanl Coverage Determinations (LEPand Articles
(choose your state and select O6LCDs®d) .
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LCD i J10 MAC A
Medicine: Occupational Therapy- Outpatient (L30007)
Medicine: Physical Therapy- Outpatient (L30009)

Effective October 1, 2009the Local Coerage Determinations (LCDs) fedicine: Occupational

Therapy - Outpatient (L30007)andMedicine: Physical Therapy- Outpatient (L30009) have been
updat ed. The foll owing di ag@De9Codes tltabSdpmortwiedichl b e
Necesityd f or Rehab and Miscell aneous procedures:

e 727.61 (Complete rupture of rotator cuff)
Providers are encouraged to review this revision to ensure compliance.

This LCD can be accessed from our web siteoahnl Coverage Determinations (LCDs) and Articles
(choose your state and select O6LCDs®d) .

Article 7 NCD i Bariatric Surgery for Treatment of Morbid Obesity
(A48897) J10 MAC A

Effective September 30, 2009the articleNCD 1 Bariatric Surgery for Treatment of Morbid Obesity
(A48897)has been added to the CMS Medicare Articles Database. This article outlines the appropriate
ICD-9 codes when billing for bariatric surgery for treatment ofbitbobesity, in accordance with
instructions outlined in theledicare National Coverage Determinations (NCD) Man@iiapter 1, Part 2,
Section 100.1.

Providers are encouraged to review this article to ensure compliance.

Access to all LCDs and Articlesan be found on our web sitelaical Coverage Determinations (LCDS)
and Articles
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Provider Outreach and Education Advisory Group Accepting Applications
for Jurisdiction 10 Providers

As the Medicare Administrative Contractor (MAC) for Jurisdiction 10, comprised of Alabama, Georgia and
Tennessee, we are required by the Centers for Medicare & Medicaid Services (CMS) to support and
maintain a Medicare Part A, Pider Outreach and Education (POE) Advisory GroQpurrently, we are in

the process of accepting applications for vacant positions

The primary function of the POE Advisory Group is to assist the Medicare Administrative Contractor,
Cahaba GBA, in the craah, implementation and review of provider education strategies and efforts. The
POE Advisory Group provides input and feedback on training topics, provider/supplier education materials
and dates and location of provider education workshops and evdr@$2 OE Advisory Group also

identifies provider education issues, and recommends effective means of information dissemination to all
appropriate providers and their staff.

Contractor Responsibilities

1. Establish, recruit and maintain a POE Advisory Group

¢ Membership will be comprised of representatives of Medicare certified provider and professional
organizations representing these certified providers.

e Membership will be based on the type of care provided.

o Members will be from different geographic areas well as from urban and rural locales.

¢ Annual evaluation of group composition and participation.

Setup and arrange all meetings (3 or 4 times a year).

Handle meeting logistics.

Produce and distribute meeting agenda.

Document Advisory Group meeting outcesnand post on thiig@ahaba GBAwvebsite.

Implement educational outreach that results from the recommendations of the advisory groups that is

wi t hin t hegelbAtCa3mircana n a

Ok wWN

POE Advisory Group Membersd Responsibilities

1. Attend and participate in a majority of scheduled POE meetings.

2. ldentify and bring forth educational needs indicated by industry trends and concerns.

3. Assist the MAC with planning educationalteeach through selection of topics, educational medium,
and when appropriate, selection of the outreach site.

4. Commit to a minimum of one year of service.

The Advisory Group shall be used as a provider education consultant resource, and not as aroapproval
sanctioning authority.

If you are interested in serving as a member on the POE Advisory Group, please complapédaeon
and return to us within the next 30 days.

Cahaba GBA
Part A Provider Outreacind Education
Post Office Box 830139
Birmingham, Alabama 35283139
Or
Fax: (205) 2201526
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Cahaba GBA Learning Corner

Online Courses

Didndét find what Vigibour Welesitéeit ptovideskaivarigty of valuaBle information

and is continuously updated. You may want to bookmarkigndicare Part Apage for the most current
Medicare A headlines or to subs@&ito the Cahaba GBA, LLE-mail Notification Service In addition,

o u Onliie Course3 a mputedbased and can be launched from the convenience of your own desk. All
courses are free and open to anyone.

Course Title Description

Adjusting and Canceling Claims | Learn how to adjust or cancel claims.

Appeals Process Learn about the Medicar@peals process.

CERT (Comprehensive Error Ra] Learn about the CERT Program.

Test)

Checking Claims Status Learn how to use the Fiscal Intermediary
Standard System (FISS) to check the status of
your claims.

Comprehending Medicare Claim| Learnabout Medicare claims processing.

Processing

Electronic Data Interchange Learn about the Electronic Data Interchange

(EDI) process.

FISS 101: Introduction to FISS | Learn how to access FISS and receive an
overview of FISS functions.

Insight into Medicare Coding Leam the basics about Medicare coding.

Introduction to Medicare Cost Learn the basics about the Medicare Cost Rep

Report

Medicare Secondary Payer Learn the basics of Medicare Secondary Payel

Overview of Medicare Learn the basics about the Medicaregoamn.

Provider Enrollment Learn about provider enrollment and how to
apply.

Rural Health Clinic Billing View a presentation on rural health clinic billing

Skilled Nursing/Swing Bed PPS | View a presentation on skilled nursing
Consolidated Billing facility/swing bed prospective payment system
(PPS) consolidated billing.

Verifying Beneficiary Eligibility | Learn how to identify various eligibility
information by using ELGA and ELGH.

Medicare A Newsline November/December 2009 17
Vol. 17, No.2 & 3


https://www.cahabagba.com/index.htm
https://www.cahabagba.com/part_a/index.htm
http://www.cahabagba.com/forms/subscribeForm.htm
https://www.cahabagba.com/part_a/education_and_outreach/online_courses/index.htm

NewsFlash Messagefrom CMS For All Providers

ICD-10-CM/PCS Myths & Facts

The publication titledCD-10-CM/PCS Myths & Facts (June 2009%hich presents correct information in
response to some myths regarding the-@BClinical Modification/Procedure Coding System, is now
available in downloadaé format from the Centers for Medicare & Medicaid Services Medicare Learning
Network athttp://www.cms.hhs.gov/MLNProducts/downloads/IEDMappingfctsht.pdén the CMS

website. Visithttp://www.cms.hhs.gov/MLNProductdb also find several other ICDO products. Scroll
down to ARelated Links Inside CMS0O and select 0
AMLN Publicationso for downloadabl e versions.

Medicare Physician Guide: A Resource for Residents, Practicing Physicians, and Other

Health Care Professionals

Medicare Physician Guide: A Resource for Residents, Practicing d¥uysj and Other Health Care
Professionals (October 2008jfers general information about the Medicare Program, how to become a
Medicare provider or supplier, Medicare reimbursement, Medicare payment policies, evaluation and
management services, protegtie Medicare Trust Fund, inquiries, overpayments, antbfeservice
appeals. This publication can be accessed at
http://www.cms.hhs.gov/MLNProducts/downloads/physiciangpifeon the CMS website.

Acute Care Hospital Inpatient Prospective Payment System Fact Sheet

The revisedAcute Care Hospital Inpatient Prospective Payment System Fact Sheet (September 2009)
which provides general informati@bout the Acute Care Hospital Inpatient Prospective Payment System
(IPPS) including information about the basis for IPPS payment, IPPS payment rates, and how IPPS paym
rates are set, is now available in downloadable format from the Centers for M&Maricaid Services

(CMS) Medicare Learning Network at
http://www.cms.hhs.gov/MLNProducts/downloads/AcutePaymtSysfctshampttie CMS website.
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Flu Season

Flu Season is upon us! CMS encourages providers to begin taking advantage of each office visit to
encourage your patients with Medicare to get a
seasonal flu this season. (Medie®eneficiaries may receive the seasonal influenza vaccine without
incurring any oubf-pocket costs. No deductible or copayment/coinsurance applies.) For more information
about Medicarebds coverage of the saswelasmelated i nf | u
educational resources for health care professionals, please go to
http://www.cms.hhs.gov/MLNProducts/35_PreventiveServicemathe CMS website.

H1N1 Influenza

Medicare will cover immunizations for HIN1 influenza also called the "swine flu." There will be no
coinsurance or copayment applied to this benefit, and beneficiaries will not have to meet their deductible.
H1N1 influenza vacine is currently under production and will be available in the Fall of 2009. For more
information, go tdttp://www.cms.hhs.gov/H1N&n the CMS website.

HIPAA 5010- Special Edition MLN Matters®

A HIPAA 5010 Special Edition MLN Matte® provider education article is now available at
http://www.cms.hhs.gov/MLNMattersArticles/downloads/SE0904qgrdthe CMSwebsite. This Special
Edition article alerts providers regarding the implementation of HIPAA 5010 which presents substantial
changes in the content of the data that providers submit with their claims as well as the data available to
them in response to tineelectronic inquiries and outlines how providers need to plan for implementation of
these changes.
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HIPAA Versions 5010, D.0 and 3.0

The Centers for Medicare & Medicaid Services (CMS) has launched its websiterioy-agee

information and education on Versions 5010, D.0 and 3.0. As you may already know, Version 5010 is the
new version of the X12 standards for HIPAA transactions; version D.0 is the new version of the National
Council for Prescription Drug Program (IROP) standards for pharmacy and supplier transactions; and
version 3.0 is a new NCPDP standard for Medicaid pharmacy subrogation. Visit the new website at
http://www.cms.hhs.gov/Versions5010andid®iew background information on the new standards,
regulatory information, the latest outreach messages from CMS, educational resources, resources specifi
D.0 and 3.0, as well as implementation information for the Medicaré&&e8ervice systems. CMSagns

to add additional information as it becomes available so bookmark the site today!

HIPAA National Provider Conference Call

On June 9, 2009, the Centers for Medicare & Medicaid Services (CMS) conducted a national provider
conference call on the HIPAA Versions 5010 and D.0. You can view the presentation, transcript and listen to tl
audiofile from that call by accessimtp://www.cms.hhs.gov/Versions5010andD0/Downloaes/6
2009_National_Provider_Call.pdh the CMS website.

Rural Health Bookmark

The revised Rural Health Bookmark (April 2009), which provides information about educational @ssourc
that are available to the rural health community, is available in downloadable and print formats. The Rural
Health Fact Sheet Series (Summer 2009), which provides information about rural facility types and
coverage and payment policies, is availabl€mRom format. To access the downloadable version of the
Rural Health Bookmark, vishittp://www.cms.hhs.gov/MLNProducts/downloads/Ruralbookmarkapdfto

place your order fathe print version of the Rural Health Bookmark or the Rural Health Fact Sheet Series
CD-Rom, visithttp://www.cms.hhs.gov/MLNGenInfg/ scr ol I down t o fiRel at e
sel ect #AMLNMNTIRrmagd WwPatg eOrod
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Medicare Learning Network (MLN)

A new video explaining the Medicare Learning Network (MLN) and its benefits té&-&eBervice

healthcare providers, is now available for download. This video, approxinsatedy minutes in length, is
suitable for self instruction or for use during provider education events. National associations and
organizations may want to consider posting this video to their websites to educate their membership on tt
products and servieeof the MLN. You can access the video at
http://www.cms.hhs.gov/MLNGenInfo/downloads/MLN_Long_Video.aipthe CMS website Please note

the large file size, [ZIP, 44.1MB], asdaload speeds will vary based on your internet connection.

ICD-10-CM/PCS: An Introduction Fact Sheet (August 2009)

The revised publication titled IGDO-CM/PCS: An Introduction Fact Sheet (August 2009), which provides
generdainformation about the International Classification of Diseases, 10th Edition, Clinical
Modification/Procedure Coding System (I€ID-CM/PCS) including benefits of adopting the new coding
system, structural differences between {&CM and ICD10-CM/PCS, ad implementation planning
recommendations, is now available in print format from the Centers for Medicare & Medicaid Services
Medicare Learning Network. To place your order, \igip://www.cms.hhs.gov/MNGenInfo/, scroll

down to fiRelated Links Inside CMS0O and select 0
the hyperlink in this message, please copy and paste the url into your Internet browser. For more educatic
resources regarding th€éD-10-CM/PCS Coding System, please visitp://www.cms.hhs.gov/ICD1@n

the CMS website.
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News from CMS ForPart A Providers

Comprehensive Outpatient Rehabitation Facility Manual

Provider Types Affected

Comprehensive Outpatient Rehabilitation Facilif@®RF)who bill MedicareFiscal Intermediaries (FI)
and Medicare Administrative Contractors (A/B MAC) for providing CORF services to Medicare
beneficiaries.

What You Need To Know

CR 6005, from which this article is taken, announces that, based on changes in the 2008 Medicare Physit
Fee Schedule (MPFS) regulation (Published in the Federal Register on November 27, 20080 idiie

Benefit Policy ManualChapter 12, (Comprehensive Outpatient Rehabilitation Facility (CORF) Coverage)
has been amended to clarify general requirements, covered acdvered services, provisions of services,
and particular CORF services

Specifically (effective January 1, 2008ese changes are incorporated in the manual: 1) Define that all
CORF services must be directly related toRhgsical Therapy (PT)Occupationallherapy (OT) Speech
Languagdathology (SLP) oRespiratoryTherapy (RT) rehabilitation therapy plan céatment; and 2)

Clarify that the physician must wholflevelop the rehabilitation therapy plan of treatment, 3) only a
respiratory therapist (not a respiratory technician) can provide respiratory therapy, 4) social and
psychological services (not mentadith services) are core CORF services (which must be reasonable and
medically necessary and directly related to the PT, OPT, SLP, or RT rehabilitation therapy plan of
treatment), and 53t otohaterwhysiscicamnfitn bdiede@mtovi de

Make sure that your billing staffs are aware of these CORF manual changes.

Background

CR 6005 announces that (effective January 1, 2008)1dukcare Benefit Policy ManuaChapter 12
(Comprehensive Outpatient Rehabilitation Facility (CORF) Coverage)esnded to reflect changes
announced in the 2008 MPFS regulation and to clarify general requirements, covered-eoenec
services, provisions of services, and specific CORF services.

Note: A CORF6s purpose i s t odispigimamrehabilitatioa selvices & & i c
single location in a coordinated fashion. Section 1861 (cc) of the Social Security Act specifies that no
service may be covered as a CORF service if it would not be covered as an inpatient hospital service whe
provided to a hospital patient. (This does not mean that the beneficiary must require a hospital level of car
or meet other requirements unique to hospital care), but rather only that the service would be covered if
provided in a hospital. The requirement @ORF outpatient mental health limitation is deleted.

The policy changes that CR 6005 announces are synthesized below.

e COREF services are coveredly if they are medically necessary and relate directly to the
rehabilitation of injured, disabled, or sipltients.
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Required Services
The CORF must provide these core servicew) CORF physiciansd service:
and c) social and psychological services.

1. COREF physician servicesare those physiciaperformed professional servicestthae
administrative in nature; such as consultation with, and medical supervision -@hysinian staff;
patient case review conferences; utilization review; the review of the therapy/pathology plan of
treatment, as appropriate; and other facility madand administration activities necessary to
provide skilled rehabilitation services (those that PTs, OTs, SLPs and RTs provide), and other
services that directly relate to the rehabilitation plan of treatment.

Please be aware that diagnostic or therapservices that a CORF (or other) physician provides to
a CORF patient aneot CORF physician services. These services are separately payable to the
physician under the MPFS, at the Aawility payment amount billed as if provided in the
physicicmands off

Remember that to become a CORF patient, a beneficiary must be under the care of a physician wt
certifies that he/she needs skilled rehabilitation services. If the referring physician does not specify
the rehabilitation goals for PT, OT, SLP, or Rfhsces; the CORF physician must established them.
Further, either the referring physician or the CORF physician must establish, and sign, a
rehabilitation plan of treatment prior to the beginning treatment.

In addition, the CORF physician or the refegrphysician, must review the treatment plan for
respiratory therapy services at least every 60 days; and for physical therapy, occupational therapy,
speecHanguage pathology, and for all other services at least once every 90 days; certifying that the
planis being followed and that the patient is making progress in attaining the established
rehabilitation goals.

Note: The CORF physician must be present in the facility enough to ensure that CORF services ar
provided in accordance with accepted princigiesedical practice, medical direction, and medical
supervision.

2. Physical therapy serviceshould comprise a clear majority of the total CORF services. To
supervise CORF physical therapy services, the physical therapist must be on the CORF premises
must be available to the physical therapy assistant through direct telecommunications for
consul tation and assistance) during the CORF

3. Social and psychological servicesr e covered only i f the patier
estalishes that the services directly relate to the patients rehabilitation plan of treatment and are
needed to obtain the rehabilitation goals. Social and psychological services include only those
services that addr ess t hetherehabilitationttréatment glas;paten s e
of improvement and progress towards the rehabilitation goals; or other services as they directly
relate to the physical therapy, occupational therapy, sdaaghage pathology, or respiratory plan
of treatment.

Notes: 1) CORF social and psychological services are the same, whether provided by either a
qualified social worker or psychologist. Qualifications for individuals providing CORF social
and psychological services are a Bachelors of Science for social workensi a Masterslevel
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degree for psychologist; 2) Social and psychological services do not include services for mental
health diagnoses

Optional Services

In addition to the above three required core services, the CORF may also furnish the following other
covered and medically necessary items and services; as long as they directly relate to, and are consisten
with, the rehabilitation treatment plan, and are necessary to achieve the rehabilitation goals.

1. Occupational therapy services;
2. Speech language pahology services;

3. Respiratory therapy servicesnclude only those services that a qualified respiratory therapist can
appropriately provide to CORF patients under a physiesablished respiratory therapy plan of
treatment, in accordance with currentdical and clinical standards.

These services include the physiological monitoring necessary to furnish them, and rather than paid
separately, the payment is bundled into the payment for respiratory therapy services. Diagnostic and
other medical servicesqvided in the CORF setting are not considered CORF services, and therefore
may not be included in a respiratory therapy plan of treatment because these are covered under sepal
benefit categories.

Please take note that services performed by respirdutergpy technicians are not covered because the
current medical standards for skilled respiratory therapy services provided to patients in the CORF
setting require the educational requirements of respiratory therapists.

Examples of specific RT CORF seregs include the respiratory therapist assessing the patient to
determine the appropriateness of pursed | ip b
saturation level (via pulse oximetry). If appropriate, the respiratory therapist may therepghwviditial
training in order to ensure that the patient can accurately perform this activity; and again check the

A

patientds oxygen saturation | evel, or perform

These types of servicesareconséddr iphysi ol ogi cal monitoringo a
Healthcare Common Procedure Coding System (HCPCS) codes G0237 (Therapeutic procedures to
increase strength or endurance of respiratory muscles, face to face, one on one, each 15 minutes
(includes monitoring)), G0238 Therapeutic procedures to improve respiratory function, other than
described by G0237, one on one, face to face, per 15 minutes (includes monitoring)), and G0239
(Therapeutic procedures to improve respiratory function or incetgsggth or endurance of respiratory
muscles, two or more individuals (includes monitoring)).

Another example of monitoring includes the provision ofraiBute walk test that is typically
conducted before the st ar ttiviees, and theetime ta providenttisawalk r
Atesto assessment can be included as part of

Note: Instructing a patient in the use of equipment, breathing exercises, etc. may be considered
reasonable and necessary to the treatmentdite pati ent 6s condi tion anc
patient during the course of treatment by any of the health personnel involved therein, e.g.,

physician, nurse, respiratory therapist.
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4. Prosthetic and orthotic devicesare covered, including the testiriiting, or training in their use;

5. Nursing services(which must be provided by an individual meeting the qualifications of a
registered nurse (RN), rather than a licensed practical nurse (LPN)) are provided as an adjunct to t
rehabilitation treatmentlgn of treatment, and must be reasonable and medically necessary. For
example, a registered nurse may perform (inc
and outo urethral catheterizati on leostamgarh e o st
colostomy bags.

Note: Nursing services may not be a substitute for or supplant the services of physical
therapists, occupational therapists, speeclanguage pathologist and respiratory therapists, but
instead must lend support to or further the rehabilitation services and goals.

6. CORFs can provide pneumococcal, influenza, and hepatitis B vaccines to its patients provided
the facility is Aprimarily engaged in provid
restorative servicestooutpatn t s f or the rehabilitation of i

Note: Because no drugs and biologicals are currently identified as appropriate to a therapy
rehabilitation treatment plan, CORFs may not submit claims for drugs and biologicals.

7. Suppliesand Durable Medical Equipment (DME) T CORFs may not bill for the supplies they
furnish except for those cast and splint supplies that are used in conjunction with the corresponding
Current Procedural Terminology code in the 29XXX series;

8. Physical therapy, occupational therapy, and speectanguage pathology servicemay be
furnished in the patientds home, as CORF ser
otherwise made under the Medicare home health benefit; and

9. Asingle home PT, OT, or SLRenvironment evaluation visit, which includes evaluating the
potential impact of the home environment on the rehabilitation goals, is limited to the services that
one professional (who must be either a PT, OT, or SLP, as appropriate) provides, when the
comresponding treatment plan identifies the home environment evaluation as necessary. The patien
must be present during the home environment evaluation visit.

Note: When, in addition to the required physical therapy, a CORF provides OT, SLP and/or
RT services; the physical therapy services must represent the predominate rehabilitation
service.

Note: Hyperbaric oxygen services, infusion therapy services, cardiac rehabilitation services, or
diagnostic sleep studies are not considered CORF services becausg the not meet the

definition, nor do they relate to the rehabilitation treatment plan. These, and other services not
specifically listed as CORF services, may be covered under other Medicare benefits categories,
such as physician services and diagnosticrsees.

Payment Rules

The payment basis for CORF services is 80% of the lesser of: 1) the actual charge for the services; or 2) 1
MPFES amount for the service, when the MPFS establishes a payment amount for such service. Payment
COREF services undené PFS is made for all CORF services (PT, OT, SLP, RT, and the related nursing an
social and psychological services); which are part of, or relate directly to, the rehabilitation treatment plan.
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If there is no fee schedule amount for a covered CORFatesarvice, payment is based on the lesser of
80% of actual charges for the services provided or the amount determined by the local Medicare contract

Payment for covereDME, orthotic and prosthetic devices and suppliethat a CORF provides is based
onthe lesser of 80% of actual charges; or the payment amount established under the DMEPOS fee schec
or the single payment amount established under the DMEPOS competitive bidding program (provided tha
payment for such an item is not included in the paynamount for other CORF services).

Payment for CORBocial and psychological servicas made under the MPFS only for HCPCS Code
G0409, as appropriate, only when billed using revenue codes 0560, 0569, 0910, 0911, 0914 and 0919.

Payment for CORIrespiratory therapy servicesis made under the MPFS when provided by a respiratory
therapist as defined at 42 CFR 485.70(j), only to the extent that these services support or are an adjunct t
the rehabilitation plan of treatment, and only when billed using teveades 0410, 0412 and 0419. When
provided as part of a CORF respiratory therapy rehabilitation treatment plan, separate payment is not mas
for diagnostic tests or for services related to physiologic monitoring services; which are bundled into other
therapy services appropriately performed by respiratory therapist, such as HGCE&I® 350237, G0238,

and G0239. These three HCPCS codes are specific to services provided under the respiratory therapy ple
of treatment and, as such, are not designated ascstbjthe therapy caps.

CORFnursing servicesare paid under the MPFS for nursing services, but only when provided by a
registered nurse, and only to the extent that these services support or are an adjunct to the rehabilitation
services that PTs, OTslL.Bs, and RTs provide, and are consistent with the rehabilitation treatment plan. In
addition, payment for CORF nursing services is made only when provided by a registered nurse, and cod
with HCPCS code G0128 (Direct (fateface with patient) skilled nging services of a registered nurse
provided in a comprehensive outpatient rehabilitation facility, each per 10 minutes beyond the first 5
minutes) is used to bill for these services, and only with revenue codes revenue 0550 and 0559.

Note: Servicesppovi ded under the Aincident toodo benefit |
Services furnished by CORF personnel, including registered nurses, physical therapists, occupational
therapists, speecHanguage pathologist and respiratory therapists are notansidered furnished

incident-to physician services.

Payment for covered pneumococcal, influenza, and hepatitis B vaccines provided in the CORF setting is
based on 95% of the average wholesale price. The registered nurse provides administration afidise vacc
using CPT code 90471.

¢ Finally, CR 6005 announces that the requirement for CORF outpatient mental health treatment
limitation is deleted.

Additional Information

This article only summarizes the CORF manual revision made by CR 6005 and you caa ¢iowhiete
details by reviewing CR 6005, locatedhétip://www.cms.hhs.gov/Transmittals/downloads/R111BPondf
the CMS website. You will find the updat&tedicare Benefit Policy Maral, Chapter 12, (Comprehensive
Outpatient Rehabilitation Facility (CORF) Coverage), as an attachment to CR 6005.
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In addition, for specific payment requirements for CORF, items and services, 8&edibare Claims
Processing ManualChapter 5 (Part B Ouient Rehabilitation and CORF/OPT Services), which you can
find athttp://www.cms.hhs.gov/manuals/downloads/cim104c0%opdhe CMS website.

If you have any questions regarding this s u e, rGofteetrtUst pagkeofi our Web
Provider Contact Center.

MLN Matters® MM6005
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Wrong Surgical or Other Invasive Procedure Performed on a Patient; Surgery or
Other Invasive Procedure Performed on the Wrong Body Part; and Surgical or Other
Invasive Procedure Performed on the Wrong Patient

Note: This article was revised &eptember 29, 20090 reflect the issuance of a revised CR 6405, which

the Centers for Medicare & Medicaid Services issued on September 25, 2009. As a result, the CR release
date, transmittal number and the Web address for accessing CR 6405 were changed. Also, for tise revisic
to theMedicare Claims Processing Manuyake the article related to CR 6634 at
http://www.cms.hhs.gov/MLNMattersArticles/downloads/MM6634.pdfthe CMS website. All other
information remains the same.

Provider Types Affected
Physicians, other practitioners, and providers billing Medicare contractors (c&fiseed|ntermediaries
(F1s) or Medicare Administrative Contractors (MACs)) for services provided to Medicare hemnesic

Provider Action Needed

Effective January 15, 2009, the Centers for Medicare & Medicaid Services (CMS) does not cover a
particular surgical or other invasive procedure to treat a particular medical condition when the practitioner
erroneously perfons: 1) a different procedure altogether; 2) the correct procedure but on the wrong body
part; or 3) the correct procedure but on the wrong patient.

Medicare will also not cover hospitalizations and other services related to theseveoed procedures as
defined in theMedicare Benefit Policy Manu&@BPM) Chapter 1, sections 10 and 180 and Chapter 16,
section 120. This is pursuant to the National Coverage Determinations (NCDs) made as part of CR 6405.

For inpatient claims, hospitals are required to stilammiepay claim (TOB 110) when the erroneous surgery
related to the NCD is reported. If there are covered services/procedures provided during the same stay as
erroneous surgery, hospitals are then required to submit two claims, one claim with sevacss or
procedures unrelated to the erroneous surgery, the other claim with thewvesad services/procedures as a
no-pay claim. For outpatient and practitioner claims, providers are required to append the applicable
HCPCS modifiers to all lines rekd to the erroneous surgery/procedure.

Make sure that your billing staif aware of these new billing and claim requirements.

Background

In 2002, the National Quality Forum (NQF) published Serious Reportable Events in Healthcare: A
Consensus Report,whc h | i sted 27 adverse events that were
both the public and health care providers. o (Th

http://www.qualityforum.org/Publications/2002/Serious_Reportable Events in_Healthcammatex

Il nternet.) These events and subsequent revision
and need for the proposed reportingledtNQF 6 s fAConsensus Standards M
Serious Reportable Events, 0 which maintains and

In order to address and reduce the occurrence of these surgeries, CR 6405 establishes three matv NCDs
nationally noncover the three surgical errors and sets billing policy to implement appropriate claims
processing.
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Effective January 15, 2009, CMS will not cover a particular surgical or other invasive procedure to treat a
particular medical conditiowhen the practitioner erroneously performs: 1) a different procedure altogether;
2) the correct procedure but on the wrong body part; or 3) the correct procedure but on the wrong patient.
Medicare will also not cover hospitalizations and other servidatedeto these neoovered procedures as
defined in theMedicare Benefit Policy Manu&@BPM) Chapter 1, sections 10 and 180, and Chapter 16,
section 120. All services provided in the operating room when an error occurs are considered related and
thereforenot covered. All providers in the operating room when the error occurs, who could bill
individually for their services, are not eligible for payment. All related services provided during the same
hospitalization in which the error occurred are not covered.

NOTE: Related services do not include performance of the correct procedure.
Definitions

e Surgical and other invasive procedures are defined as operative procedures in which skin or muco
membranes and connective tissue are incised or an instrumambdiced through a natural body
orifice. Invasive procedures include a range of procedures from minimally invasive dermatological
procedures (biopsy, excision, and deep cryotherapy for malignant lesions) to extenskegganlti
transplantation. They inatle all procedures described by the codes in the surgery section of the
Current Procedural Terminology (CPT) and other invasive procedures such as percutaneous
transluminal angioplasty and cardiac catheterization. They include minimally invasive procedures
involving biopsies or placement of probes or catheters requiring the entry into a body cavity througl
a needle or trocar. They do not include use of instruments such as otoscopes for examinations or
very minor procedures such as drawing blood.

e A surgicalor other invasive procedure is considered to be the wrong procedure if it is not consistent
with the correctly documented informed consent for that patient.

e A surgical or other invasive procedure is considered to have been performed on the wrongtbody ps
if it is not consistent with the correctly documented informed consent for that patient including
surgery on the right body part, but on the wrong location on the body; for example, left versus right
(appendages and/or organs), or at the wrong leveldlspi

NOTE: Emergent situations that occur in the course of surgery and/or whose exigency precludes
obtaining informed consent are not considered erroneous under this decision. Also, the event is no
intended to capture changes in the plan upon surgitgl ieto the patient due to the discovery of
pathology in close proximity to the intended site when the risk of a second surgery outweighs the
benefit of patient consultation; or the discovery of an unusual physical configuration (e.g.,
adhesions, spinevel/extra vertebrae).

e A surgical or other invasive procedure is considered to have been performed on the wrong patient
that procedure is not consistent with the correctly documented informed consent for that patient.

Beneficiary Liability

Generally, beneficiary liability notice such as an Advance Beneficiary Notice of¢¢merage (ABN) or a
Hospital Issued Notice of Netoverage (HINN) is appropriate when a provider is furnishing an
item/service that the provider reasonably believes Medicare witlower on the basis of Section
1862(a)(1) of the Social Security Act.
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¢ An ABN must include all of the elements described inMleglicare Claims Processing Manual
Chapter 30, Section 50.6.3, in order to be considered valid. For example, the ABN miisafipeci
describe the item/service expected to be denied (e.g., a left leg amputation) and must include a co:
estimate for the nenovered item/service. (THdedicare Claims Processing Manualavailable at
http://www.cms.hhs.gov/Manuals/IOM/list.asp the CMS website.)

o Similarly, HINNs must specifically describe the item/service expected to be denied (e.g., a left leg
amputation) and must include all of the elements described in the instsuictiord in theViedicare
Claims Processing ManuaChapter 30, Section 200.

Thus, a provider cannot shift financial liability for the rayvered services to the beneficiary, unless the
ABN or the HINN satisfies all of the applicable requirements in Cih&fteSections 50.6.3 and 200,
respectively, of thdledicare Claims Processing Manual

Given these requirements, CMS cannot envision a scenario in which HINNs or ABNs could be validly
delivered in these NCD cases. However, an ABN or a HINN could beyedkdilvered prior to furnishing
follow-up care for the nenovered surgical error that would not be considered a related service to the non
covered surgical error (see Chapter 1, Sections 10 and 180, and Chapter 16, Section 1Bénefithe

Policy Manud).

Implementation

Inpatient Claims

Effective for inpatient discharges on or after January 15, 2009, hospitals are required to sufpag a no
claim (TOB 110) when the erroneous surgery related to the NCD is reported. If there are covered
services/procagtes provided during the same stay as the erroneous surgery, hospitals are then required tc
submit two claims:

e One claim with covered service(s)/procedure(s) unrelated to the erroneous surgery(s) on a Type of
Bill (TOB) 11X (with the exception of 110), dn

e The other claim with the necovered service(s)/procedure(s) related to the erroneous surgery(s) on ;
TOB 110 (nepay claim).

e Note: Both the covered and noovered claim must have a matching Statement Covers Period.
For discharges on or after Januab, 2008 and before October 1, 2009, thecmrered TOB 110 will be
required to be submitted via the W& (hard copy) claim form, clearly indicating in Form Locator (FL) 80
(Remarks), or the 837i (electronic) claim form, Loop 2300, one of the apgi2alijit surgical error codes
as follows:

e MX T for a wrong surgery on patient;

e MY i for surgery on the wrong body part; or

e MZ T for surgery on the wrong patient.
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For discharges on or after October 1, 2009, hospitals will refer to MM6634 for hownhit suberroneous
surgery claim. MM6634 can be found at
http://www.cms.hhs.gov/MLNMattersArticles/downloads/MM6634.pdfthe CMS website.

The claim for the nowwovered servicewill be denied using:

¢ Claim adjustment reason code (CARC) 50 These are noeoovered services because this is not
deemed a 6medical necessityd by the payer.

e Group Code CO- Contractual Obligation.

Outpatient, Ambulatory Surgical Centers (ASCs), Other Appropriate Bill Types and Practitioner

Claims

Hospital outpatient departments, ASCs, practitioners and those submitting other appropriate TOBs are
required to append one of the following applicable NCD modifiers to all lines related to the erroneous
surgey(s) with dates of service on or after January 15, 2009:

e PA: Surgery Wrong Body Part
e PB: Surgery Wrong Patient
e PC: Wrong Surgery on Patient

Contractors will suspend claims with dates of service on and after January 15, 2009, with surgical errors
identified by one of the above HCPCS modifiers.

Contractors will create/maintain a list that includes the beneficiary health information code and the surgice
error date of service. Each new surgical error occurrence will be added to the list, and an MBPaevent
System Control Facility (SCF) rule will be implemented so that all claims for that beneficiary for that date
of service will be suspended. Contractors will then continue to process the claim.

Claim lines submitted with one of the above HCPCS modifiell be lineitem denied using the following:

e CARCS50i Thesearenen overed services because this is
payer.

e Group Code- COi Contractual Obligation

Related Claims

Within 5 days of receiving a claim for a sigg error, contractors will begin to review beneficiary history

for related claims as appropriate (both claims already received and processed and those received subseg
to the notification of the surgical error). Also, contractors will review any capplied to SCF rules and

MPP events to identify incoming claims that have the potential to be related. When Medicare identifies su
claims, it will take appropriate action to deny such claims and to recover any overpayments on claims
already processed.

Every 30 days for an i8onth period from the date of the surgical error, contractors will continue to review
beneficiary history for related claims and take appropriate action as necessary.

Medicare A Newsline November/December 2009 31
Vol. 17, No.2 & 3


http://www.cms.hhs.gov/MLNMattersArticles/downloads/MM6634.pdf

Additional Information

For complete details regarding this CharRequest (CR) please see the official instruction (CR 6405)
issued to your Medicare Fl, RHHI, DMERC, DME/MAC, or

A/B MAC. That instruction was issued in two transmittals. The first transmittal presents the National
Coverage Determination related to tlaisue and that transmittal is at
http://www.cms.hhs.gov/Transmittals/downloads/R102NCDapdthe CMS website. The other transmittal
presents the claims processing instructionst Traasmittal is at
http://www.cms.hhs.gov/Transmittals/downloads/R1819CP.pdf on the CMS website.

|l f you have any quest i on&ontaceldpa rpcaigreg otfth timsallrtheswsewbe !
Provider Contact Center.

MLN Matters® MM6405
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Revised Processing of Osteoporosis Drugs under the Home Health Benefit

Note: This article was revised &eptember 21, 20090 refect revisions made toange Request (CR)
6512, which was ressued on September 18. The CR Release Date, Transmittal Number and the Web
address for accessing CR 6512 were revised. All other information is the same.

Provider Types Affected

Home Health Agncies (HHA) submitting claims to Medicare contractors (Regional Home Health
Intermediaries (RHHI), Fiscal Intermediaries (FI) and Medicare Administrative Contractors (MAC)) for
injectable osteoporosis drugs provided to Medicare beneficiaries are affected.

Provider Action Needed

HHAs are reminded that the current criteria for coverage of injectable osteoporosis drugs must be met wh
submitting claims for these drugs. There is no change in these criteria. However, this article explains that
date of serice on claims submitted for covered osteoporosis drugs must fall within the start and end dates
an existing home health prospective payment system (PPS) episode. Please inform your billing staffs of tl
requirement.

Background
Medicare covers injedide osteoporosis drugs if certain criteria are met. These criteria include:

e Eligibility for coverage of home health services;

¢ Physician certification that the individual sustained a bone fracture related 1mg@ospausal
osteoporosis; and

¢ Physician cHdification that the female patient is unable to learn the skills needed {adseifister
the drug or is otherwise physically or mentally incapable of administering the drug, and that her
family or caregivers are unable or unwilling to administer thg.dru

Currently, the second and third criteria are enforced to the extent possible through Medicare systems by
edits that require that the beneficiary is female and that the diagnosis code 733-8ie(mmsusal
osteoporosis) is present. However, the firgerion that the beneficiary must be covered under the home
health benefit is only partially enforced. If an osteoporosis claim is received and a home health episode of
care is on file, Medicare requires that the provider number of the HHA submittingtdeorosis claim

must be the same as the provider number on the episode record. CR 6512 revises the Medicare systems
fully enforce this criterion by requiring that the date of service for an injectable osteoporosis drug on a hor
health claim falls wthin the start and end dates of an existing home health episode if the claim contains:

e Type of bill 34x;
e Healthcare Common Procedure Coding Systems (HCPCS) codes J0630, J3110, or J3490; and

e Covered charges corresponding to these HCPCS codes.
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Claims nd meeting the criteria for coverage will be rejected with the following messages: MSN message
6. 5, AfMedi care cannot pay for this injection be
and claim adjustment re&@somheodeqlL7TTedilRatige i |

Additional Information
The official instructionfCR 6513 issued to your Medicare RHHI, Fl, and/or MAC regarding this change,
may be viewed dtttp://www.cms.hhs.gov/Transmittals/downloads/R1818CRopdhe CMS website.

|l f you have any quest i on&ontaceldpa rpcaigreg otf hiosuri sWee !
Provider Contact Center.

MLN Matters® MM6512
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Processing of NorCovered International Classification of Diseases, Ninth Revision,
Clinical Modification (ICD -9-CM) Procedure Codes on InpatientHospital Claims

Provider Types Affected
Hospitals submitting claims to Medicare Administrative Contractors (MAC) or Fiscal Intermediaries (FI)
for procedures performed for Medicare beneficiaries are affected.

Provider Action Needed

Effective for inpatiat discharges on or after April 1, 2010, hospitals must submi9@ codes for non
covered procedures performed in the same inpatient stay with covered procedures on a separate claim. T
article is based on CR 6547, which provides instructions toddsglicontractors for processing these claims
for noncovered services, also referred to agpay claims. Be sure billing staffs are aware of these changes.

Background

Medicare uses ICB-CM codes to identify diagnoses and procedures in the hospitakimipsetting.

Hospitals must report the principal diagnosis usingafhi@opriate ICE9-CM code, as well as any

secondary diagnoséssome of which may be considered complications or comorbidities (CCs) or major
complications or comorbidities (MCCs) for Mieare SeverityDiagnosis Related Group (MBRG)

assignment. The circumstances of inpatient admission always govern selection of the principal diagnosis.
Diagnosis codes should be reported to the highest level of specificity avaikbltzde is invalidfiit has

not been coded to the full number of digits required for that code. For inpatient admissions involving
procedures, hospitals must also report {&€DBM procedure codes for surgical and other procedures, up to
six procedures on a claim.

Effective for inpatient discharges on or after April 1, 2010, hospitals must separate a hospital stay into two
claims where both covered and roovered ICD9-CM procedure codes are reported:

¢ One claim with covered services/procedures unrelated to theavaened 1®-9-CM procedures on
a Type of Bill (TOB) 11X (with the exception of TOB 110), and

e The other claim with the necovered services/procedures on a TOB 116pa@ypclaim).
Note that the Statement Covers Period should match on both the covered anddteerexhclaim.
No-pay claims submitted will be denied as ramvered, using the following on the remittance advice:

Claim Adjustment Reason Code:
507 Thesearenecnover ed services because this is not

Group Codeused when a Hospital Issued Notice of Ne@overage (HINN) was not issued:
COi Contractual Obligation

Group Code used when a HINN was issued:
PR- Patient Responsibility
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Additional Information

The official instruction (CR 6547) issued to your MAC relyag this change, may be viewed at
http://www.cms.hhs.gov/Transmittals/downloads/R1838CRopdhe CMS website.

|l f you have any quest i on&ontaceldpa rpcaigreg otf hiosuri sWee !
Provider Contact Center.

MLN Matters® MM6547
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Billing for Services Related to Voluriary Uses of Advance Beneficiary Notices of
Noncoverage (ABNS)

Provider Types Affected
Physicians, hospitals and other providers, and suppliers who bill Me#isaedlntermediaries (FI) or A/B
Medicare Administrative Contractors (A/B MAC) for servigesvided to Medicare beneficiaries.

What You Need To Know

Change Request (CBp63, from which this article is taken, announces recent instructions for the use of
modifiers in association with Advance Beneficiary Notices (ABN). Specifically, effectivié A@2010,

two HCPCS level 2 modifiers have been updated to distinguish between voluntary, and required, uses of
liability notices. Those modifiers are:

e Modiferi GA has been redefined to mean fAWaiver o
Payer® |l i cy, 6 and s houl dreghirerdABNsvweaglissied formeepvica. t wh e r

e Anewmodifier(GX) has been created with the defini't
Under Payer Policyo an doluntaryABMdwadisuedifara servitceo r e p

Make sure that your billing staffs are aware of these ABN modifier changes.

Background

In Change Request 6136 (Revised Form GRA$31 Advance Beneficiary Notice of Noncoverage) released
September 5, 2008, CMS revised instructiongfoviders in the use of ABNs. Prior to these instructions,
providers who voluntarily issued patients notices announcing that particular services were either excludeo
from Medicare coverage by statute, or were services for which no Medicare benefit cakégtsrysed the
Notice of Exclusion from Medicare Benefits form (NENIBiow a retired form) or notices that they

developed themselves.

With these revised instructions, providers for the first time were allowed to use ABNSs to voluntarily provide
such nates. (You can read the MLN Matters® article associated with this CR by going to
http://www.cms.hhs.gov/MLNMattersArticles/downloads/MM6136.pdfthe Centers for Medicare &

Medicaid Services (CMS) website.)

CR 6563, from which this article is taken, announces that two HCPCS level 2 modifiers have been update
to allow the voluntary uses of liability notices to be distinguished from the required uses. Specifically,
modifieriGAhas been redefined to mean AWaiver of Lia
Policy.o It should only be used to report when
reported in association with any other liabHrglated modifie and should continue to be submitted with
covered charges. Please note that Medicare systems will now deny institutional claims submitted with
modifieri GA as a beneficiary liability (rather than subjecting them to possible medical review), and the
beneftiary will have the right to appeal this determination. Medicare processing of professional claims witl
this modifier is not changing.

In addition, a new modifierGX, has been created with the defin
UnderPaye Pol i cyo which should be used to report w
may use th& GX modifier to provide beneficiaries with voluntary notice of liability regarding services
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excluded from Medicare coverage by statute, and in thees,oasu may report it on the same line as
certain other liabilityrelated modifiers. Please note thatti®&X modifier must be submitted with non
covered charges only, and your FI or A/B MAC will deny the claim as a beneficiary liability.

You should be aare of some details in the use of these modifiers.

¢ -GA Madifier:

0 Medicare systems will automatically deny lines submitted with@#e modifier and
covered charges on institutional claims;

0 Medicare systems will assign beneficiary liability to claims aatioeally denied when thie
GA modifier is present; and

0 Medicare will use claim adjustment reason code 50 (These areonered services because
this is not deemed a 6émedical necessityo
presence of theGA modifier.

e -GX Modifier

o0 Medicare systems will recognize and allow tii&X modifier on claims, but will return your
claim if thei GX modifier is used on any line reporting covered charges;

0 Medicare systems will allow thegGX modifier to be reported on the sarnreelas the
following modifiers that indicator beneficiary liabilityGY (Item or service statutorily
excluded or does not meet the definition of any Medicare bené&fg)(Follow-up service);

0 Medicare systems will return your claim if th& X modifier isreported on the same line as
any of the following liabilityrelated modifiers:EY (no doctor's order on file)GA, -GL
(medically unnecessary upgrade provided instead clupgnaded item, no charge, no
ABN), -GZ (item or service expected to be denischat reasonable and necessaiR
(Beneficiary requested upgrade for ABN, more than four modifiers identified on ciglin),
(Patient pronounced dead after ambulance is cal€@)(basic life support transport by a
volunteer ambulance provider);

0 Medicare systems will automatically deny lines (using claim adjustment reason code 50)
submitted with theGX modifier and norcovered charges, and will assign beneficiary
liability to claims automatically denied when th&X modifier is present.

Final Note: Other than the policy and processing changes described in CR 6563, all other policies and
processes regarding naovered charges and liability continue as stated itbgicare Claims Processing
Manual Chapter 1 (General Billing Requirements), SectiofFg0vider Billing of Noncovered Charges)
and in the requirements defined in previous change requests.

Additional Information

You can find more information about billing for services related to voluntary uses of Advance Beneficiary
Notices of NoncoveragBNs) by going to CR 6563, located at
http://www.cms.hhs.gov/Transmittals/downloads/R1840CPRopdhe CMS website. You will find the
updatedVedicare Claims Processing Manuahaper 1 (General Billing Requirements), Section 60
(Provider Billing of Noncovered Charges) as an attachment to that CR.

I f you have any quest i on&ontaceldpa rpcaigreg otf hiosuri sWele !
Provider Contact Center.

MLN Matters® MM6563
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Implementation of Health Insurance Portability and Accountability Act of 1996
(HIPAA) version 5010 for Transaction 835- Health Care Claim Payment/Advice

Note: This article was revised @ctober 20, 2009to reflect revisions made tdh@nge Request (CRH89
on October 16, 2009. The CR release date, transmittal number, implementation date, and the Web addre:
for accessing CR 6589 were changed.ofiler information remains the same.

Provider Types Affected

Physicians, providers and suppliers who bill Medicare Contractors (carriers, Fiscal Intermediaries (FIs),
Medicare Administrative Contractors (A/B MAC), and Durable Medical Equipment Medicare
Administrative Contractors (DME MAC) for services provided to Medicare beneficiaries.

Provider Action Needed
Change Request (CRpB89, from which this article is taken, instructs Medicare Contractors to implement
Health Insurance Portability and Accountalildct of 1996 (HIPAA) Transaction 835 version 5010.

Make sure that your billing staffs are aware that the new HIPAA transaction 835 version 5010 is being
implemented, and Medicare can begin to generate theed8mn 5010 for testing with trading pantse

and/or for transitioning early adopters of the new standard as of January 1, 2011. Additional information
about this implementation is provided in tiBackgroundsection, below.

Background

The Secretary of the Department of Health and Human Se#t#S) has adopted ASC X12 version 5010
and National Council of Prescription Drug Programs (NCPDP) version D.0 as the next Health Insurance
Portability and Accountability Act (HIPAA) standard for HIPAA covered transactions; and the Centers for
Medicare & Malicaid Services (CMS) published the final rule that addressed this adoption on January 16,
2009. Currently, CMS is in the process of implementing this next version of the HIPAA Transaction 835
standard (835v5010).

CR 6589, from which this article is takenstructs the Medicare Contractors to implement transaction 835
v5010 and to update the Standard Paper Remittance Advice (SPR).

CR 6589 provides business requirements for the Medicare Contractors so they can be ready to generate
transaction 835 in vermn 5010 for testing with trading partners and in production for early adopters
effective January 1, 2011.

Compliance Details
Please note that there are two levels of compliance:

1. Level I Compliance, which means @&tdhandreceM A c oV
compliant transactions, resulting from the compliance of all design/build activities and internal
testing; 0

2. Level I Compliance, which mean sto-enchtestingwith A ¢ o
each of its trading partners, andalde to operate in production mode with the new versions of the
standards. o
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You should also be aware that the effective date of the 835v5010 regulation is March 17, 2009; and that
CMS must achieve level | compliance by December 31, 2010, Level Il coroplisy December 31, 2011,

and all covered entities must be fully compliant on January 1, 2012. In essence, this means that on Janue
1, 2011, Medicare will make 835 version 5010 available for external testing with trading partners and also
in production ér willing trading partners who have finished testing successfully. In addition, in order to
facilitate testing (subject to trading partner agreement); there will be a transition period (from the March 1.
2009 effective date until the January 1, 2012 danpe date) in which HHS will permit the use of both the
existing standards (4010A1 and 5.1) and the new standards (5010 and D.0).

After January 1, 2012 however, covered entities, including Medicare, cannot use the 835v4010A1 and
the current Standard Paper Remittance (SPR), regardless of the date of receipt or date of service
reported on the electronic or paper claim.

Additional Information
You can find the official instruction, CB589, issued to your Medicare Contractor by visiting
http://www.cms.hhs.gov/Transmittals/downloads/R5500TNgodthe CMS website.

|l f you have any quest i on&ontaceUdpa rpcaigreg otfhiosuri sWele ,:
Provider Contact Center.

MLN Matters® MM6589
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Claim Adjustment Reason Code (CARC), Remittance Advice Remark Code (RARC),
and Medicare Remit Easy Print(MREP) Update

Provider Types Affected

This article is for physicians, providers, and suppliers who submit claims to Medicare contractors (carriers
FiscalIntermediaries (FIs), regional home health intermediaries (RHHIs), Medicare Administrative
Contractes (MACs), durable medical equipment Medicare Administrative Contractors (DME MACS)) for
services.

Provider Action Needed

CR 6604, from which this article is taken, announces the latest update of Remittance Advice Remark Cod
(RARCs) and Claim AdjustmeiReason Codes (CARCS), effective October 1, 2009. Be sure billing staff
are aware of these changes.

Background

For Medicare, the reason and remark code sets must be used to report payment adjustments in remittanc
advice transactions. The reason codesi®@ used in some coordinatioftbenefits (COB) transactions.

The RARC list is maintained by the Centers for Medicare & Medicaid Services (CMS), and used by all
payers; and additions, deactivations, and modifications to it may be initiated by anychealth

organization. The RARC list is updated 3 times a yaarearly March, July, and November although the
Committee meets every month.

The CARC list is maintained by a national Code Maintenance committee that meets when X12 meets for
their trimester metings (occurring in January/February, June, and September/October) to make decisions
about additions, modifications, and retirement of existing reason codes.

Both code lists are postedhdtp://www.wpcedi.coniCodeson the Internet. The followinlists summarize
the latest changes to these lists, as announced in CR 6604.

New Codes CARC
Code | Current Narrative Effective Date (per
WPC posting)
231 | Mutually exclusive procedures cannot be done in the same 01/01/2010
dayketting. Note: Refer to the 835 Healthcare Policy Identificati
Segment, if present.
Modified Codes- CARC
Code | Current Narrative Effective Date (per

WPC posting)
40 Charges do not meet qualifications for emergent/urgent care. | 04/01/2010

This changeo be effective 04/01/2010: Charges do not meet
gualifications for emergent/urgent care. Note: Refer to the 835
Healthcare Policy Identification Segment, if present
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50

These are noerovered services because this is not deemed a
'medical nece#ty' by the payer.

This change to be effective 04/01/2010: These arecouared
services because this is not deemed a 'medical necessity' by th
payer. Note: Refer to the 835 Healthcare Policy Identification
Segment, if present.

04/01/2010

54

Multiple physicians/assistants are not covered in this case.

This change to be effective 04/01/2010: Multiple
physicians/assistants are not covered in this case. Note: Refer
835 Healthcare Policy Identification Segment, if present.

04/01/2010

55

Procedurefeatment is deemed experimental/investigational by t
payer.

This change to be effective 04/01/2010: Procedure/treatment is
deemed experimental/investigational by the payer. Note: Refer
the 835 Healthcare Policy Identification Segment, if present.

04/01/2010

56

Procedure/treatment has not been deemed 'proven to be effect
the payer.

This change to be effective 04/01/2010: Procedure/treatment hq
been deemed “proven to be effective' by the payer. Note: Refer
the 835 Healthcare Policy Idiication Segment, if present.

04/01/2010

58

Treatment was deemed by the payer to have been rendered in
inappropriate or invalid place of service.

This change to be effective 04/01/2010: Treatment was deeme(
the payer to have been rendered inrexppropriate or invalid place
of service. Note: Refer to the 835 Healthcare Policy Identificatic
Segment, if present.

04/01/2010

59

Processed based on multiple or concurrent procedure rules. (F
example multiple surgery or diagnostic imaging, concurrent
anesthesia.)

This change to be effective 04/01/2010: Processed based on
multiple or concurrent procedure rules. (For example multiple
surgery or diagnostic imaging, concurrent anesthesia.) Note: R¢
to the 835 Healthcare Policy Identification Segmégresent.

04/01/2010

90

Ingredient cost adjustment.

This change to be effective 04/01/2010: Ingredient cost adjustn

Note: To be used for pharmaceuticals only.

04/01/2010

Deactivated Codes CARC

Code | Current Narrative Effective Date
156* | Flexible spending account payments. Note: Use code 187. 10/01/2009
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*Also included in CR 6453

New Codes RARC:

Code | Current Narrative Medicare Initiated
N519 | Invalid combination of HCPCS modifiers. No
N520 | Alert: Payment made from a Consumer Spending Acto No

Modified Codesi RARC:
None

Deactivated Codes RARC
None

Additional Information
To see the official instruction (CR 6604) issued to your Medicare Carrier, RHHI, DME/MAC, FI and/or
MAC refer tohttp://www.cms.hhs.gov/Transmittals/downloads/R1804CFRopdhe CMS website.

For additional information about Remittance Advice, please refer to Understanding the Remittance Advice
(RA): A Guide for Medicare Providers, PhysiciaBsippliers, and Billers at
http://www.cms.hhs.gov/MLNProducts/downloads/RA_Guide Ful22®6.pdfon the CMS website.

If you have any questions regarding this issue, f e r Cantact Wsh ep aige of our Web
Provider Contact Center.

MLN Matters® MM6604
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®R)

Announcement of Medicare Rural Healh Clinics (RHCs) and Federally Qualified
Health Centers (FQHCs) Payment Rate Increases

Provider Types Affected

This article is for RHCs and FQHCs submitting claims to Medicare contractors (Fiscal Intermediaries (FIS)
and/or Part A/B Medicare Administraé Contractors (A/B MACSs)) for services provided to Medicare
beneficiaries.

Provider Action Needed

This article is based on Change Request (CR) 6605 which provides instructions for the calendar year (CY
2010 Payment Rate Increases for Rural Health Gli(iRt1C) and Federally Qualified Health Centers

(FQHC) services. Be sure to inform billing staff of these changes.

Background

In accordance with the Social Security Act (Section 1833(f)); (see
http://www.ssa.gov/OP_Home/ssact/title18/1833.btithe Internet) the Centers for Medicare & Medicaid
Services (CMS) is increasing the calendar year (CY) payment rates for Rural Health Clinics (RHCs) and
Federally Qualified Healt@enters (FQHCSs) efféiwe for services on or after January 1, 2010, through
December 31, 2010 (i.e., CY 2010), as follows:

e The RHC upper payment limit per visit is increased from $76.84 to $77.76 effective January 1, 201
through December 31, 2010 (i.e., CY 2010). The 2@ neflects a 1.2 percent increase over the
2009 payment limit in accordance with the rate of increase in the Medicare Economic Index (MEI)
as authorized by the Social Security Act (Section1833(f)).

e The FQHC upper payment limit per visit for urban FQHEmcreased from $119.29 to $125.72
effective January 1, 2010, through December 31, 2010 (i.e., CY 2010), and the maximum Medicare
payment limit per visit for rural FQHCs is increased from $102.58 to $108.81 effective January 1,
2010, through December 3010 (i.e. CY 2010). The 2010 FQHC rates reflect a 1.2 percent
increase over the 2009 rates, in accordance with the rate of increase in the MEI, plus an additional
$5.00 increase mandated by Section 151 of the Medicare Improvements for Patients andsProvide
Act of 2008.

To avoid any unnecessary administrative burden, Medicare contractors will not retroactively adjust
individual RHC/FQHC bills paid at previous upper payment limits. However, they retain the discretion to
make adjustments to the interim pagmhrate or a lump sum adjustment to total payments already made to
take into account any excess or deficiency in payments to date.

Additional Information
The official instructionCR 6609 issued to your Fl and A/B MAC regarding this change may be deawe
http://www.cms.hhs.gov/Transmittals/downloads/R1845CFRopdhe CMS website.

|l f you have any quest i on&ontaceUdpa rpcaigreg otf hiosuri sWele ,:
Provider Contact Center.

MLN Matters® MM6605
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Influenza Vaccine Payment Allowances Annual Update for 20082010 Season

Provider Types Affected

This artcle is for physicians and providers submitting claims to Medicare contractors (carriers, Fiscal
Intermediaries (FIs), and/or Part A/B Medicare Administrative Contractors (A/B MACSs)) for influenza
vaccines provided to Medicare beneficiaries.

Provider Action Needed

The Centers for Medicare & Medicaid Services (CMS) issued Change Request (CR) 6608 in order to upd.
payment allowances, effective September 1, 2009, for influenza vaccines when payment is based on 95
percent of théverageWholesalePrice (AWP).

Background

The Medicare Part B payment allowance limits for influenza and pneumococcal vaccines are 95 percent ¢
the AWP as reflected in the published compendia except where the vaccine is furnished in a hospital
outpatient department, Rural Health @i{RHC), or Federally Qualified Health Center (FQHC), in which
cases, payments for the vaccines are based on reasonable cost.

Annual Part B deductible and coinsurance amounts do not apply to these vaccines. All physicians, non
physician practitioners arglippliers who administer the influenza virus vaccination and the pneumococcal
vaccination must take assignment on the claim for the vaccine.

Key Points of CR 6608

The payment allowances for influenza vaccines are updated on an annual basis effeembe3dpof

each year. CR 6608 provides the payment allowances for the following influenza virus vaccines: Current
Procedural Terminology (CPT) codes 90655, 90656, 90657, 90658, and 90660 when payment is based o
95 percent of the AWP.

Note: For information about billing the HIN1 influenza vaccine, please see the MLN Matters® article
at http://www.cms.hhs.gov/MLNMattersArticles/downloads/MM6617.pdfon the CMS website.

Effective September 1, 2009, these Medicare Part B payment allowances for influenza vaccines are as
follows:

CPT Code Allowance

90655 $15.477
90656 $12.541
90657 $5.684
90658 $11.368

CPT 90660 (FluMist, a nasal influenza vaccine) may be covered if the |lecht&e contractor determines
its use is medically reasonable and necessary for the beneficiary. When payment is based on 95 percent
the AWP, the Medicare Part B payment allowance for CPT 90660 is $22.316 (effective September 1, 200

These payment lawances were published as a part of the July 2009 Quarterly Average Sales Price (ASP)
Drug Pricing Files, as specified in CR6471. See
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http://www.cms.hhs.gov/MLNMattersArticlestdnloads/MM6471.pddbn the CMS website to view the
article related to CR 6471.

Be aware that Medicare contractors will not search their files to adjust payment on claims paid incorrectly
prior to implementing CR 6608. However, they will adjust such dahmt you bring to their attention.

Additional Information
You can find the official instruction, CR 6608, issued to your Medicare Carrier, Fl or A/B MAC by visiting
http://www.cmshhs.gov/Transmittals/downloads/R1824CP gathe CMS website

CMS would like providers to be aware that educational products are available through the MLN Catalogue
free of charge. The MLN Catalogue is available at
http://www.cms.hhs.gov/MLNProducts/downloads/MLNCatalogguithe CMS website. The specific
products that may be of interest to providers who use the information in MM6608 are as follows:

1. The Medicare Preventive Serices Quick Reference Information Chart: Medicare Part B
Immunization Billing (Influenza, Pneumococcal, and Hepatitis B) is available at
http://www.cms.hhs.gov/MLNProducts/downftsdgr_immun_bill.pdbn the CMS website.

2. TheAdult Immunizatonsbr ochur e provides a basic overvi e
pneumococcal and hepatitis B vaccine benefits and is available at
http://www.cms.hhs.gov/MLNProducts/downloads/Adult_Immunizationqodthe CMS website.

| f you have any quest i on&ontaceUdpa rpchigmeebtsiteitosallthe s u e,
Provider Contact Center.

MLN Matters® MM6608
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Billing for an Ambulance Transport with More than One Patient Onboard

Provider Types Affected

Providers and suppliers, submittingiola to Medicare contractors (carriers, Fiscal Intermediaries (Fl), and
A/B Medicare Administrative Contractors (A/B MAC)) for ambulance services provided to Medicare
beneficiaries, are affected.

Provider Action Needed

This article advises ambulance supgithat CR6621 communicates claims processing instructions for
ambulance service claims submitted for trips with more than one patient onboard. These changes are to t
added to the Ambulance chapter of Medicare Claims Processing Manu@&hapter 15). Rase inform

your billing staffs of these changes.

Background

This article alerts providers that the Centers for Medicare & Medicaid Services (CMS) is issuitg@ TR

to highlight changes that are to be made tdMkdicare Claims Processing Manu&haper 15-

Ambulance Services. This article is informational in nature, sinc6&2R revises that manual to
incorporata@nformation previously released via transmittabBO 6 0, CR1945, A Payment
More Than One Pati ent ieptentharRh 2002danchTmansiittddZ10& nc e 0
CR2186, fAMultiple Patient Ambul ance Transportao

These changes to the Medicare Claims Processing Manual are:

e Ambulance suppliers submitting a claim using the GM80 Form, or the electronegjuivalent
ANSI X12N 837, for an ambulance transport with more than one Medicare beneficiary onboard
must use the AGMO modifier (AMultiple Patien
In addition, suppliers are required to submit to B/MA@arriers documentation to specify the
particulars of a multiple patient transport. The documentation must include the total number of
patients transported in the vehicle at the same time and the health insurance claim (HIC) numbers
each Medicare befieiary. BIMACs / Carriers shall calculate payment amounts based on policy
instructions found in thMedicare Benefit Policy ManuaChapter 10 Ambulance Services,
Section 10.3.10 Multiple Patient Ambulance Transport.

¢ For claims with dates of serviom or after April 1, 2002, providers must report value code 32
(multiple patient ambulance transport) when an ambulance transports more than one patient at a ti
to the same destination. Providers must report value code 32 and the number of patipotseians
in the amount field as a whole number to the left of the delimiter.

Additional Information
The official instruction, CR5621, issued to your Medicare contractor regarding this change may be viewed
at http://www.cms.hhs.gov/Transmittals/downloads/R1821CFRopdhe CMS website.

|l f you have any quest i on&ontaceUdpa rpcaigreyebtdite togaltthes s u e,
Provider Contact Center.

MLN Matters® MM6621
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FDG PET for Solid Tumors and Myeloma

Note: This article was revised @ctober 22, 2009to clarify the language in the "What You Need to
Know" and "BackgroundSections. All other information remains unchanged.

Provider Types Affected

This article is for physicians and other providers who bill Medicare carFisksgl Intermediaries (FIs), or
Medicare Administrative Contractors (A/B MACs) when providinrg8flouro-D-glucose (FDG) Positron
Emission Tomography (PET) Scans to Medicare beneficiaries. Note that the term FDG PET includes FDC
PET/CT (Computed Tomography).

What You Need To Know

CR 6632, from which this article is taken, announces that the Centdgdicare & Medicaid Services

(CMS) is revising the Medicare National Coverage Determinations Manual, Section 220.6: Positron
Emission Tomography (PET) Scans. Specifically, in CR 6632, CMS announces (effective April 3, 2009) a
National Coverage Determinati (NCD) that adopts a twpart framework which differentiates the use of
F-18 flouro-D-glucose (FDG) PET imaging in the initial antitumor treatment strategy, from its other uses
related to guiding subsequent antitumor treatment strategies aftemtipdgion of initial treatment. This
framework replaces the previous, fquart framework that contained the diagnosis, staging, restaging, and
monitoring response to treatment.

Background

The NCD that CR 6632 announces requires the replacement of thgafoframework (mentioned in the
previous paragraph) with a twaart one that differentiates FDG PET imaging used for initial antitumor
treatment strategy from subsequent antitumor treatment strategies after the completion of initial treatment
Insodoing,i provides that (effective for services pt
and Astagingo are to be replaced with Alnitial
Amonitoringd are to be repratcedywidoth ASubsequen

NCD Requirements

Initial Antitumor Treatment Strateqy

CMS will cover one FDG PET study for beneficiaries who have solid tumors that are biopsy proven or
strongly suspected based on ot her di dagdetsninesc t e
that the FDG PET study is needed to determine the location and/or extent of the tumor for the following
therapeutic purposes related to the initial treatment strategy:

e Whether or not the beneficiary is an appropriate candidate for anvevdiagnostic or therapeutic
procedure; or

e The optimal anatomic location for an invasive procedure; or

e The anatomic extent of tumor when the recommended antitumor treatment reasonably depends on
the extent of the tumor.

There are some exceptions to tinisial treatment strategy:
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¢ CMS will nationally noncover the use of FDG PET imaging to determine initial treatment strategy
in patients with adenocarcinoma of the prostate.

e CMS will continue to cover FDG PET imaging for the initial treatment strategyéle and female
breast cancer when used in staging distant metastasis. FDG PET imaging for diagnosis and initial
staging of axillary nodes will remain naovered.

e CMS will continue norcoverage of FDG PET for the evaluation of regional lymph nodes in
melanoma. Other uses to determine initial treatment strategy remain covered.

e CMS will continue to cover FDG PET imaging as an adjunct test for the detectiontoégiraent
metastasis (i.e., staging) in newly diagnosed cervical cancers following camaimnaging that is
negative for extrgelvic metastasis. All other uses of FDG PET for the initial treatment strategy for
beneficiaries diagnosed with cervical cancer will only continue to be covered through Coverage wit
Evidence Development (CED).

Speifically, CMS will cover one initial FDG PET study for patients with newly diagnosed cervical cancer
(when not used as an adjunct test to deteetrpegment metastases following conventional imaging that is
negative for extrgelvic metastasis) onlywhe t he benefi ciaryds treating
PET study is needed to inform the initial antitumor treatment strategy, and the beneficiary is enrolled in, a
the FDG PET provider is participating in, an FDG PET clinical study that isrebsig collect additional
information at the time of the scan to assist in patient management. Clinical studies for which CMS will
provide coverage must answer one or more of the following three questions:

Prospectively, in Medicare beneficiaries with mgwiagnosed cervical cancer who have not been found
following conventional imaging to be negative for extedvic metastases and whose treating physician
determines that the FDG PET study is needed to inform the initial antitumor treatment stratethe does
addition of FDG PET imaging lead to:

¢ A change in the likelihood of appropriate referrals for palliative care;
e Improved quality of life; or,
e Improved survival?

The study must adhere to the standards of scientific integrity and relevance to thedaojicdation as
described in the following section on Subsequent Antitumor Strategy (items a through m, below).

Subsequent Antitumor Treatment Strategy

For tumor types other than breast, colorectal, esophagus, head and neCl@itdmnyroid), norsmall el

lung, and thyroid cancers, lymphoma, and melanoma, CMS has determined that FDG PET imaging for
subsequent antitumor treatment strategy may be covered as research through CED.

However, CMS will cover a subsequent FDG PET study for tumor types otindoriast, colorectal,
esophagus, head and neck @@XS/thyroid), norsmall cell lung, and thyroid cancers, lymphoma, and

mel anoma, when the beneficiaryds treating physi
inform the subsequent antitumordtment strategy and the beneficiary is enrolled in, and the FDG PET
provider is participating in, the following types of prospective clinical study:

e A FDG PET clinical study that is designed to collect additional information at the time of the scan tc
assst in patient management. Qualifying clinical studies must ensure that specific hypotheses are
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addressed; appropriate data elements are collected; hospitals and providers are qualified to provid
the PET scan and interpret the results; participating tatsgind providers accurately report data on

all enrolled patients not included in other qualifying trials through adequate auditing mechanisms;
and all patient confidentiality, privacy, and other Federal laws must be followed.

The clinical studies for whh CMS will provide coverage must answer one or more of the following three
guestions:

Prospectively, in Medicare beneficiaries whose treating physician determines that the FDG PET study is
needed to inform the subsequent antitumor treatment strategg/flewaddition of FDG PET imaging lead
to:

e A change in the likelihood of appropriate referrals for palliative care;
e Improved quality of life; or
e Improved survival?

The study must adhere to the following standards of scientific integrity and relevdaheévtedicare
population

A. The principal purpose of the research study is to test whether a particular intervention improves the
participantdéds health outcomes.

B. The research study is wedlipported by available scientific and medical information or itteised
to clarify or establish the health outcomes of interventions already in common clinical use.

C. The research study does not unjustifiably duplicate existing studies.
D. The research study design is appropriate to answer the research question beimgthshkstddy.

E. The research study is sponsored by an organization or individual capable of executing the propose
study successfully.

F. The research study is in compliance with all applicable Federal regulations concerning the protectic
of human subject®und in the Code of Federal Regulations (CFR) at 45 CFR 46. If a study is
regulated by the Food and Drug Administration (FDA), it also must be in compliance with 21 CFR
Parts 50 and 56.

G. All aspects of the research study are conducted according to ttopagie standards of scientific
integrity.

H. The research study has a written protocol that clearly addresses, or incorporates by reference, the
Medicare standards.

I.  The clinical research study is not designed to exclusively test toxicity or diseasehgaiblagy in
health individuals. Trials of all medical technologies measuring therapeutic outcomes as one of the
objectives meet this standard only if the disease or condition being studieghsddtening as
defined in 21 CFR 312.81(a) and the patlead no other viable treatment options.
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J. The clinical research study is registered on the http://www.clinicaltrials.gov website by the principal

sponsor/investigator prior to the enrollment of the first study subject.

. The research study protocol specifies method and timing of public release of all-ppecified

outcomes to be measured including release of outcomes if such are negative or the study is
terminated early. The results must be made public within 24 months of the end of data collection. I
areport is planned to be published in a pestiewed journal, then that initial release may be an
abstract that meets the requirements of the International Committee of Medical Journal Editors.
However, a full report of the outcomes must be made no taar3 years after the end of data
collection.

The research study protocol must explicitly discuss subpopulations affected by the treatment unde:
investigation, particularly traditionally underrepresented groups in clinical studies, how the inclusior
and eclusion criteria enrollment of these populations, and a plan for the retention and reporting of
said populations on the trial. If the inclusion and exclusion criteria are expected to have a negative
effect on the recruitment or retention of underrepresepbpulations, the protocol must discuss why
these criteria are necessary.

. The research study protocol explicitly discusses how the results are or are not expected to be

generalizable to the Medicare population to infer whether Medicare patients méy foemethe
intervention. Separate discussions in the protocol may be necessary for populations eligible for
Medicare due to age, disability, or Medicaid eligibility.

Consistent with Section 1142 of the Social Security Act, the Agency for Healthcamadteard Quality
(AHRQ) supports clinical research studies that CMS determines meet thelisbexvstandards and address
the abovdisted research questions.

As exceptions to the subsequent treatment strategy section above:

CMS has determined that FCRET for subsequent treatment strategy in Medicare beneficiaries with
ovarian cancer is nationally covered.

CMS has determined that FDG PET for subsequent treatment strategy in Medicare beneficiaries w
cervical cancer is nationally covered.

Myeloma
CMS has determined that FDG PET for initial treatment strategy and subsequent treatment strategy in
Medicare beneficiaries with myeloma is nationally covered.

Further Exceptions
CMS will continue to cover FDG PET for subsequent treatment strategy for spediiations in the
following nine tumor types:

Breast

Cervix

Colorectal

Esophagus

Head and Neck (ne@NS/thyroid)
Lymphoma
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e Melanoma
e Nonsmall cell lung
e Thyroid

The CMS has transitioned the prior framewbrtiagnosis, staging, restaging, and monitorggponse to
treatmend into the initial treatment strategy and subsequent treatment strategy framework while

maintaining current coverage.

The chart below summarizes section 220.6.1:

Table 1

FDG PET Coverage for Solid Tumors and Myeloma

Tumor Type Initial Treatment Subsequent Treatment Strategy
Strategy (formerly #dAre
(formerly g Amoni toring r
Astagi ng o/ treat ment o0
Colorectal Cover Cover
Esophagus Cover Cover
Head & Neck (not Thyroid, CNS) Cover Cover
Lymphoma Cover Cove
Non-Small Cell Lung Cover Cover
Ovary Cover Cover
Brain Cover CED
Cervix See note (1) below or CE Cover
Small Cell Lung Cover CED
Soft Tissue Sarcoma Cover CED
Pancreas Cover CED
Testes Cover CED
Breast (female and male) See note (2) Cover
Melanoma See note (2) Cover
Prostate Non-Cover CED
Thyroid Cover See note (4) or CED
All Other Solid Tumors Cover CED
Myeloma Cover Cover
All other cancers not listed herein CED CED

Notes:

(1) Cervix: Covered for the detection of greatment metassas (i.e., staging) in newly diagnosed cervical
cancer subsequent to conventional imaging that is negative forpetia metastasis. All other uses are

CED.

(2) Breast: Norcovered for initial diagnosis and/or staging of axillary lymph nodes. Coverexitial

staging of metastatic disease.

(3) Melanoma: Norcovered for initial staging of regional lymph nodes. All other uses for initial staging are

covered.
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(4) Thyroid: Covered for subsequent treatment strategy of recurrent or residual thyrordodoidieular

cell origin previously treated by thyroidectomy and radioiodine ablation and have a serum thyroglobulin
>10ng/ml and have a negativ&31 whole body scan. All other uses for subsequent treatment strategy are
CED.

Coding and Billing Requirements
CR 6632 also announces new modifiers for PET imaging, effective for services provided on or after April
2009.

Pl - Positron Emission Tomography (PET) or PET/Computed Tomography (CT) to inform the initial
treatment strategy of tumors that arepsip proven or strongly suspected of being cancerous based on other
diagnostic testing. Short descriptor: PET tumor init tx strat

PS- Positron Emission Tomography (PET) or PET/Computed Tomography (CT) to inform the subsequent
treatment strategy of cancesotumors when the beneficiary's treating physician determines that the PET
study is needed to inform subsequent antitumor strategy. Short descriptor: PET tumor subsq tx strategy

Note: The two new FDG PET oncologic modifiers are included in the Julyebacpdate of the
Integrated Outpatient Code Editor (IOCE) with an effective date of April 1, 2808f October 30, 2009,
all FDG PET oncologicrelated claims for dates of service on or after April 3, 2009, MUST include
one of these 2 new modifiers inrder for the claim to be processed correctly.

Medicare claims processing requirements in CR 6632 are as follows:

¢ For claims with dates of service on or after April 3, 2009, Medicare will accept and pay for FDG
PET claims as specified in the CR 6632 N@Dnform initial treatment strategy or subsequent
treatment strategy for suspected or biopsy proven solid tumors.

Claims that your carrier, Fl, or A/B MAC receive after October 30, 2009 (for dates of service on or after
April 3, 2009), will return asinprocessable (professional claim®x as return to provider (institutional
claims) if they do not include thePl modifier with one of the following PET or PET/CT CPT codes when
billing to inform the initial treatment strategy for solid tumors: 78608, 788118812, 78813, 78814,
78815, or 78816.

e Your carrier or A/B MAC will return as unprocessable those professional claims feulisequent
treatment strategy without the-PS modifier AND a CPT code of 78608, 78811, 78812, 78813,
78814, 78815, or 78816, ANMACD-9 cancer diagnosis code.

Should your carrier, Fl, or A/B MAC return your claim that does not containRheri PS modifier, they
will use the following messages:

e Claim Adjustment Reason Codé 4’ he procedure code is inconsistent with the mediised or a
required modifier is missing.

¢ Remittance Advice Remark Code MEBO- Your claim contains incomplete and/or invalid
information, and no appeal rights are afforded because the claim is unprocessable. Please submit
new claim with the completedrrect information.
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¢ Remittance Advice Remark Code MiBlert: Please see our web site, mailings, or bulletins for
more details concerning this policy/procedure/decision.

For claims with dates of service on or after April 3, 2009, Medicare will acoeay for FDG PET
oncologic claims billed fomitial or subsequent treatment strategywhen performed under CED only
when billedwith the following:

PET/PET/CT CPT code in 6632.1AND

Pl modifierOR

PS modifierAND an ICD-9 cancer code diagnosis codidD
QO modifier.

For claims with dates of service on or after April 3, 2009, Medicare will return as unprocessable, return to
provider, FDG PET oncologic claims fmitial or subsequent treatment strategywhen performed under
CED billedwithout:

PET/PET/A CPT code in 6632.1AND

Pl modifierOR

PS modifierAND an ICD-9 cancer code diagnosis codidD
QO modifier.

You should also be aware that your carrier, FI, or A/B MAC will not search their files for FDG PET
oncologicrelated claims with dates of sergiépril 3, 2009, through October 29, 2009, processed prior to
October 30, 2009. However, they may adjust claims that you bring to their attention.

Additional Information

CR 6632 was issued in two transmittals. One transmittal conveys the revisiondvtedicare National
Coverage Determinations Manual, and the other conveys the changebitdtbare Claims Processing
Manual These transmittals arelatp://www.cms.hhs.gov/Transrtais/downloads/R108NCD.pdihd
http://www.cms.hhs.gov/Transmittals/downloads/R1833CPredpectively.

|l f you have any quest i on&ontaceldpa rpcaigreg otf hiosuri sWee ,:
Provider Contact Center.

MLN Matters® MM6632
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Instructions Regarding Processing Claims Rejecting for Gender/Procedurediflict

Provider Types Affected

This article is for physicians, ngehysician practitioners, and providers submitting claims to Medicare
contractors (carriers, Fiscal Intermediaries (FIs), and/or A/B Medicare Administrative Contractors (A/B
MACS)) for sevices provided to Medicare beneficiaries.

Provider Action Needed

This article is based on Change Request (CR) 6638 which provides instructions for completing Part A anc
Part B claims for gender specific services for beneficiaries who are transgendaphveiites, or have
ambiguous genitalia.

Claims for some beneficiaries are being rejected by Medicare systems due to gender specific edits, and tt
is resulting in inappropriate denials for Part A and Part B claims. CR 6638 instructs that for PartsA clai
processing, institutional providers should report condition code 45 (Ambiguous Gender Category) on
inpatient or outpatient services that can be subjected to gender specific editing (i.e., services that are
considered female or male only) for the abogéraibd beneficiaries. CR 6638 instructs physicians and non
physician practitioners that for Part B professional claims the KX modifier (Requirements specified in the
medical policy have been met) should be billed on the detail line with any procedurs) toaieére gender
specific for the affected beneficiaries.

See the@BackgroundanddAdditional Informatiordsections of this article for further details regarding these
changes.

Background
Claims for some services for beneficiaries described abovdenenadvertently denied due to sex related
edits unless these services are billed properly.

As a result of the number of subject claims received that are being denied due to sex/diagnosis and
sex/procedure edits, the National Uniform Billing Committee BQ) approvectondition code 45
(Ambiguous Gender Category)o identify these unique claims and to allow the sex related edits to be
processed correctly.

CR 6638 instructs institutional providers submitting Part A claims to report condition code 45 (Aosigu
Gender Category) on inpatient or outpatient services for affected beneficiaries where the service performe
is gender specific (i.e., services that are considered female or male only). This claim level condition code
should be used by providers to itignthese unique claims and to allow the sex related edits to be
processed correctly by Medicare systems and allow the service to continue normal processing. Payment
be made if the coverage and reporting criteria have been met for the service.

TheKX modifier, whi ¢ h i Bequrenfentsrspedifiecis thefimedical policy have been niet S
a multipurpose informational modifier for Part B professional claims. In addition to its other existing uses,
the KX modifier should also be used to identi&nsces that are gender specific (i.e., services that are
considered female or male only) for affected beneficiaries on claims submitted by physicians-and non
physician practitioners to Medicare carriers and MACs. Use of the KX modifier will alert ther@®aAC

that the physician/practitioner is performing a service on a patient for whom gender specific editing may
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apply, and that the service should be allowed to continue with normal processing. Payment will be made i
the coverage and reporting critenave been met for the service.

Additional Information

The official instruction, CR 6638, issued to your carrier, Fl, and A/B MAC regarding this change may be
viewed athttp://www.cmshhs.gov/Transmittals/downloads/R1839CP quithe CMS website.

|l f you have any quest i on&ontaceUdpa rpcaigreg otf hiosuri sWelbe ,:
Provider Contact énter.

MLN Matters® MM6638
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Activation of New Coordination of Benefits Agreement (COBA) Trading Partner
Dispute Error Code Within the National Crossover Process

Provider Types Affected

Physcians, providers, and suppliers submitting claims to Medicare contractors (carriers, DME Medicare
Administrative Contractors (DME MACSs), Fiscal Intermediaries (FlIs), A/B Medicare Administrative
Contractors (A/B MACs), and/or Regional Home Health Interiaméel (RHHIS)) for services provided to
Medicare beneficiaries.

Provider Action Needed

This article is based on Change Request (CR) 6640, which conveys a new COBA trading partner dispute
error code that the Coordination of Benefits Contractor (COBCYetilirn to Medicare contractors when
certain claims are not accepted by supplemental payers. Billing staff should be aware of this change.

Background

The Coordination of Benefits Contractor (COBC) consolidates the activities that support the collection,
management, and reporting of other insurance coverage for Medicare beneficiaries. The Centers for
Medicare & Medicaid Services (CMS) developed and further refined the COBC Detailed Error Report
process through the issuance of Change Request 3709 (See Tedagimé, dated February 12005, at
http://www.cms.hhs.gov/transmittals/downloads/R474CPopdhe CMS website) and CR 5472 (See
Transmittal 1189 dated February 28, 2007, at
http://www.cms.hhs.gov/Transmittals/Downloads/R1189CFopdhe CMS website).

Under the COBC Detailed Error Report process, the COBC reports to Medicare contractors, via a standar
Detdled Error Report layout, any of the following error conditions that resulted in their claims not being
crossed over:

e Incoming flat file contained structur al prob
¢ Incoming flat file contained claims with Health Insurance &ttity and Accountability Act

(HI PAA) American National Standards I nstitut
e The COBA trading partner rejected the contr a

NOTE: Crossover is the transfer pfocessed claim data from Medicare operations to commercial
insurance companies that sell supplemental insurance benefits to Medicare beneficiaries and to Medicaid
state) agencies.

Depending upon the error percentage encountered in associationraiddelaims, Medicare contractors
then, after five (5) business days, automatically generate special provider notification letters informing the
affected physician/ supplier/ provider that the D

In earlier instuctions CMS directed Medicare contractors to suppress creation of their standard provider
notification | etters when they receive any of t
Detailed Error Reports:

e 0010® duplicate claim;
e 00011@ duplicate taim within the same ISAEA loop; and
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e 00012® duplicate claim within the same S3E loop.
CMS made this decision primarily for two reasons:

1. It was believed that these particular error conditions were out of the control of the billing provider;
and

2. It would be futile for the provider to bill the claims to the COBA trading partner outside the
crossover process given that the entity had already received the claim, as witnessed by its lodging
a dispute on the basis of duplicate claim receipt.

Currently, heonlyinuse 013330 di spute codes that will trig
following:

e 0002000 Claim for provider ID/state should have been excluded; 0G®D3@Meficiary not on
eligibility -file;

e (0005000 Incorrect claim count; 0006@0claim does not meet selection criteria;

e (0007000 HIPAA Error; and

e 0099995 Other.

Through CR 6640, the COBC will activate dispute reason code 000400 (previously reserved for future use
as a new fi3330 trading partneeC@Cwsihut e code. As

1. Transmit error code 000400 to Medicare contractor when indicated via the COBC Detailed Error

Report; and
2. Include within the error description field on the COBC Detailed Error Report the following standard
message: fANo proMedecamadfreementpayéeh; cl ai ms

Also, as a result of CR 6640, all Medicare contractors will generate error code 000400 when received via
their COBC Detailed Error Report with accompanying error message on their outgoing notifetsisnto
providers, physicians, or suppliers. As indicated in CR 6640, upon receipt of the corgemeimated

speci al |l etters, affected providers, physicians
supplemental payer to determinexnsteps.

Additional Information
The official instruction, CR 6640, issued to your carrier, FI, A/B MAC, RHHI, and DME MAC regarding

this change may be viewedtdtp://www.cms.hhs.gv/Transmittals/downloads/R5620TN.pati the CMS
website.

| f you have any quest i on&ontaceldpa rpcaigreg otf hiosuri sWee ,:
Provider Contact Center.

MLN Matters® MM6640
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Magnetic Resonance Imaging (MRI)

Provider Types Affected

Physicians and other providers who bill Medicare contractors (caffiscsy Intermediaries (Fl), or
Medicare Administrative Contractors (MA) should be aware of this issue if they provide Magnetic
Resonance Imaging (MRI) services to Medicare beneficiaries.

What You Need To Know

Historically, the use of Magnetic Resonance Imaging (MRI) for blood flow determination has been a
Medi cafcw efre@d® procedure. CR 6672, from which thi
for Medicare & Medicaid Services (CMS) found that the-osouerage of MRI for blood flow determination

is no longer supported by the available evidence. Thereforetieéf&eptember 28, 2009, CMS is

removing blood flow measurement as a nationally-cawvered indication for MRI, and is giving local
Medicare contractors the discretion to cover (or not to cover) this use of MRI in blood flow measurement.
You should ensurthat your billing staffs are aware of this change.

Background

CMS received a request to delete the nationalaowerage of blood flow measurement from the MRI
National Coverage Determination (NCD) in section 220.2 (Magnetic Resonance Imaging), sulis@ction
(National Noncovered Indications) of the Medicare National Coverage Determinations Manual because of
an apparent contradiction between this-ooxerage provision and the national coverage of MRI under the
Magnetic Resonance Angiography NCD intheeMaa |l 6 s Secti on 220.3 ( Magn
Angiography).

In concert with this change, the following four Current Procedural Terminology (CPT) codes will be
changed t£topomr@ddonto ficoveredo and will appear i
Editor (IOCE) Quarterly Updates:

e 75558, Cardiac MRI for morphology/function w/o contrast materials; w/flow/velocity quantification;

e 75560, Cardiac MRI for morphology/function w/o contrast materials; w/flow/velocity quantification
& stress;

e 75562, Carihc MRI for morphology/function w/o contrast materials; followed by contrast
materials/further sequences, w/flow/velocity quantification; and

e 75564, Cardiac MRI for morphology/function w/o contrast materials; followed by contrast
materials/further sequees, w/flow/velocity quantification & stress.

Please note that all other MRI uses noted in the NCD manual, Section 220.2 remain unchanged, including
non-coverage of imaging of cortical bone and calcifications, procedures involving spatial resolutioe of bon
and calcifications, for patients with FB#&pproved (for an MRI environment) implanted cardioverter
defibrillators or cardiac pacemakers, or for patients with metallic clips on vascular aneurysms.

CMS also received a separate request to revise therredeti@ cardiac pacemakers to permit coverage for
MRI when a beneficiary has an implanted device that has been designed, tested and Food and Drug
Administration (FDA}labeled for use in the MRI environment. In response to this request, CMS has not

Medicare A Newsline November/December 2009 59
Vol. 17, No.2 & 3



found evdence that MRI improves health outcomes in beneficiaries who have an implanted cardioverter
defibrillator or cardiac pacemaker approved by FDA for use in an MRI environment; in fact, CMS notes th:
there are currently no such devices. Therefore, no chamggsoposed as a result of this request and the
current policy remains in effect.

Note that your Medicare contractor will not search for previepsbgessed claims with dates of service of
September 28, 2009, through December 31, 2009, but will adjystlaims that you bring to their attention.

Additional Information

CR 6672 was issued in two transmittals. One transmittal updated the Medicare National Coverage
Determinations (NCD) Manual, Chapter 1, Part 4 (Sectiong Z1®.1) Coverage DeterminatipSection
220.2 (Magnetic Resonance Imaging) and that transmittal is at
http://www.cms.hhs.gov/Transmittals/downloads/R107NCDagpdthe CMS website. The other transmittal
is athttp://www.cms.hhs.gov/Transmittals/downloads/R1831CRapdfthat transmittal updates the
Medicare Claims Processing Manu&hapter 13 (Radiology Services and Other Diagnostic Proegdu
Section 40 (Magnetic Resonance Imaging (MRI) Procedures).

|l f you have any quest i on&ontaceUdpa rpcaigreg otfhiosuri sWele ,:
Provider Contact Guer.

MLN Matters® MM6672
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Annual Clotting Factor Furnishing Fee Update

Provider Types Affected

This article is for providers billing Medicare carriefsscal Intermediaries (FIs), Medicare Adminstive
Contractors (MAC), or Regional Home Health Intermediaries (RHHI) for services related to the
administration of blood clotting factors to Medicare beneficiaries.

What You Need To Know

CR 6673, from which this article is taken, announces that fendal year (CY) 2010, the blood clotting

factor furnishing fee of $0.170 per international unit (1.U.) is added to the payment limit for a blood clotting
factor that is not included on the Average Sales Price (ASP) or Not Otherwise Classified (NOC) files.

Background

The Medicare Prescription Drug, Improvement and Modernization Act of 2003 (MMA) Section 303(e)(1)
added section 1842(0)(5)(C) to the Social Security Act (the Act) which requires that, beginning January 1,
2005, a furnishing fee be paid for iterand services associated with the administration of blood clotting
factors.

It further specifies that for CY 2006 (and subsequent years) this furnishing fee will be equal to the fee for
the previous year, increased by the percentage increase in themeompsice index (CPI) for medical care

for the 12month period ending with June of the previous year. The blood clotting furnishing factors for
years 20082010 are displayed in the following table:

Blood Clotting Factor Furnishing Fee
Furnishing Fee Calendar Year
$0.170 per I.U. 2010
$0.164 per I.U. 2009
$0.158 per I.U. 2008
$0.152 per I.U. 2007
$0.146 per I.U. 2006
$0.140 per I.U. 2005

Previously, the Centers for Medicare & Medicaid Services (CMS) included the clotting factor furnishing fee
in the payment limit for Healthcare Common Procedure Coding System (HCPCS) code J7197
AAntithrombin 111 (human), per |1 .U. 0. This code
therefore the payment limit for it should not include the clotting factari$hing fee. Thus, CR 6673

provides further clarification that the payment limit for J7197 does not include the clotting factor furnishing
fee and Medicare will not make separate payment for the clotting factor furnishing fee for J7197.

Additional Infor mation

You can find more information about the blood clotting furnishing factor by going to CR 6673, located at
http://www.cms.hhs.gov/Transmittals/downloads/R1829CFRopdhe Centes for Medicare & Medicaid
Services (CMS) websitef you have any quest i on@&ontaceUpa rpdaigreg ot
our Web site to call the Provider Contact Center.

MLN Matters® MM6673
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Reasonable Charge Update for 2010 for Splints, Casts, Dialysis Supplies, Dialysis
Equipment, and Certain Intraocular Lenses

Provider Types Affected

Physicians, providers, and suppliers, billing Medicare contra@@asiers, Fiscal Intermediaries, (Fls), Part
A/B Medicare Administrative Contractors (A/B MACs), and Durable Medical Equipment Medicare
Administrative Contractors (DME MACS)) for splints, casts, dialysis supplies, dialysis equipment, and
certain intraocwdr lenses, should be aware of this article.

Provider Action Needed

The payment on a reasonable charge basis is required for splints, casts, dialysis supplies, dialysis equipn
and intraocular lenses by regulations contained in 42 CFR 405GGihge Rquest (CRH691, from

which this article is taken, instructs your carriers, FIs, MACs, and DME MACs how to calculate reasonable
charges for the payment of claims for splints, casts, dialysis supplies, dialysis equipment, and intraocular
lenses furnishedicalendar year 2010. Make sure your billing seaffware of these changes.

Background
CR 6691 provides instructions regarding the calculation of reasonable charges for payment of claims for
splints, casts, dialysis supplies, dialysis equipment, arabicullar lenses furnished in calendar year 2010.

The Inflation Indexed Charge (11C) is calculated using the lowest of the reasonable charge screens from tt
previous year updated by an inflation adjustment factor or the percentage change in the Cainseimer P
Index for all Urban consumers (GB)(United States city average) for the-tdnth period ending with

June of 2009.

Since the percentage change in the-ORbr the 12month period ending with June of 2009 is negative (
1.41 percent), the 1IC updafictor for 2010 is O percent. The 2010 payment limits for splints and casts will
be based on the 2009 limits that were announced in CR 6221 lasTlyese limits are repeated irthe list
below.

Code Payment Limit | Code Payment Limit
A4565 $7.75| Q4025 $34.07
Q4001 $44.11| Q4026 $106.37
Q4002 $166.75| Q4027 $17.04
Q4003 $31.69| Q4028 $53.19
Q4004 $109.71| Q4029 $26.05
Q4005 $11.68| Q4030 $68.58
Q4006 $26.33| Q4031 $13.03
Q4007 $5.86| Q4032 $34.28
Q4008 $13.17| Q4033 $24.30
Q4009 $7.80| Q4034 $60.44
Q4010 $17.56| Q4035 $12.15
Q4011 $3.90| Q4036 $30.23
Q4012 $8.78| Q4037 $14.83
Q4013 $14.20| Q4038 $37.14
Q4014 $23.95| Q4039 $7.43
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Q4015 $7.10] Q4040 $18.56
Q4016 $11.97| Q4041 $18.02
Q4017 $8.21| Q4042 $30.77
Q4018 $13.09] Q4043 $9.02
Q4019 $4.11| Q4044 $15.39
Q4020 $6.55| Q4045 $10.46
Q4021 $6.07| Q4046 $16.83
Q4022 $100.96| Q4047 $5.22
Q4023 $3.06| Q4048 $8.42
Q4024 $5.48| Q4049 $1.91

In addition, please note that: 1) Payment for intraocular lenses is only made on a reasonable charge basis
lensesimplaned i n a physi ci acodéssshoald de usedefor sphnts dnd 2akts whéne Q
supplies are indicated for cast and splint purposes. This payment is in addition to the payment made unde
the Medicare physician fee schedule for the procedurepfayiag the splint or cast.

CR 6691 instructs your carrier or MAC to: 1) Compute 2010 customary and prevailing charges for the
V2630, V2631, and V2632 (lntraocular Lenses | mp
from July 1, 2008, thregh June 30, 2009; and 2) Compute 2010 1IC amounts for these codes that were not
paid using gafilled payment amounts in 2009.

For codes identified in the following four tables, CR 6691 instructs DME MACs to compute 2010
customary and prevailing chargesing actual charge data from July 1, 2008 through June 30, 2009; and to
compute 2010 1IC amounts for these codes that were not paid usifijeghpmounts in 2009.

Table 1
Dialysis Supplies Billed With AX Modifier
A4215| A4216 | A4217 | A4244 | A4245 | AA546 | A4247 | A4248
A4450 | A4452 | A4651 | A4652 | A4657 | A4660 | A4663 | A4670
A4927 | A4928 | A4930 | A4931 | A6216 | A6250 | A6260 | A6402
Table 2
Dialysis Supplies Billed Without AX Modifier
A4653 | A4671 | A4672 | A4673 | A4674 | A4680 | A4690 | A4706 | A4707
A4708 | AA709 | A4714 | A4719 | A4720 | AA721 | A4722 | A4723 | A4724
A4725 | A4726 | A4728 | A4730 | A4736 | A4737 | A4740 | AA750 | A4755
A4760 | A4765 | A4766 | AA770 | AA771 | AA772 | AA773 | AA774 | A4802
A4860 | AA870 | A4890 | A4911 | A4918 | A4929 | E1634
Table 3

Dialysis Equipment Billed With AX Modifier

E0210NU| E1632

| E1637

| E1639
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Table 4

Additional Information
Detailed instructions for calculating:

¢ Reasonable chargeare located in th¥ledicare Claims Processing Many&hapter 23 (Fee

Dialysis Equipment Billed Without AX Modifier

E1500 E1510 E1520 E1530 E1540 E1550
E1560 E1570 E1575 E1580 E1590 E1592
E1594 E1600 E1610 E1615 E1620 E1625
E1630 E1635 E1636

Schedule Administration and Coding Requirements), Section 80 (Reasonable Charges as Basis fo

Carrier/DMERC Payments);

e Customary and prevailing chargesare located itMedicare Claims Processing Many&thapter

23 (Fee Schedule Administration and Coding Requirements), Sections 80.2 (Updating Customary

and Prevailing Charges) and 80.4 (Prevailing Charge); and

e ThellC are located itMedicare Claims Processing Many&hater 23 (Fee Schedule
Administration and Coding Requirements), Sections 80.6 (Inflation Indexed Charge (lIC) for
Nonphysician Services).

TheMedicare Claims Processing Manualavailable ahttp//www.cms.hhs.gov/manuals/IOM/list.aep

the Centers for Medicare & Medicaid Services (CMS) website.

For complete details regarding this Change Request (CR) please see the official instruction (CR 6691)

issued to your Medicare FI, Carrier, MAC, or DMEAKZ. That instruction may be viewed by going to
http://www.cms.hhs.gov/Transmittals/downloads/R1834CRopdhe CMS website.

We b

If you have any questions regarding this issue, referto€ontdctUs page of
Provider Contact Center.
MLN Matters® MM6691
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Coverage of Inpatient Rehabilitation Services

Provider Types Affected

Inpatient Rehabilitation Facilities (IRFs) billing Medicare contractors (Fiscal Intermediaries (Fls), and/or
A/B Medicare Administrative Contractors (A/B MACSs)) for inpatient rehabilitation services provided to
Medicare beneficiaries asdfected by CR 6699

Provider Action Needed
This article is based on Change Request (CR) 6699, which implements new instructions for coverage of
inpatient rehabilitation services provided to Medicare beneficiaries.

CR 6699 issues new instructions tolage the existing instructions found in section 110 oMlieeicare
Benefit Policy ManualThese new instructions are consistent with the mpatient Rehabilitation Services
(IRFs)coverage requirements adopted by the Centers for Medicare & MedicaideS€@MS) in the
Fiscal Year (FY) 2010 final rule.

These new policies apply to discharges from IRFs occurring on or after January 1, 2010.

IRFs need to be aware of these policies and also need to know that existing Medicare contractor local
coverage derrmination policies for inpatient rehabilitation facility admissions are no longer effective with
discharges occurring on or after January 1, 2010.

Background

CMS adopted new IRF coverage requirements to reflect changes that have occurred in th@practice
medicine during the past 25 years and the implementation of the IRF Prospective Payment System (PPS)
See the Fiscal Year (FY) 2010 final rule (74 FR 39762 (August 7, 2009) at
http://edaket.access.gpo.qov/2009/pdfiE8616.pdfon the Internet.

In light of adopting the new coverage requirements (effective for IRF discharges occurring on or after
January 1, 2010), a Notice has been issued to rescind Health Care Financing Adminisitaigp852
(HCFAR 852) when the new coverage requirements take effect.

Section 110 of th#Medicare Benefit Policy Manué@MBPM) was originally based upon the provisions
found in HCFAR 882. Therefore, the purpose of CR 6699 is to issue new instructianare consistent
with the new IRF coverage requirements adopted in the FY 2010 final rule.

The manual revision attached to CR 6699 replaces Section 110Métheare Benefit Policy Manualith
new instructions that describe coverage for inpatientitaion services provided in IRFs. These new
instructions are based on recent regulatory changes, which can be found at
http://edocket.access.gpo.gov/2009/pdfEBB16.pdion the Interet).

Under the new coverage policies, the decision to admit the beneficiary to the IRF is the key to determining
whether the admission is reasonable and necessary. Therefore, the new instructions (which are provided
an attachment to CR 6699) are detdibelow and cover the following subjects:

e Documentation Requirements;
e Required Preadmission Screening;

Medicare A Newsline November/December 2009 65
Vol. 17, No.2 & 3


http://edocket.access.gpo.gov/2009/pdf/E9-18616.pdf
http://edocket.access.gpo.gov/2009/pdf/E9-18616.pdf

Required PosAdmission Physician Evaluation;

Required Individualized Overall Plan of Care;

Required Admission Orders;

Required Inpatient Rehabilitatid=acility Patient Assessment Instrument {RA&I);
Inpatient Rehabilitation Facility Medical Necessity Criteria,;
Multiple Therapy Disciplines;

Intensive Level of Rehabilitation Services;

Ability to Actively Participate in Intensive Rehabilitation Program;
Physician Supervision;

Interdisciplinary Team Approach to the Delivery of Care; and
Definition of Measurable Improvement.

Inpatient Rehabilitation Facility (IRF) Services

The Inpatient Rehabilitation Facility (IRF) benefit is designed to provide inenshabilitation therapy in

a resource intensive inpatient hospital environment for patients who, due to the complexity of their nursinc
medical management, and rehabilitation needs, require and can reasonably be expected to benefit from &
inpatient stayand an interdisciplinary team approach to the delivery of rehabilitation care.

The IRF benefit is not to be used as an alternative to completion of the full course of treatment in the
referring hospital. A patient who has not yet completed the full emfrgeatment in the referring hospital

is expected to remain in the referring hospital with appropriate rehabilitative treatment provided, until such
time as the patient has completed the full course of treatment. Though medical management can be
performed in an IRF, patients must be able to fully participate in and benefit from the intensive
rehabilitation therapy program provided in IRFs in order to be transferred to an IRF. IRF admissions for
patients who are still completing their course of treatnretite referring hospital and who, therefore, are

not able to participate in and benefit from the intensive rehabilitation therapy services provided in IRFs wil
not be considered reasonable and necessary.

Conversely, the IRF benefit is not appropriatedatients who have completed their full course of treatment
in the referring hospital, but do not require intensive rehabilitation. Medicare benefits are available for sucl
patients in a lessitensive setting.

IRF care is only considered by Medicarédtreasonable and necessary under 1862(a)(1)(A) if the patient
meets all of the requirements outlined in 42 CFR 412.622(a)(3), (4), and (5), as interpreted in Chapter 1,
Section 110 of th&ledicare Benefit Policy Manualvhich is attached to CR 6699. Tiegrue regardless of
whether the patient is treated in the IRF for 1 or more of the 13 medical conditions listed in 42 CFR
412.23(b)(2)(iii) or not. Medicare requires determinations of whether IRF stays are reasonable and
necessary to be based on an aseest of each beneficiary's individual care needs.

For detailed guidance on the required qualifications of a therapist, required skills of a therapist, and
medically necessary and appropriately documented therapy services, please see Chapter 1228ections
and 230 of théledicare Benefit Policy Manual'hat manual is at
http://www.cms.hhs.gov/Manuals/IOM/list.aep the CMS website.

Documentation Requirements

Medicare contractors mustconsileh e document ati on contained in a
determining whether an IRF admission was reasonable and necessary, specifically focusing on the
preadmission screening, the pasimission physician evaluation, the overall plan of car tlag admission
orders.
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Required Preadmission Screening

A preadmi ssion screening is an evalwuation of th
medical treatment that must be conducted by licensed or certified clinician(s) witdid tioeirs

immediately preceding the IRF admission. A preadmission screening that includes all of the required
elements, but that is conducted more than 48 hours immediately preceding the IRF admission, will be
accepted as long as an update is conductedinpon or by tel ephone to doc

functional status within the 48 hours i mmedi at e
record at the I RF. The preadmi ssion s tapemearyi ng i
documentation by the I RF clinical staff of the

that led the IRF clinical staff to conclude that the IRF admission would be reasonable and necessary. As
such, IRFs must make this donentation detailed and comprehensive.

The preadmission screening documentation must i
of improvement, and the expected length of time necessary to achieve that level of improvement. It must
a0 include an evalwuation of the patientds risk
for rehabilitation, the treatments needed (i.e., physical therapy, occupational therapyapgeate
pathology, or prosthetics/orthotics), e@gbed frequency and duration of treatment in the IRF, anticipated
discharge destination, any anticipated gistharge treatments, and other information relevant to the care
needs of the patient.

If the patient is being transferred from a referring hagpihe preadmission screening may be done in
person or through a review of the patientds med
electronic format), as long as those medical records contain the necessary assessments to maksea reaso
determination. However, a preadmission screening conducted entirely by telephone will not be accepted
without transmission of the patientds medical r
those records by licensed or certifiethidlal staff in the IRF.

The IRF is responsible for developing a thorough preadmission screening process for patients admitted tc
the IRF from the home or communityased environment, which is expected to include all of the required
elements described gection 110.1.1 of the MBPM, as attached to CR 6699. However, such admissions
may not necessarily involve the use of medical records from a prior hospital stay in another inpatient
hospital setting unless such records are pertinent to the individualtpétisn s i t uat i on.

Individual elements of the preadmission screening may be evaluated by any clinician or group of clinician:
designated by a rehabilitation physician, as long as the clinicians are licensed or certified (to the extent
possible under State éasure laws and requirements) and qualified to perform the evaluation within their
scopes of practice and training. Although clinical personnel are required to evaluate the preadmission
screening information, each IRF may determine its own processeslémtiog and compiling the

preadmission screening information.

The Arehabilitation physiciand need not be a sa
with specialized training and experience in rehabilitation.

All findings of the predmission screening must be conveyed to a rehabilitation physician prior to the IRF
admission. In addition, the rehabilitation physician must document that he or she has reviewed and concu
with the findings and results of the preadmission screening.
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All preadmission screening documentation (including documents transmitted from the referring hospital ol
ot her prior inpatient hospital stay, I f applica

ATrial 0 | RF admi s eniswearesspmetimes admitted twr IRFsdoh 3 t 18 dalys to assess
whether the patients would benefit significantly from treatment in the IRF or other settings, are no longer
considered reasonable and necessary.

Required PostAdmission Physician Evaluation

A postadmission physician evaluation of the patient must be performed by a rehabilitation physician. The
purpose ofthepostd mi ssi on physician evaluation is to do
IRF, compare it to that noted in the preasision screening documentation, and begin development of the
patientdos expected course of treatment that wil
team members in the overall plan of care. The-pdstission physician evaluation musendify any

relevant changes that may have occurred since the preadmission screening and must include a documen
hi story and physical examination, as well as a
functional conditions and comorbidities.

In order for the IRF stay to be considered reasonable and necessary,-d@nuesion physician evaluation
must be completed within the first 24 hours of admission to the IRF and must support the medical necessi
of the IRF admission. The peatimissim physician evaluation documentation must be retained in the
patientds medi cal record at the | RF.

In most cases, the clinical picture of the patient that emerges from thadmoisision physician evaluation

will closely resemble the information documeniedhe preadmission screening. However, for a variety of
reasons, the patientds condition at the time of
patientds condition on the preadmi ssatoinerstcd £ emno
changes after the preadmission screening is completed. In these cases, it is important for a rehabilitation
physician to note the discrepancy and to document any deviations from the preadmission screening as a
result. For example, iftheat i ent 6 s preadmi ssi on screening ind
actively participate in an intensive rehabilitation therapy program on admission to the IRF, but the patient
only able to tolerate a less intensive therapy program dirshelay due to an increase in pain secondary to

a long ambulance trip to the IRF, the IRF does not have to discharge the patient.
Il nstead, the reason for the temporary change mu

In addition, the ppadmission screening and the padinission physician evaluation could differ in rare
cases when a patientds preadmission screening i
care but this turns out not to be the case, either (foredara, due t o a mar ked i mp
functional ability since the time of the preadmission screening or an inability to meet the demands of the
IRF rehabilitation program). If this occurs, the IRF must immediately begin the process of disgtizeg
patient to another setting of care. It might take a day or more for the IRF to find placement for the patient |
another setting of care. Medicare contractors will therefore allow the patient to continue to receive treatme
in the IRF until placemnt in another setting can be found. However, in these particular cases, any IRF
services provided after the 3rd day foll owing t
reasonable and necessary. In these particular cases, instead of demgimigeghHBF claim, Medicare

authorizes its contractors to permit the IRF claim to be paid at the appropriat®li@a&up (CMG) for

IRF patient stays of 3 days or less.
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Required Individualized Overall Plan of Care

Information from the preadmission sereng and the postdmission physician evaluation, together with

other information garnered from the assessments of all therapy disciplines involved in treating the patient
and other pertinent clinicians, will be synthesized by a rehabilitation physicgpport a documented
overall plan of care, including an estimated | e
medical prognosis and the anticipated interventions, functional outcomes, and discharge destination from
the IRF stay, treby supporting the medical necessity of the admission. The anticipated interventions
detailed in the overall plan of care must include the expected intensity (meaning number of hours per day
frequency (meaning number of days per week), and duraticen{ngethe total number of days during the

IRF stay) of physical, occupational, sped¢ghguage pathology, and prosthetic/orthotic therapies required
by the patient during the I RF stay. These empec
consideration of the patientdos i mpairments, fun
contributing factors.

Whereas the individual assessments of appropriate clinical staff will contribute to the information containe
in the overall pla of care, it is the sole responsibility of a rehabilitation physician to integrate the
information that is required in the overall pl a
the IRF.

I n the unli kel y ev &emgthoftsthyaand/ortthe expgetadtinteasityt fieguenaycandi a |
duration of physical, occupational, sped¢ahguage pathology, and prosthetic/orthotic therapies in the IRF
differ significantly from the expectations indicated in the overall plan of caretlieaeasons for the

di screpancies must be documented in detail i n t

In order for the IRF admission to be considered reasonable and necessary, the overall plan of care must |
completed within the first 4 days of tleF admission; it must support the determination that the IRF

admi ssion is reasonable and necessary; and it n
IRFs may develop this required documentation using whatever internal processes$i¢hieyabe most
appropriate.

Required Admission Orders

At the time that each Medicare Part A-fee-service patient is admitted to an IRF, a rehabilitation
physician must generate admission orders for the patient's care. These admission orders raingtchia ret
the patientdés medical record at the | RF.

Required Inpatient Rehabilitation Facility Patient Assessment Instrument (IRFPAI)

Medicare now requires that the IRF Patient Assessment InstrumerPARForms be included in the

pati ent 0 srdaté¢hdIRFE (aitherin @ectmnic or paper format). The information in thePiRE

must correspond with all of the information pro

Inpatient Rehabilitation Facility Medical Necessity Criteria

InorderforiIRFar e to be considered reasonabl e and nece
medical record (which must include the preadmission screening, thagmg&sion physician evaluation,

the overall plan of care, and the admission orders) must dentersteasonable expectation that the
following criteria were met at the time of admission to the IRF:

1. The patient must require the active and ongoing therapeutic intervention of multiple therapy
disciplines (physical therapy, occupational therapy, spaajuage pathology, or
prosthetics/orthotics therapy), one of which must be physical or occupational therapy.
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2. The patient must generally require an intensive rehabilitation therapy program, as defined in sectio
110.2.2 of the MBPM. Under current indusstandards, this intensive rehabilitation therapy
program generally consists of at least 3 hours of therapy per day at least 5 days per week. In certa
well-documented cases, this intensive rehabilitation therapy program might instead consist of at lez
15 hours of intensive rehabilitation therapy within a 7 consecutive day period, beginning with the
date of admission to the IRF.

3. The patient must reasonably be expected to actively participate in, and benefit significantly from, th
intensive rehabilitatiotherapy program at the time of admission to the IRF. The patient can only be
expected to benefit significantly from the i
condition and functional status are such that the patient can reasonakpebteé to make
measurabl e i mprovement (that wil!/ be of prac
or adaptation to impairments) as a result of the rehabilitation treatment and if such improvement ca
be expected to be made within a présed period of time.

4. The patient must require physician supervision by a rehabilitation physician, defined as a licensed
physician with specialized training and experience in inpatient rehabilitation. The requirement for
medical supervision means that tieabilitation physician must conduct fatceface visits with the
patient at | east 3 days per week throughout
medically and functionally, as well as to modify the course of treatment as needaxirtuza the
patientds capacity to benefit from the rehab

5. The patient must require an intensive and coordinated interdisciplinary approach to providing
rehabilitation.

Multiple Therapy Disciplines

A primary distinction between the IRF eronment and other rehabilitation settings is the interdisciplinary
approach to providing rehabilitation therapy services in an IRF. Patients requiring only one discipline of
therapy would not need this interdisciplinary approach to care.

Intensive Levelof Rehabilitation Services

A primary distinction between the IRF environment and other rehabilitation settings is the intensity of
rehabilitation therapy services provided in an
medical record (egeially the required documentation described in section 110.1) must document a
reasonable expectation that at the time of admission to the IRF the patient generally required the intensivi
rehabilitation therapy services that are uniquely provided in IREsough the intensity of rehabilitation
services can be reflected in various ways, the generally accepted standard by which the intensity of these
services is typically demonstrated in IRFs is by the provision of intensive therapies at least 3 hays per d
at least 5 days per week.

The intensity of therapy services provided in IRFs could also be demonstrated by the provision of 15 hour
of therapy per week (that is, in ac@nsecutive day period starting from the date of admission). For
example, if a hypthetical IRF patient was admitted to an IRF for a hip fracture, but was also undergoing
chemotherapy for an unrelated issue, the patient might not be able to tolerate therapy on a predictable ba
due to the chemotherapy. Thus, this hypothetical patiggtit be more effectively served by the provision

of 4 hours of therapy 3 days per week and 1 2 hours of therapy on 2 (or more) other days per week in orc
to accommodate his or her chemotherapy scleeddul e
for intensive rehabilitation therapy services by showing that the patient required and could reasonably be
expected to benefit from at least 15 hours of therapy per week (definedcamsecutve day period starting
from the date of admission), as¢pn as t he reasons for the patientod
rehabilitationarewell oc ument ed i n the patientds | RF medi ce
can reasonably be expected to benefit the patient. The required therapy treatostriiegin within 36
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hours from midnight of the day of admission to the IRF. Therapy evaluations constitute the beginning of tf
required therapy services. As such, they are included in the total daily/weekly provision of therapies used
demonstrate #hintensity of therapy services provided in an IRF.

The standard of care for IRF patients is individualized (i.e ;avp@ne) therapy. Group therapies serve as

an adjunct to individual therapies. In those instances in which group therapy better mgedstthe e nt 0 s
on a | imited basis, the situation/rationale tha
medical record at the IRF.

Brief Exceptions Policy While patients requiring an IRF stay are expected to need and receivensivnte
rehabilitation therapy program, as described above, this may not be true for a limited number of days duri
a patientdos | RF stay because patientsd needs va
occurs during the courseofapate 6s | RF stay that | imits the pat
therapy program for a brief period not to exceed 3 consecutive days (e.g., extensive diagnostic tests off
premises, prolonged intravenous infusion of chemotherapy or bloodgtspthed rest due to signs of deep
vein thrombosis, exhaustion due to recent ambulance transportation, surgical procedure, etc.), the specifi
reasons for the break in the provision of ther a
recod . I f these reasons are appropriately documen
service (of limited duration) will not affect the determination of the medical necessity of the IRF admission
Thus, Medicare contractors may approvefigieeptions to the intensity of therapy requirement in these
particular cases i f they determine that the ini
therapy during the IRF stay was based on a diligent preadmission screeniragipission physician
evaluation, and overall plan of care that were based on reasonable conclusions.

Ability to Actively Participate in Intensive Rehabilitation Therapy Program

The information in the patient 6docuhdrtetiomiesdribed al re
Section 110.1 of the MBPM) must document a reasonable expectation that at the time of admission to the
| RF the patientds condition is such that the pa
significantlybenefit from, the intensive rehabilitation therapy program.

Physician Supervision
A primary distinction between the IRF environment and other rehabilitation settings is the high level of
physician supervision that accompanies the provision of intengiabitiéation therapy services. For this

reason, the information in the patientds | RF me
the time of admission to the I RF the patientos
inpatent st ay and close physician involvement. Clo

generally demonstrated by documented faeface visits from a rehabilitation physician or other licensed
treating physician with specialized training and exgrase in rehabilitation at least 3 days per week
throughout the pati ent 0 sto-facR\Hsitsssttoaagsess thehpatienpbhothp o s e
medically and functionally (with an emphasis on
and functional goals and progress), as well as to modify the course of treatment as needed to maximize tl
patientds capacity to benefit from the rehabild]
the patient, as needed, more ofteantl3 days per week. However, the requirement for IRF physician
supervision is intended to ensure that IRF patients receive more comprehensive assessments of their
functional goals and progress, in light of their medical conditions, by a rehabilitatianighysith the
necessary training and experience to make these assessments at least 3 times per week. The required
rehabilitation physician visits should be docun
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Interdisciplinary Team Approach to the Delivery of Care
An IRF stay will only be considered reasonable and necessary if at the time of admission to the IRF the

documentation in the patientodés | RF medical reco
t he pati ent 0 sanagemestj andyehabiiitatidni needsl requires an inpatient stay and an
interdisciplinary team approach to the delivery

condition must be such that the rehabilitation goals indicated in the preamnssgeening, the post
admission physician evaluation, and the overall plan of care can only be achieved through periodic team
conferenced at least once a weékof an interdisciplinary team of medical professionals.

Interdisciplinary services are those yided by a treatment team in which all of its members participate in a
coordinated effort to benefit the patient and t
services, by definition, cannot be provided by only one discipline. gfhowdividual members of the
interdisciplinary team work within their own scopes of practice, each professional is also expected to
coordinate his or her efforts with team members of other specialties, as well as with the patient and the
pat i e ntantothers agdrcardgivers. The purpose of the interdisciplinary team is to foster frequent,
structured, and documented communication among disciplines to establish, prioritize, and achieve treatm
goals.

At a minimum, the interdisciplinary team must dowent participation by professionals from each of the
following disciplines (each of whom must have current knowledge of the patient as documented in the
medical record at the IRF):

A rehabilitation physician with specialized training and experiencehmbibtation services;

A registered nurse with specialized training or experience in rehabilitation;

A social worker or a case manager (or both); and

A licensed or certified therapist from each therapy discipline involved in treating the patient.

The intedisciplinary team must be led by a rehabilitation physician who is responsible for making the final
decisions, regarding the patientdos treatment in
decisions made by the interdisciplinary teameath meeting.

The periodic team conferendeseld a minimum of once per wekknust focus on:

Assessing the individual's progress towards the rehabilitation goals;

Considering possible resolutions to any problems that could impede progress towards the goals
Reassessing the validity of the rehabilitation goals previously established; and

Monitoring and revising the treatment plan, as needed.

A team conference may be formal or informal; however, a review by the various team members of each
other's notes doew®t constitute a team conference. It is expected that all treating professionals from the
required disciplines will be at every meeting or, in the infrequent case of an absence, be represented by
another person of the same discipline who has current kdgelof the patient. The occurrence of the team
conferences and the decisions made during such conferences, such as those concerning discharge planr
and the need for any adjustment in goals or in the prescribed treatment program, must be recorded in the
patientds medi cal record in the | RF.

Definition of Measurable Improvement
A patient can only be expected to benefit significantly from an intensive rehabilitation therapy program
provided in an | RF, if the pathleeexpéctatonthaRaFneaserabie,c a
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http://www.cms.hhs.gov/Transmittals/downloads/R112BP.pdf
https://www.cahabagba.com/part_a/contact_phone.htm



http://www.ssa.gov/OP_Home/ssact/title18/1888.htm
http://oig.hhs.gov/oas/reports/region1/10800505.asp
http://www.gpoaccess.gov/CFR/retrieve.html



http://www.cms.hhs.gov/manuals/downloads/clm104c15.pdf



http://www.cms.hhs.gov/Transmittals/downloads/R595OTN.pdf
https://www.cahabagba.com/part_a/contact_phone.htm



http://www.cms.hhs.gov/manuals/downloads/clm104c16.pdf



http://www.cms.hhs.gov/Transmittals/downloads/R1847CP.pdf
https://www.cahabagba.com/part_a/contact_phone.htm



http://www.cms.hhs.gov/MLNMattersArticles/downloads/MM6461.pdf
http://www.access.gpo.gov/su_docs/fedreg/frcont09.html






http://www.cms.hhs.gov/Transmittals/downloads/R1816CP.pdf



http://www.qualitynet.org/pqri



















































http://www.cms.hhs.gov/Center/Hospital.asp
http://www.cms.hhs.gov/longtermcarehospitalpps/
http://www.cms.hhs.gov/inpatientPsychFacilPPS/
http://www.cms.hhs.gov/Transmittals/downloads/R1816CP.pdf
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