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Disclaimer

This educational material was prepared as a tool to assist Medicare providers and other interested parties and is not
intended to grant rights or impose obligations. Although every reasonable effort has been made to assure the accuracy
of the information 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 guarantee
that this compilation of Medicare information is error-free and will bear no responsibility or liability for the results or
consequences of the use of these materials. This publication is a general summary that explains certain aspects of the
Medicare Program, but is not a legal document. The official 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 accurate
statement of their contents. Although this 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 2009 American Medical Association. All rights reserved.

ICD-9 Notice
The ICD-9-CM codes and descriptors used in this material are copyright 2009 under uniform copyright convention.
All rights reserved.
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News From Cahaba GBA for All Providers

Provider Contact Center — 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 & Medicaid
Services (CMS) allows the Provider Contact Centers the opportunity to offer training to our Customer
Service Representatives (CSRs). Listed below are the dates and times the Provider Contact Center will be
closed for training.

CSR Training Dates Time

Friday, January 1, 2010 New Year’s Day- Office Closed

Friday, January 15, 2010 9:30 a.m.- 11:30 a.m. CST/10:30 a.m.- 12:30 p.m. EST
Friday, January 29, 2010 9:30 a.m.- 11:30 a.m. CST/10:30 a.m.- 12:30 p.m. EST

Provider Contact Center Telephone Numbers

e Alabama A: 877-567-7271*
o Georgia A: 877-567-7271*
e Tennessee A: 877-567-7271

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

Our Interactive Voice Response (IVR) system is designed to assist providers in obtaining answers to
numerous issues through self-service options. Options on our IVR include information regarding patient
eligibility, checks, claims, deductible and other general information. Please note that our Customer Service
Representatives (CSRs) are available to answer questions that cannot be answered by the IVR. CSRs are
physically located in Birmingham, Alabama and Savannah, Georgia. When your call 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. in
your time zone.
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Holiday Closure Schedule

Cahaba’s Medicare offices in Birmingham, AL; Savannah, GA; Chattanooga, TN; and Des Moines, IA are
closed on the days listed below. In addition, all Medicare Provider Contact Centers (PCC) close on federal
holidays for continuing education training; therefore, customer service representatives will not be available

on those days to receive your calls.

| Holiday / Date

Closure Schedule

New Year
January 1, 2010
Friday

All Offices Closed

Martin Luther King Birthday
January 18, 2010
Monday

All Offices Closed

President’s Day
February 15, 2010
Monday

PCC Closed

Good Friday
April 2, 2010
Friday

Birmingham, AL; Savannah, GA; and Chattanooga, TN Offices
Closed

Memorial Day
May 31, 2010
Monday

All Offices Closed

Independence Day
July 5, 2010
Monday

All Offices Closed

Labor Day
September 6, 2010
Monday

All Offices Closed

Columbus Day

Thursday

October 11, 2010 PCC Closed
Monday

Veterans Day

November 11, 2010 PCC Closed

Thanksgiving
November 25-26, 2010
Thursday/Friday

All Offices Closed

Christmas
December 23-24, 2010
Thursday/Friday

All Offices Closed
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Cahaba’s E-mail Notification Service Subscription Process

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

. J10 Part A News

. J10 Part B News

. Home Health News
. Hospice News

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

. unsubscribe from all lists

. subscribe to additional lists

. update your e-mail address

. change your name or address information

. change what Cahaba lists you are subscribed to.

Already a Member?

If you enrolled to Cahaba’s Listserv prior to November 1, 2009, you will continue to receive messages.
However, depending on the selections you made on the subscription form when you originally enrolled, you
may receive messages from more than one Cahaba list. To change the list you are subscribed to, access the
“Edit Your E-mail Notification Service Member Profile” Web page to review and edit your profile.
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Provider Contact Center (PCC) Toll-Free Number Consolidation

Effective January 1, 2010 Cahaba’s J10 A/B MAC toll-free telephone numbers for reaching the Provider
Contact Center (PCC) will be consolidated to one contact phone number.

To reach our automated Interactive Voice Response (IVR) system and/or a Customer Service
Representative (CSR), providers will call 1-877-567-7271. This change will impact our providers who
previously called the Alabama Part A and Georgia Part A toll-free telephone numbers.

We will also consolidate our phone number for Telecommunication Device for the Deaf/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 VVoice Response (IVR) System survey.

Providers who call 1-877-567-7271 may be selected to participate in one of these surveys. Beginning
January 1, 2010 all providers transition to the consolidated J10 A/B MAC toll-free telephone number (1-
877-567-7271), with the exception of Mississippi. The sample survey questions are available to view on our
website at http://www.cahabagba.com/contact.htm.

Medicare A Newsline January 2010 6
Vol. 17, No.4


http://www.cahabagba.com/contact.htm

Alabama Medicare Part A
Top Electronic Data Interchange (EDI) Claim Rejections for November 2009

Audit trails show which of your 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 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 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, billing service, or clearing house.

See Audit Trail Explanations for 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 trails and into processing
Cahaba GBA Part A EDI Services is providing you with the top five reasons for claim rejections. For the
month of November 2009, these are:

Claim Description Number of
Rejection Claims
777 APASS MODULE REJECTION 894

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

888 INSTREAM REJECTION 179
There was a problem involving HIPAA required loops,
segments, or values. The specific loop will be identified,
for example, 'ELEMENT N401 (D.E. 19) AT COL. 4 1S
MISSING, THOUGH MARKED "MUST BE USED"
(LOOP:2010BA POS:3140)'. The number after 'POS'
indicates the position in the file where the error occurred.

333 INVALID PAT STATUS FOR TYPE BILL 161
The patient status indicated on the claim is not valid for
the type of bill.
351 VALUE AMT 44 MUSTBE >0 & < TOT CHG 96
355 INV CLM FILING IND FOR MSP VAL CD (XX) 84
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Georgia Medicare Part A
Top Electronic Data Interchange (EDI) Claim Rejections for November 2009

Audit trails show which of your 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 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 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, billing service, or clearing house.

See Audit Trail Explanations for 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 trails and into processing
Cahaba GBA Part A EDI Services is providing you with the top five reasons for claim rejections. For the
month of November 2009, these are:

Claim Description Number of
Rejection Claims
777 APASS MODULE REJECTION 1,635

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

888 INSTREAM REJECTION 978
There was a problem involving HIPAA required loops,
segments, or values. The specific loop will be identified,
for example, ' ELEMENT N401 (D.E. 19) AT COL. 4 1S
MISSING, THOUGH MARKED "MUST BE USED"
(LOOP:2010BA PQOS:3140)'. The number after 'POS'
indicates the position in the file where the error occurred.
344 VALUE CD 12 REQUIRES BENE AGE > 64 184
Value Code 12 (Working Aged) was submitted on this
Medicare Secondary Payer (MSP) claim, but the
beneficiary is not over 64 years of age.

333 INVALID PAT STATUS FOR TYPE BILL 180
The patient status submitted is invalid for the type of bill
submitted.

351 VAL AMT 44 MUSTBE >0 & < TOT CHG 160

Value Code 44 was submitted and the amount associated
with it was equal to zero or equal to or greater than the
total charge. If the primary payer allowed the full billed
amount then value code 44 should not be submitted.
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Tennessee Medicare Part A
Top Electronic Data Interchange (EDI) Claim Rejections for November 2009

Audit trails show which of your 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 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 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, billing service, or clearing house.

See Audit Trail Explanations for 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 trails and into processing
Cahaba GBA Part A EDI Services is providing you with the top five reasons for claim rejections. For the
month of November 2009, these are:

Claim Description Number of
Rejection Claims
777 APASS MODULE REJECTION 8,735

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

888 INSTREAM REJECTION 1,495
There was a problem involving HIPAA required loops,
segments, or 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 error occurred.
203 INVALID HIC NUMBER SUFFIX 768
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 9:
http://www.cahabagba.com/part_b/education_and_outreach/ne
wsletters/2009/2009 01.pdf.

344 VALUE CD 12 REQUIRES BENE AGE > 64 505
Value code 12 (Working Aged) requires the beneficiary to be
over 64 years of age.

311 INVALID ORG/ICN FOR CORRECT BILL 445
Claim was submitted as a corrected claim but the Internal
Control Number (ICN) of the original claim was either invalid
or missing. Claims resubmitted because they rejected on audit
trails should be resubmitted as original claims.
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LCD - J10 MAC A - Medicine: Physical Therapy - Outpatient (L30009)

Effective January 1, 2010, the Local Coverage Determination (LCD) for Medicine: Physical Therapy has
been revised. Please review the following LCD update:

CPT code 95992 (Canalith repositioning procedure(s)) has been removed from the 2010 Therapy Code List;
therefore, the procedure is removed from this LCD.

When medically necessary, time spent performing these procedures is covered as either CPT 97110 or
97112, depending on the specific services rendered. Please review the Vestibular Rehabilitation Section of
the LCD for details regarding coverage.

This revision is based on the 2010 Annual Update to the Therapy Code List.

Providers are encouraged to review this revision to ensure compliance.

All LCDs and articles can be accessed from our web site at Local Coverage Determinations (LCDs) and
Avrticles (choose your state and select ‘LCDs”).

LCD - J10 MAC A - Medicine: Debridement Services (L30004)

Effective January 1, 2010, the Local Coverage Determination (LCD) for Medicine: Debridement
Services has been revised. The following diagnosis code is being added to the list of ‘ICD-9 Codes that
Support Medical Necessity’:

. 459.33 (Chronic venous hypertension with ulcer and inflammation)

This LCD can be accessed from our web site at Local Coverage Determinations (LCDs) and Articles
(choose your state and select ‘LCDs’).
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J10 MAC A - Update to the Self-Administered Drug (SAD) List (A48903)

Effective January 1, 2010, the Self-Administered Drug (SAD) List has been updated based on the 2010
CPT / HCPCS Annual Update. Please note the following revision.

e Certolizumab pegol (Cimzia®): The unclassified HCPCS code J3590 originally assigned to use
for this drug is replaced with HCPCS code J0718 (Injection, certolizumab pegol, I mg).

Notice of Non-Coverage for Certolizumab pegol (Cimzia®) was posted in the 'What's New' section of the
website on November 9, 2009 and published in the November/December Medicare A Newsline. Effective
Date of Non-Coverage is February 1, 2010

Providers are encouraged to review this revision to ensure compliance.

The “Self-Administered Drug (SAD) List’ article can be accessed from the Cahaba GBA website at the Local
Coverage Determinations (LCDs) and Articles page of our website (choose the ‘SAD List” for your state).

LCD- J10 MAC A- Finalized Draft Local Coverage Determinations (LCDs)

The draft LCDs listed below have been finalized. The Notice period will begin January 15, 2010. The
LCDs will become effective March 1, 2010.

« Drugs and Biologicals: Antiangiogenic Therapy for Ophthalmic Conditions (DL30555)

« Pathology and Laboratory: C-Reactive Protein; High Sensitivity (hs-CRP) (DL30591)

e Surgery: YAG Capsulotomy (DL30068)

A ‘Comment and Response’ document is located at the end of each LCD under the LCD Attachments field.

On January 15, 2010, the Draft LCDs in Notice will be accessible from our web site at Local Coverage
Determinations (LCDs) and Articles (click on ‘LCDs’ for your state, and select ‘Display Draft Documents’).

A printed version of the LCDs will be available upon request by contacting the Provider Contact Center.
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LCD - J10 MAC A - Local Coverage Determination (LCD) Updates — 2010
CPT/HCPCS Codes

Revisions made to Local Coverage Determinations (LCDs) as a result of the Annual CPT/HCPCS Update
for 2010 are described below. These code revisions reflect services which are currently addressed in the
LCDs and do not establish any new indications within nor restrict the current coverage. Please make note of
these revisions, which will become effective January 1, 2010.
Drugs and Biologicals: Bevacizumab (AVASTIN™) (L.29992)

o Q2024 is invalid effective December 31, 2009 and is replaced with C9257 (bevacizumab injection

0.25 mg). In addition, J3590 (Unclassified biologics) should not be used to bill for the ophthalmic
indications listed in the LCD.

Pathology and Laboratory: Syphilis Testing (L30013)
e 86781 is invalid effective December 31, 2009 and is replaced with 86780 (treponema pallidum).
Radiology: Computed Tomographic Angiography of the Heart and Coronary Vessels (L30014)

e 0144T is invalid effective December 31, 2009 and is replaced with 75571.
Note: This procedure is non-covered.

e 0145T, 0146T, 0147T, 0148T, 0149T, 0150T and 0151T are invalid effective December 31, 2009
and are replaced with 75572, 75573 and 75574.

All LCDs can be accessed from our web site at Local Coverage Determinations (LCDs) and Articles
(choose your state and select ‘LCDs’).
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TOB 13X: Correct Billing of CPT 64470, 64472, 64475 and 64476 (Injection,
Anesthetic Agent and/or Steroid, Paravertebral Facet Joint of Facet Joint
Nerve)

Medical Review data analysis and medical record review identified provider billing errors for claims
submitted with CPT 64470, 64472, 64475 and 64476. Review of the medical records and submitted claims
identified the following billing and documentation errors:

o Several claims were submitted without the appropriate modifiers to indicate unilateral or bilateral
facet joint injections.

Multiple units of fluoroscopy (CPT 77003) were billed.

Medical records did not include operative reports.

A procedure note did not support the service was preformed as billed on the claim.
Documentation was not submitted with some claims.

Documentation did not support the number of services billed on the claims; more facet injections
were billed than were documented in the medical records.

The two primary codes, CPT 64470 and 64475 are used to bill a single injection in the cervical/ thoracic or
lumbar sacral areas of the spine, respectively. CPT 64472 and 64476, the associated add-on codes, should
be used when injections are provided at multiple levels. CMS requires physicians / hospitals to bill the
appropriate modifiers to indicate unilateral and bilateral injections. Unilateral injections performed on one
side of the joint level must be billed with the RT or LT modifier. Bilateral injections performed on the right
and left side of the joint level must be billed with modifier 50.

Physicians typically perform facet joint injections using radiological guidance to ensure correct needle
placement and avoid nerve or other injury. When billing for fluoroscopy (CPT 77003) services, the code
should be reported once per spinal region. To support the medical necessity of all services provided and
claims submitted, medical record documentation must be legible, accurate, complete and appropriately
maintained.

NOTE: Effective January 1, 2010, the facet block CPT codes will change. The most noted change is
that fluoroscopy will be included in the procedure code and thus not separately billable. Providers are
encouraged to become familiar with the upcoming CPT changes for 2010.

For additional information on the use of modifiers, documentation and coding for the above services, refer
to the following references:

e Medicare Claims Processing Manual (Pub 100-04):
Chapter 4 - section 20.6.2 and 20.6.3: www.cms.hhs.gov/manuals/downloads/cim104c04.pdf
Chapter 12 - section 40.7: www.cms.hhs.gov/manuals/downloads/clm104c12.pdf

e MLN Matters® Number: MM6518 Revised
www.cms.hhs.gov/MLNMattersArticles/downloads/MM6518.pdf

« American Medical Association Current Procedural Terminology (CPT ®) 2009 Standard Edition
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H)

Regional Medicare Swing-Bed-Rates

The following updates the Medicare Payment Rates for routine Skilled Nursing Facility (SNF)-type services
by swing-bed hospitals during calendar year 2010. These rates should be used to carve out swing-bed costs
on the hospital cost report.

Medicare Swing Bed SNF Rates- For Services Furnished During Calendar Year 2010

Region Routine Payment
217.79
202.21
187.33
184.15
163.33
173.92
159.77
190.73
206.90

OO ~NOoO ok~ wWwN -

Medicare Swing Bed SNF Rates- For Services Furnished During Calendar Year 2009

Region Routine Payment
213.49
198.21
183.63
180.51
160.10
170.48
156.61
186.96
202.81

O©CoOoO~NO Ol WDN P

Medicare Swing-Bed SNF Rates —Services Furnished During Calendar Year 2008

Region Routine Payment
206.90
192.09
177.96
174.94
155.16
165.22
151.78
181.19
196.55

O©OoOo~NOoO ok~ wWwN -

CMS Medicare Provider Reimbursement Manual, Section 2231
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Medicare Credit Balance Quarterly Reminder

This is to remind you to submit the Quarterly Medicare Credit Balance Report. The next report is due in our
office postmarked by January 31, 2010, for the quarter ending December 31, 2009.

The Medicare Credit Balance Report (CMS-838) and certification must be postmarked by the date indicated
above. If the information is received with a postmark date later than the date indicated above, we are
required to withhold 100 percent of all payments being sent to your facility. This withholding will remain
in effect until the reporting requirements are met. If no credit balance exists for your facility during a
quarter, a signed Medicare Credit Balance Report certification is still required. Please include your
Medicare provider number on the certification form.

To ensure timely receipt and processing, please send the report to the address listed below.

Medicare Part A Credit Balance Reporting
Cahaba GBA

P.O. Box 10808

Birmingham, AL 35202-0808

Fax: 205 733-7022

If you have any questions or need a paper copy of the CMS-838, please contact the Provider Contact Center
(PCC) at 877 567-7271.
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Quarterly Provider Update

The Quarterly Provider Update is a comprehensive resource published by the Centers for Medicare &
Medicaid Services (CMS) on the first business day of each quarter. It is a listing of all nonregulatory
changes to Medicare including transmittals, manual changes, and any other instructions that could affect

providers. Regulations and instructions published in the previous quarter are also included in the update.

The purpose of the Quarterly Provider Update is to:

Inform providers about new developments in the Medicare program;

Assist providers in understanding CMS programs and complying with Medicare regulations and
instructions;

Ensure that providers have time to react and prepare for new requirements;

Announce new or changing Medicare requirements on a predictable schedule; and
Communicate the specific days that CMS business will be published in the Federal Register.

To receive notification when regulations and program instructions are added throughout the quarter, sign up
for the Quarterly Provider Update listserv (electronic mailing list).

We encourage you to bookmark the Quarterly Provider Update Web site and visit it often for this valuable

information.
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Processing Requirements for Claims for Medicare Beneficiaries in State or
Local Custody Under a Penal Authority

Under Sections 1862(a)(2) and (3) of the Social Security Act (the Act), the Medicare program does not pay
for services if the beneficiary has no legal obligation to pay for the services and if the services are paid for
directly or indirectly by a governmental entity. These provisions are implemented by regulations 42 CFR
411.4(a) and 411.4(b), respectively.

Regulations at 42 CFR 411.4(b) state that “Payment may be made for services furnished to individuals or
groups of individuals who are in the custody of the police or other penal authorities or in the custody of a
government agency under a penal statute only if the following conditions are met:

(1) State or local law requires those individuals or groups of individuals to repay the cost of medical
services they receive while in custody; and

(2) The State or local government entity enforces the requirement to pay by billing all such individuals,
whether or not covered by Medicare or any other health insurance, and by pursuing the collection of the
amounts they owe in the same way and with the same vigor that it pursues the collection of other debts.”

The Centers for Medicare & Medicaid Services (CMS) established claim level editing using data received
from the Social Security Administration (SSA). Specifically, the data contain the names of the Medicare
beneficiaries and time periods when the beneficiary is in such state or local custody. This data will be
compared to the data on the incoming claims. The Common Working File (CWF) will reject claims where
the dates from the SSA file and the dates of service on the claim overlap. Any claims rejected by CWF will
provide the Medicare contractor with the date span covered.

Policy

As indicated above, Medicare excludes from coverage items and services furnished to beneficiaries in state
or local government custody under a penal statute according to regulations at 42 CFR 411.4(b). Therefore,
items and services furnished to beneficiaries in state or local government custody will be denied.

However, providers and suppliers that provide services or items to a prisoner or patient in a jurisdiction that
meets the conditions of 42 CFR 411.4(b) should indicate this fact with the use of a condition code 63.

For additional information, refer to the Medicare Claims Processing Manual (CMS Pub. 100-04), Chapter
1, 810.4. This manual is available on the CMS Web site at:
http://www.cms.hhs.gov/manuals/downloads/clm104c01.pdf
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Unsolicited/VVoluntary Refunds

The Centers for Medicare & Medicaid Services (CMS) has provided the following Medicare Learning
Network (MLN) Matters article. This MLN Matters article and other CMS articles can be found on the CMS
Web site at http://www.cms.hhs.gov/MLNMattersArticles.

Provider Types Affected
All Medicare providers

Provider Action Needed

Providers need to be aware that the acceptance of a voluntary refund as repayment for the claims specified
in no way affects or limits the rights of the Federal Government, or any of its agencies or agents, to pursue
any appropriate criminal, civil, or administrative remedies arising from or relating to these or any other
claims.

Background

Medicare carriers and intermediaries receive unsolicited/voluntary refunds from providers. These voluntary
refunds are not related to any open accounts receivable. Providers billing intermediaries typically make
these refunds by submitting adjustment bills, but they occasionally submit refunds via check. Providers
billing carriers usually send these voluntary refunds by check.

Related CR 3274 is intended mainly to provide a detailed set of instructions for Medicare carriers and
intermediaries regarding the handling and reporting of such refunds. The implementation and effective dates
of that CR apply to the carriers and intermediaries. But, the important message for providers is that the
submission of such a refund related to Medicare claims in no way limits the rights of the Federal
Government, or any of its agencies or agents, to pursue any appropriate criminal, civil, or administrative
remedies arising from or relating to those or any other claims.

Additional Information

If you have any questions regarding this issue, refer to the “Contact Us” page of our Web site to call the
Provider Contact Center.

CMS MLN Matters® MM3274
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Postpayment On-site Reviews

A postpayment review is one of the activities performed by our Medical Review staff and is a
comprehensive review of individual beneficiary medical records. This review of records may be conducted
either on-site at your facility or may be done in our Medical Review department. Please be aware that if
there review is done on-site at your facility, the Medicare Medical Review staff person who visits your
facility must show your staff a photo identification indicating their affiliation with Cahaba GBA, LLC.

Verifying proper identification is important before allowing access to your patient’s medical records.
For additional information about postpayment reviews, refer to §3.6.2 in Chapter 3 of the Medicare
Program Integrity Manual, Publication 100-8. This manual can be found on the CMS Web site at
http://www.cms.hhs.gov/manuals/downloads/pim83c03.pdf.
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AdvanceMed Corporation will be the Zone 5 Zone Program Integrity
Contractor (ZPIC) for the Medicare and Medicaid Programs

Effective December 16, 2009, AdvanceMed Corporation is now the Zone 5 Zone Program Integrity
Contractor (ZPIC) for the Medicare and Medicaid Programs. AdvanceMed has served the Medicare
Program as a Program Safeguard Contractor (PSC) since 2002. The program integrity functions of the
Payment Safeguard Contractors (PSCs) are being transferred to the ZPICs. This was mandated by the
Medicare Modernization Act of 2003, which authorized CMS to contract with entities to fulfill program
integrity functions for the Medicare program.

As the ZPIC for Zone 5, AdvanceMed will perform benefit integrity activities aimed to reduce fraud, waste,
and abuse in the Medicare (Part A, B, DME, Home Health and Hospice) and Medicare Medicaid Data
Matching (Medi Medi) Programs.

AdvanceMed is responsible for:

Benefit Integrity Case Development

Medical Review to Support Fraud and Abuse Cases
Prepay Medical Review for Benefit Integrity
Postpay Medical Review for Benefit Integrity
Benefit Integrity Prevention/Detection Education
Benefit Integrity Complaint Processing

Benefit Integrity Data Analysis

The ZPIC is a separate entity from the Affiliated Contractors (ACs)/Medicare Administrative Contractors
(MACSs) who are tasked to perform program management (i.e., claims processing and administrative
activities) and program functions aimed at reducing the Medicare fee-for-service error rate (i.e., Medical
Review, Medicare Secondary Payer, and Local Coverage Determination development).

If you suspect fraud, waste, or abuse, these complaints or allegations should be reported to the AC/MAC
that processes the claims for initial screening. Once screened by the AC/MAC to rule out billing errors or
misunderstandings, referrals will be forwarded to the ZPIC.

AdvanceMed offices are located in Nashville, Tennessee; Richmond, Virginia; and Baltimore, Maryland.

To contact AdvanceMed, call (615) 872-8600.

Medicare A Newsline January 2010 20
Vol. 17, No.4



Cahaba GBA Learning Corner

Online Courses

Didn’t find what you were looking for? Visit our Web site—it provides a variety of valuable information

and is continuously updated. You may want to bookmark the Medicare Part A page for the most current
Medicare A headlines or to subscribe to the Cahaba GBA, LLC E-mail Notification Service. In addition,

our “Online Courses” are computer-based 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 Medicare appeals process.

CERT (Comprehensive Error Rate
Test)

Learn about the CERT Program.

Checking Claims Status

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

Comprehending Medicare Claims
Processing

Learn about Medicare claims 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

Learn the basics about Medicare coding.

Introduction to Medicare Cost
Report

Learn the basics about the Medicare Cost Report.

Medicare Secondary Payer

Learn the basics of Medicare Secondary Payer.

Overview of Medicare

Learn the basics about the Medicare program.

Provider Enrollment

Learn about provider enroliment and how to
apply.

Rural Health Clinic Billing

View a presentation on rural health clinic billing.

Skilled Nursing/Swing Bed PPS
Consolidated Billing

View a presentation on skilled nursing
facility/swing bed prospective payment system
(PPS) consolidated billing.

Verifying Beneficiary Eligibility

Learn how to identify various eligibility
information by using ELGA and ELGH.
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News Flash Messages from CMS For All Providers

HIN1 Influenza

Medicare will cover immunizations for HLN1 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 vaccine is currently under production and will be available in the Fall of 2009. For more
information, go to http://www.cms.hhs.gov/HIN1 on the CMS website.

Rural Health Bookmark

The revised Rural Health Bookmark (April 2009), which provides information about educational resources
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 available in CD-Rom format. To access the downloadable version of the
Rural Health Bookmark, visit http://www.cms.hhs.gov/MLNProducts/downloads/Ruralbookmark.pdf and to
place your order for the print version of the Rural Health Bookmark or the Rural Health Fact Sheet Series
CD-Rom, visit http://www.cms.hhs.gov/MLNGenInfo/ , scroll down to “Related Links Inside CMS” and
select “MLN Product Ordering Page.”

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 shot; it’s their best defense against combating
seasonal flu this season. (Medicare beneficiaries may receive the seasonal influenza vaccine without
incurring any out-of-pocket costs. No deductible or copayment/coinsurance applies.) For more information
about Medicare’s coverage of the seasonal influenza vaccine and its administration as well as related
educational resources for health care professionals, please go to
http://www.cms.hhs.gov/MLNProducts/35_PreventiveServices.asp on the CMS website.
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ICD-10-CM/PCS: An Introduction Fact Sheet (August 2009)

The revised publication titled ICD-10-CM/PCS: An Introduction Fact Sheet (August 2009), which provides
general information about the International Classification of Diseases, 10th Edition, Clinical
Modification/Procedure Coding System (ICD-10-CM/PCS) including benefits of adopting the new coding
system, structural differences between ICD-9-CM and ICD-10-CM/PCS, and implementation planning
recommendations, is now available in print format from the Centers for Medicare & Medicaid Services
Medicare Learning Network. To place your order, visit http://www.cms.hhs.gov/MLNGenInfo/ , scroll
down to “Related Links Inside CMS” and select “MLN Product Ordering Page.” If you are unable to access
the hyperlink in this message, please copy and paste the url into your Internet browser. For more educational
resources regarding the ICD-10-CM/PCS Coding System, please visit http://www.cms.hhs.gov/ICD10/ on
the CMS website.

Acute Care Hospital Inpatient Prospective Payment System Fact Sheet

The revised Acute Care Hospital Inpatient Prospective Payment System Fact Sheet (September 2009),
which provides general information about the Acute Care Hospital Inpatient Prospective Payment System
(IPPS) including information about the basis for IPPS payment, IPPS payment rates, and how IPPS payment
rates are set, is now available in downloadable format from the Centers for Medicare & Medicaid Services
(CMS) Medicare Learning Network at
http://www.cms.hhs.gov/MLNProducts/downloads/AcutePaymtSysfctsht.pdf on the CMS website.
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News from CMS For Part A Providers

Ambulance Inflation Factor (AlF) for Calendar Year (CY) 2010

Provider Types Affected
This article is for providers and suppliers of ambulance services who bill Medicare carriers, Fiscal
Intermediaries (FIs), or Part A/B Medicare Administrative Contractors (A/B MACs) for those services.

What You Need To Know
Change Request (CR) 6631, from which this article is taken, provides the AIF for CY 2010. The AIF for CY
2010 is zero (0).

Background

Section 1834(1) (3) (B) of the Social Security Act (the Act) provides the basis for updating payment limits
that carriers, Fls, and A/B MACs use to determine how much to pay you for the claims that you submit for
ambulance services.

Specifically, this section of the Act provides for a 2010 payment update that is equal to the percentage
increase in the urban Consumer Price Index (CPI-U), for the 12-month period ending with June of the
previous year. The resulting percentage is referred to as the AlF.

The following table displays the AIF for CY 2010 and for the previous 7 years.

Ambulance Inflation Factor by CY
2010 0.0%
2009 5.0%
2008 2.7%
2007 4.3%
2006 2.5%
2005 3.3%
2004 2.1%
2003 1.1%

Additional Information

The official instruction, CR 6631, issued to your carrier, Fl, and/or A/B MAC regarding this change may be
viewed at http://www.cms.hhs.gov/Transmittals/downloads/R1861CP.pdf on the Centers for Medicare &
Medicaid Services (CMS) website.

If you have any questions regarding this issue, refer to the “Contact Us” page of our Web site to call the
Provider Contact Center.

MLN Matters® MM6631
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Therapy Cap Values for Calendar Year (CY) 2010

Note: This article was revised on November 24, 20009, to reflect a revised Change Request (CR) 6660 that
the Centers for Medicare & Medicaid Services issued on November 23, 2009. As a result of the revised CR,
the article was revised to include Regional Home Health Intermediaries as an additional contractor type
involved with this issue. The CR release date, transmittal number, and Web address for accessing CR 6660
were also changed. Also, carriers were added as a contractor type involved as they were inadvertently not
included in the original article. All other information remains the same.

Provider Types Affected

This article is for providers and suppliers submitting claims to Medicare contractors (carriers, Fiscal
Intermediaries (FIs), Regional Home Health Intermediaries (RHHIs), A/B Medicare Administrative
Contractors (A/B MACs), and/or DME Medicare Administrative Contractors (DME MACs)) for physical
therapy, speech-language pathology, and/or occupational therapy services provided to Medicare
beneficiaries.

Provider Action Needed

This article is based on Change Request (CR) 6660 which describes the policy for outpatient therapy caps
for 2010 and announces that therapy caps for 2010 will be $1860.00. Billing staff should be aware of these
revised caps.

Background

The Balanced Budget Act 1997, P.L. 105-33, Section 4541(c) set annual caps for Part B Medicare patients.
These limits change annually. The Deficit Reduction Act of 2005 (signed Feb. 8, 2006) directed that a
process for exceptions to therapy caps for medically necessary services be implemented. Subsequently, the
Medicare Improvements for Patients and Providers Act of 2008 (MIPPA) was enacted on July 15, 2008, and
Section 141 extended the effective date of the exceptions process to the therapy caps to December 31, 2009.
The exceptions process will continue unchanged for the time frame directed by Congress.

For physical therapy and speech language pathology services combined, the limit on incurred expenses is
$1860.00 for calendar year (CY) 2010. For occupational therapy services, the limit is $1860.00 for CY
2010. The limit is based on incurred expenses and includes applicable deductible and coinsurance.

CR 6660 revises the Medicare Claims Processing Manual (Pub. 100-04, Chapter 5 (Part B Outpatient
Rehabilitation and CORF/OPT Services), Sections 10 (Part B Outpatient Rehabilitation and Comprehensive
Outpatient Rehabilitation Facility (CORF) Services - General), and Section 20 (HCPCS Coding
Requirement) to include the CY 2010 therapy caps, and this revision is included as an attachment to CR
6660.

Additional Information

You can find out more about Medicare therapy services and resources at
http://www.cms.hhs.gov/therapyservices/ on the Centers for Medicare and Medicaid Services (CMS)
website.
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The official instruction, CR 6660, issued to your carrier, FI, RHHI, A/B MAC, and DME MAC regarding

this change may be viewed at http://www.cms.hhs.gov/Transmittals/downloads/R1860CP.pdf on the CMS
website.

If you have any questions regarding this issue, refer to the “Contact Us” page of our Web site to call the
Provider Contact Center.
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Annual Update of HCPCS Codes Used for Home Health (HH) Consolidated
Billing Enforcement

Provider Types Affected

Physicians, providers, and suppliers submitting claims to Medicare contractors (carriers, DME Medicare
Administrative Contractors (DME MACSs), Fiscal Intermediaries (FlIs), Part A/B Medicare Administrative
Contractors (A/B MACs), and/or Regional Home Health Intermediaries (RHHIS)) for services provided to
Medicare beneficiaries during an episode of home health care.

Provider Action Needed

The Centers for Medicare & Medicaid Services (CMS) periodically updates the lists of Healthcare Common
Procedure Codes System (HCPCS) codes subject to the consolidated billing provision of the Home Health
Prospective Payment System (HH PPS). Make sure your billing staff is aware of these changes.

What You Need To Know
Change Request (CR) 6662 provides the annual HH consolidated billing update effective January 1, 2010.

The following two HCPCS codes are added to the home health consolidated billing supply code list. Code
A4456 is a new code that replaces code A4365 which is deleted below.

Added HCPCS Code Descriptor

A4360 Disposable external urethral clamp or compression device
with pad and/or pouch

A4456 Ostomy adhesive remover wipe

The following HCPCS code is deleted from the home health consolidated billing supply code list.

Deleted HCPCS Code | Descriptor
A4365 Ostomy adhesive remover wipe

Background

The CMS periodically updates the lists of Healthcare Common Procedure Coding System (HCPCS) codes
that are subject to the consolidated billing provision of the HH PPS. With the exception of therapies
performed by physicians, supplies incidental to physician services and supplies used in institutional settings,
services appearing on this list that are submitted on claims to Medicare contractors will not be paid
separately on dates when a beneficiary for whom such a service is being billed is in a home health episode
(i.e., under a home health plan of care administered by a home health agency). Medicare will only directly
reimburse the primary home health agencies that have opened such episodes during the episode periods.
Therapies performed by physicians, supplies incidental to physician services and supplies used in
institutional settings are not subject to HH consolidated billing.

The HH consolidated billing code lists are updated annually, to reflect the annual changes to the HCPCS
code set itself. Additional updates may occur as frequently as quarterly in order to reflect the creation of
temporary HCPCS codes (e.g., 'K' codes) throughout the calendar year. The new coding identified in each
update describes the same services that were used to determine the applicable HH PPS payment rates. No
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additional services will be added by these updates; that is, new updates are required by changes to the
coding system, not because the services subject to HH consolidated billing are being redefined.

Additional Information
The official instruction (CR6662) issued to your Medicare carrier/FI/RHHI/MAC is available at
http://www.cms.hhs.gov/Transmittals/downloads/R1827CP.pdf on the CMS website.

If you have any questions regarding this issue, refer to the “Contact Us” page of our Web site to call the
Provider Contact Center.
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Round One Rebid of the Durable Medical Equipment, Prosthetics,
Orthotics, and Supplies (DMEPOS) Competitive Bidding Program - Phase
8A: Hospital Exception

Provider Types Affected

This article is for hospitals that bill Durable Medical Equipment Medicare Administrative Contractors
(DME MAC:s) for specific allowed competitively bid items (crutches, canes, walkers, folding manual
wheelchairs, blood glucose monitors, and infusion pumps) to their patients on the day of discharge.

What You Need To Know

The Centers for Medicare & Medicaid Services (CMS) issued Change Request (CR) 6677 to announce that
hospitals may furnish certain competitively bid Durable Medical Equipment (DME) items to their patients
on the date of discharge without submitting a bid and being awarded a contract under the Competitive
Bidding Program Round 1 Rebid. The DME competitive bid items that a hospital may furnish upon
discharge as part of this exception for Round 1 Rebid are walkers and related accessories. Note that this
applies to claims received upon implementation of the DMEPOS Competitive Bidding Program Round One.
That date is January 1, 2011, but the date is subject to change.

Key Points of CR 6677

e Hospitals may furnish walkers and related accessories to their patients on the date of discharge
whether or not the hospital has a contract under the DMEPOS Competitive Bidding Program.

e Separate payment is not made for walkers and related accessories furnished by a hospital on the
date of admission as payment for these items is included in the Part A payment for inpatient facility
Services.

e Hospitals as defined below may furnish walkers and related accessories to their patients for use in
the home on the date of discharge and receive payment at the applicable single payment amount,
regardless of whether the hospital is a contract supplier.

e To be paid for walkers and accessories as a non-contract supplier, hospitals should use the modifier
“J4” and the National Competitive Bidding (NCB) indicator on the claim line in combination with
the following HCPCS codes: A4636, A4637, E0130, E0135, E0140, E0141, E0143, E0144,
E0147, E0148, E0149, E0154, E0155, E0156, E0157, E0158, and E0159.

o Hospital claims submitted for these items, for which Medicare does not find a matching date of
discharge will be denied with remittance advice messages B15 (Payment adjusted because this
service/procedure requires that a qualifying service/procedure be received and covered. The
qualifying service/procedure had not been received/adjudicated.), M114 (This service was processed
in accordance with rules and guidelines under the DMEPOS Competitive Bidding Program or other
Demonstration Project. For more information regarding these projects, contact your local
contractor.), and MA13 (Alert: you may be subject to penalties if you bill the patient for amounts not
reported with the PR (patient responsibility) group code.). Prior to denying these DME claims,
Medicare will hold the claim for up to 15 business days to await the arrival of the hospital claim with
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the related discharge date. If such discharge is not processed by the end of the 15 business days, the
DME claim will be denied.

Background

Section 302(b) (1) of the Medicare Prescription Drug, Improvement, and Modernization Act of 2003
(MMA) (Pub. L. 108-173) amended section 1847 of the Social Security Act (the Act) to require the
Secretary to establish and implement programs under which competitive bidding areas (CBAS) are
established throughout the United States for contract award purposes for the furnishing of certain
competitively priced items and services for which payment is made under Part B (the “Medicare DMEPOS
Competitive Bidding Program”).

On July, 15, 2008, section 154 of the Medicare Improvements for Patients and Providers Act of 2008
(MIPPA) amended the MMA and mandated certain changes to the competitive bidding program. One of
these changes established an exception for hospitals from the competitive bidding program when they are
furnishing certain items to their own patients during an admission or on the date of discharge.

A hospital under this exception does not include a hospital-owned DME supplier. Instead, a hospital is
defined in accordance with section 1861(e) of the Social Security Act. A DME supplier that furnishes the
DME item to the hospital, which then furnishes the item to the patient on the date of discharge, must be a
contract supplier in the competitive bidding program.

Additional Information

For discussion of the program instructions designating the competitive bidding areas and product categories
included in the DMEPOS competitive bidding program round one rebid in CY 2009 you may review
MMG6571 at http://www.cms.hhs.gov/MLNMattersArticles/downloads/MM6571.pdf on the CMS website.

The MSAs and product categories that are included in the DMEPOS Competitive Bidding Round I rebid in
2009 can also be found at http://www.cms.hhs.gov/DMEPOSCompetitiveBid/01_overview.asp on the CMS
website. Further information on the boundaries and list of zip codes for each competitive bid area (CBA)
and the Healthcare Common Procedure Coding System (HCPCS) codes for each product category are
available by visiting http://www.cms.hhs.gov/DMEPOSCompetitiveBid/01_overview.asp on the CMS
website and following the link to the Competitive Bidding Implementation Contractor (CBIC).

If you have any questions regarding this issue, refer to the “Contact Us” page of our Web site to call the
Provider Contact Center.

MLN Matters® MM6677
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Implementation of Changes in End Stage Renal Disease (ESRD) Payment
for Calendar Year (CY) 2010 -MIPPA Section 153

Provider Types Affected

Hospital-based and independent dialysis facilities submitting claims to Medicare contractors (Fiscal
Intermediaries (FIs) and Medicare Administrative Contractors (MACSs)) for End Stage Renal Disease
(ESRD) services provided to Medicare beneficiaries are impacted by this article.

Provider Action Needed
This article is based on Change Request (CR) 6679, which provides payment updates for ESRD facilities for
CY 2010.

Effective January 1, 2010, section 153 of the Medicare Improvements for Patients and Providers Act of
2008 (MIPPA) amended section 1881(b) (12) of the Social Security Act to require a 1 percent increase to
the ESRD composite payment rate and that hospital-based dialysis facilities get paid the same composite
payment rate as independent dialysis facilities. In addition to the MIPPA changes, other changes include: an
update to the drug add-on adjustment to the composite payment rate, an update to the wage index
adjustments to reflect current wage data, including a revised budget neutrality adjustment, and a reduction in
the wage index floor.

See the ‘Background’ and ‘Additional Information” sections of this article for further details regarding these
changes.

Background

For CY 2010, the Centers for Medicare & Medicaid Services (CMS) updated the composite payment rates
for ESRD facilities. Upon implementation of CR 6679, the following changes will be applied to claims from
hospital-based and independent dialysis facilities:

e An update to the base composite payment rate with a 1 percent increase resulting in a base rate of
$135.15 for both hospital-based and independent renal dialysis facilities;

e An update to the drug add-on adjustment for CY 2010 to the composite payment rate of 15.0
percent;

e An update to the wage index adjustments to reflect the current wage data; and
A reduction in the wage index floor from 0.7000 to 0.6500.

Note: The ESRD payment changes will be effective for services on or after January 1, 2010.
Additional Information

The official instruction, CR 6679, issued to your Medicare FI or A/B MAC may be viewed by going to
http://www.cms.hhs.gov/Transmittals/downloads/R113BP.pdf on the CMS website.

If you have any questions regarding this issue, refer to the “Contact Us” page of our Web site to call the
Provider Contact Center.
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Outpatient Mental Health Treatment Limitation

Provider Types Affected

This article is of special interest to Physicians, Clinical Psychologists (CPs), Clinical Social Workers
(CSWs), Nurse Practitioners (NPs), Clinical Nurse Specialists (CNSs), Physician Assistants (PAs), Rural
Health Clinics (RHCs), Federally Qualified Health Centers (FQHCs), and Comprehensive Outpatient
Rehabilitation Facilities (CORFs) who submit claims to Medicare Administrative Contractors (A/B MACs),
Fiscal Intermediaries (FIs), or carriers, for mental health services provided to Medicare beneficiaries.

Provider Action Needed

Change Request (CR) 6686 alerts providers that the Centers for Medicare & Medicaid Services (CMS) is
phasing out the outpatient mental health treatment limitation (the limitation) over a 5-year period, from
2010-2014. Effective January 1, 2014, Medicare will pay outpatient mental health services at the same rate
as other Part B services, that is, at 80 percent of the physician fee schedule.

Background

Section 102 of the Medicare Improvements for Patients and Providers Act (MIPPA) of 2008 amends section
1833(c) of the Social Security Act (the Act) to phase out the outpatient mental health treatment limitation
over a 5-year period, from 2010-2014. The limitation has resulted in Medicare paying only 50 percent of the
approved amount under the physician fee schedule for outpatient mental health treatment rather than 80
percent that is paid for most other services.

Key Points for CR 6686
Section 102 of MIPPA requires that the current 62.5% outpatient mental health treatment limitation
(effective since the inception of the Medicare program until December 31, 2009) will be reduced as follows:

e January 1, 2010 — December 31, 2011, the limitation percentage is 68.75% (of which Medicare
pays 55% and the patient pays 45%);

e January 1, 2012 — December 31, 2012, the limitation percentage is 75% (of which Medicare pays
60% and the patient pays 40%);

e January 1, 2013 — December 31, 2013, the limitation percentage is 81.25% (of which Medicare
pays 65% and the patient pays 35%); and,

e January 1, 2014 — onward, the limitation percentage is 100%, at which time Medicare pays 80%
and the patient pays 20%.

*For Rural Health Clinics and Federally Qualified Health Centers, the amount the patient pays may differ
from the percentages shown above if the charges are not equal to the encounter rate for the clinic.*

Services Not Subject to the Limitation

e Medicare will not apply the limitation on type of bill (TOB) 75x. Since Comprehensive Outpatient
Rehabilitation Facilities (CORFs) do not provide mental health therapeutic services, the limitation
does not apply to CORF services. Note that CPT code 96152 is the only CPT code allowed for
behavioral health services provided in a CORF, and this service is not subject to the limitation.

e Diagnosis of Alzheimer’s disease or Related Disorder - When the primary diagnosis reported for a
particular service is Alzheimer’s disease or as an Alzheimer’s related disorder, your Medicare
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contractor will look to the nature of the service that has been rendered in determining whether it is
subject to the limitation.

o Alzheimer’s disease is coded 331.0 in the “International Classification of Diseases, 9th
Revision”, which is outside the diagnosis code range 290-319 that represents mental,
psychoneurotic and personality disorders that are potentially subject to the limitation.

o Additionally, Alzheimer’s related disorders are identified by Medicare contractors under
ICD-9 codes that are outside the 290-319 diagnosis code range. Typically, treatment
provided to a patient with a diagnosis of Alzheimer’s disease or a related disorder represents
medical management of the patient’s condition (such as described under CPT code 90862
or any successor code) and is not subject to the limitation. CPT code 90862 describes
pharmacologic management, including prescription, use, and review of medication with no
more than minimal medical psychotherapy.

o However, when the primary treatment rendered to a patient with a diagnosis of Alzheimer’s
disease or a related disorder is solely psychotherapy, it is subject to the limitation.

Additional Information

The official instruction, CR 6686, was issued via three transmittals to your Medicare Fl, carrier, or A/B
MAC regarding this change. The first transmittal, available at
http://www.cms.hhs.gov/Transmittals/downloads/R60GI.pdf, revises the Medicare General Information,
Eligibility and Entitlement Manual. The second transmittal, available at
http://www.cms.hhs.gov/Transmittals/downloads/R114BP.pdf, revises the Medicare Benefit Policy Manual.
The third transmittal, available at http://www.cms.hhs.gov/Transmittals/downloads/R1843CP.pdf, revises
the Medicare Claims Processing Manual.

If you have any questions regarding this issue, refer to the “Contact Us” page of our Web site to call the
Provider Contact Center.

MLN Matters® MM6686
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Update to Medicare Deductible, Coinsurance, and Premium Rates for 2010

Provider Types Affected

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

Impact on Providers
This article is based on Change Request (CR) 6690, which provides the Medicare rates for deductible,
coinsurance, and premium payment amounts for calendar year (CY) 2010.

2010 Part A- Hospital Insurance (HI)

A beneficiary is responsible for an inpatient hospital deductible amount, which is deducted from the amount
that the Medicare program pays the hospital for inpatient hospital services it furnishes in an illness episode.
When a beneficiary receives such services for more than 60 days during an illness encounter, he or she is
responsible for a coinsurance amount that is equal to one-fourth of the inpatient hospital deductible per-day
for the 61st-90th day spent in the hospital.

Please note that an individual has 60 lifetime reserve days of coverage, which they may elect to use after the
90th day in a spell of illness. The coinsurance amount for these days is equal to one-half of the inpatient
hospital deductible.

In addition, a beneficiary is responsible for a coinsurance amount equal to one-eighth of the inpatient
hospital deductible per day for the 21st through the 100th day of Skilled Nursing Facility (SNF) services
furnished during an illness episode. The 2010 deductible and coinsurance amounts are in the following
table.

Table 1

\ 2010 Part A- Hospital Insurance HI |

) The Medicare Part A deductible of $1,100.00 is due for
Deductible Day 1-60 the first 60 days of an inpatient hospital confinement
ICoinsurance  |Day 61-90 1$275.00 per day |
Lifetime Reserve
Days Day 91-150 $550.00 per day
Skilled Nursing
Facility Day 21-100 $137.50 per day

Most individuals age 65 and older (and many disabled individuals under age 65) are insured for Health
Insurance (HI) benefits without a premium payment. In addition, the Social Security Act provides that
certain aged and disabled persons who are not insured may voluntarily enroll, but are subject to the payment
of a monthly Part A premium.

Since 1994, voluntary enrollees may qualify for a reduced Part A premium if they have 30-39 quarters of
covered employment. When voluntary enrollment takes place more than 12 months after a person’s initial
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enrollment period, a 2-year 10% penalty is assessed for every year they had the opportunity to (but failed to)
enroll in Part A. The 2010 Part A premiums are listed in table 2, below.

Table 2
| Voluntary Enrollees Part A Premium Schedule for 2010 |
\Base Premium (BP) H$461.00 per month \
- : 5
Base Premium with 10% $507.10 per month
Surcharge
Base Premium with 45% $254.00 per month (for those who have 30-39 quarters of
Reduction coverage)
Base Premium with 45%
Reduction and 10% surcharge $279.40 per month

2010 Part B- Supplementary Medical Insurance (SMI)

Under Part B, the Supplementary Medical Insurance (SMI) program, all enrollees are subject to a monthly
premium. In addition, most SMI services are subject to an annual deductible and coinsurance (percent of
costs that the enrollee must pay), which are set by statute. Further, when Part B enrollment takes place more
than 12 months after a person’s initial enrollment period, there is a permanent 10% increase in the premium
for each year the beneficiary had the opportunity to (but failed to) enroll.

For 2010, the standard premium for SMI services is $110.50 a month; the deductible is $155.00 a
year; and the coinsurance is 20%.

\ 2010 Part B- Supplementary Medical Insurance (SMI) \

IDeductible $155.00 |IFor the first $155.00 of covered Medicare services. |
20% of the For each covered Medicare service that is provided

Co-insurance Medicare with the exception of clinical laboratory (reimbursed
allowance at 100%)

The Part B premium is influenced by the beneficiary’s income and can be substantially higher based on
income. The higher premium amounts and relative income levels for those amounts are contained in CR
6690, which is available at http://www.cms.hhs.gov/Transmittals/downloads/R61Gl.pdf on the CMS
website.

Below are the CY 2010 Part B premium amounts based on beneficiary income parameters.

\ Income Parameters for Determining Part B Premium |

Prne][)nnutjr:n | Individual Income Joint Income (Married) || Married/File Separate
$110.50 ||$ 85,000.00 or less 1$170,000.00 or less $85,000.00 o less

|
$154.70 |[$85,000.01 - $107,000.00 |$170,000.01 - $214,000.00] |
$221.00 ]|$107,000.01 - $160,000.00]|$214,000.01 - $320,000.00]| |
|
|

$287.30 [[$160,000.01 - $214,000.00/$320,000.01 - $428,000.00][$85,000.01- $129,000.00
$353.60 [|$214,000.01 or more  [$428,000.01 or more  ][$129,000.01 or more
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Additional Information
If you have any questions regarding this issue, refer to the “Contact Us” page of our Web site to call the
Provider Contact Center.

MLN Matters® MM6690
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Ambulance Services

Provider Types Affected

Ambulance providers and suppliers submitting claims to Medicare contractors (carriers, Fiscal
Intermediaries (FI) and Medicare Administrative Contractors (MAC)) for ambulance services provided to
Medicare beneficiaries.

Impact on Providers

This article, based on Change Request (CR) 6707, advises you that the Medicare Benefit Policy Manual
Chapter 10 — Ambulance Service section 10.3 has been revised to incorporate consistent manual language to
the definition of “The Destination.” There is no change to policy. Please make sure your billing staffs are
aware of this update.

Background

The Medicare Benefit Policy Manual Chapter 10 — Ambulance Service section 10.3 has been updated to
incorporate consistent manual language. The change states that “an ambulance transport is covered to the
nearest appropriate facility to obtain necessary diagnostic and/or therapeutic services (such as a CT scan or
cobalt therapy) as well as the return transport. In addition to all other coverage requirements, this transport
situation is covered only to the extent of the payment that would be made for bringing the service to the
patient.” The word “appropriate” has been added to that statement.

Additional Information
The official instruction, CR 6707, issued to your Medicare contractor regarding this change may be viewed
at http://www.cms.hhs.gov/Transmittals/downloads/R115BP.pdf on the CMS website

If you have any questions regarding this issue, refer to the “Contact Us” page of our Web site to call the
Provider Contact Center.

MLN Matters® MM6707
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January 2010 Quarterly Average Sales Price (ASP) Medicare Part B Drug
Pricing Files and Revisions to Prior Quarterly Pricing Files

Provider Types Affected

All physicians, providers and suppliers who submit claims to Medicare contractors (Medicare
Administrative Contractors (MACSs), Fiscal Intermediaries (FIs), carriers, Durable Medical Equipment
Medicare Administrative Contractors (DME MACs) or Regional Home Health Intermediaries (RHHISs)) for
services provided to Medicare beneficiaries.

Provider Action Needed

This article is based on Change Request (CR) 6708, which instructs Medicare contractors to download and
implement the January 2010 Average Sales Price (ASP) drug pricing file for Medicare Part B drugs; and if
released by the Centers for Medicare & Medicaid Services (CMS), also the revised October 2009, July
2009, April 2009, and January 2009 files. Medicare will use the January 2010 ASP and Not Otherwise
Classified (NOC) drug pricing files to determine the payment limit for claims for separately payable
Medicare Part B drugs processed or reprocessed on or after January 4, 2010, with dates of service January 1,
2010, through March 31, 2010. See the ‘Background’ and ‘Additional Information’ sections of this article
for further details regarding these changes.

Background

Section 303(c) of the Medicare Modernization Act of 2003 revised the payment methodology for Part B
covered drugs and biologicals that are not paid on a cost or prospective payment basis. Beginning January 1,
2005, the vast majority of drugs and biologicals not paid on a cost or prospective payment basis are paid
based on the ASP methodology, and pricing for compounded drugs has been performed by the local
contractor.

The ASP methodology is based on quarterly data submitted to CMS by manufacturers. Note that payment
allowance limits under the Outpatient Prospective Payment System (OPPS) are incorporated into the
Outpatient Code Editor (OCE) under a separate CR.

The following table shows how the quarterly payment files will be applied (for those files that are released):

Files Effective Dates of Service

January 2010 ASP and NOC files January 1, 2010 through March 31, 2010
October 2009 ASP and NOC files October 1, 2009 through December 31, 2009
July 2009 ASP and NOC files July 1, 2009 through September 30, 2009
April 2009 ASP and NOC files April 1, 2009 through June 30, 2009
January 2009 ASP and NOC files January 1, 2009 through March 31, 2009

Additional Information

The official instruction (CR 6708) issued to your Medicare MAC, carrier, and/or FI may be found at
http://www.cms.hhs.gov/Transmittals/downloads/R1854CP.pdf on the CMS website.

If you have any questions regarding this issue, refer to the “Contact Us” page of our Web site to call the
Provider Contact Center.

MLN Matters® MM6708
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Integrated Outpatient Code Editor (IOCE) PC (interactive and batch) Re-
Write

Provider Types Affected

This article is for all providers who submit institutional outpatient claims (including non-Outpatient
Prospective Payment System (non-OPPS) hospitals) to Medicare Administrative Contractors (MACs),
Fiscal Intermediaries (FlIs), or Regional Home Health Intermediaries (RHHIs) for outpatient services
provided to Medicare beneficiaries.

Provider Action Needed

This article is based on Change Request (CR) 6709, which notifies providers of the intended re-write of the
Integrated Outpatient Code Editor (IOCE) Personal Computer (PC) software (interactive and batch) to the
Java programming language with InstallAnywhere for installation software. Be sure billing staffs using the
PC-based IOCE are aware of these changes. Once the rewrite is complete, such staff will need to obtain the
new version.

Background

Section 508 of the Rehabilitation Act of 1973 (29 U.S.C. 794d) as amended by the workforce Investment
Act of 1998 (P.L. 105-220), specifically, subsection 508(a)(1), requires that when the Federal Government
procures Electronic and Information Technology (EIT), the EIT must allow Federal employees and
individuals of the public with disabilities comparable access to and use of information and data that is
provided to Federal employees and individuals of the public without disabilities.

Therefore, per 36 CFR 1194 (508 Standards), regardless of format, all Web content or communications
materials produced, including text, audio or video - must conform to applicable Section 508 standards. All
contractors (including subcontractors) or consultants responsible for preparing or posting content must
comply with applicable Section 508 accessibility standards, and where applicable, those set forth in the
referenced policy or standards documents.

The new PC-based IOCE software will:

¢ Make the interactive product fully comply to current Section 508 accessibility standards for
electronic and information technology; and

e Standardize current Java-based development platform technology to streamline future development
and increase re-usability.

Note that this re-write does not affect the mainframe version of the IOCE installed and run by Medicare’s
Fiscal Intermediary Shared System (FISS) on a quarterly basis. The inputs/outputs to the IOCE batch PC
program will not change. It also does not affect the content of the IOCE.

Additional Information

The official instruction (CR 6709) issued to your Medicare MAC and/or FI is available at
http://www.cms.hhs.gov/Transmittals/downloads/R5990TN.pdf on the CMS website.

CMS also has a web-based training module on the OCE. The module is available at
http://cms.meridianksi.com/kc/main/kc_frame.asp?kc_ident=kc0001&loc=1 on the Internet.
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If you have any questions regarding this issue, refer to the “Contact Us” page of our Web site to call the
Provider Contact Center.
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Requirements to Prevent the Misuse of Modifiers PA, PB, and PC on
Incoming Claims

Provider Types Affected

Physicians, non-physician practitioners, and hospitals submitting claims to Medicare contractors (Fiscal
Intermediaries (FIs), carriers, and Medicare Administrative Contractors (MACS)) for services provided to
Medicare beneficiaries are affected.

Provider Action Needed

This article, based on Change Request (CR) 6718, advises you that the PA, PB and PC modifiers are often
being submitted incorrectly on claims. This can cause incorrect denials. The Centers for Medicare &
Medicaid Services (CMS) issued CR 6718 to direct contractors on handling incorrect claims in order to
alleviate the issue. These detailed instructions are explained in the background section of this article. Your
billing staffs need to be aware of the proper uses of the modifiers PA, PB, and PC. The instructions are in
MM®6405, available at http://www.cms.hhs.gov/MLNMattersArticles/downloads/MM6405.pdf on the CMS
website.

Background

This article is based on CR 6718, which clarifies billing instructions and claims processing for information
provided in a previous article MM6405. CR 6718 does not change the policy for the coverage or non-
coverage of the adverse events described in MM6405.

CR 6405, “Wrong Surgical or Other Invasive Procedure Performed on a Patient; Surgical or Other Invasive
Procedure Performed on the Wrong Body Part; Surgical or Other Invasive Procedure Performed on the
Wrong Patient,” a revised version of which was issued on September 25, 2009, implemented billing
procedures for these adverse events.

CMS has learned that the modifiers described in the CR 6405 are, in many cases, being submitted
incorrectly by the providers. In particular, some providers are using the PC modifier to represent the
professional component of a service. This is incorrect. The PC modifier is defined as “Wrong Surgery on a
Patient.” The incorrect use of this modifier results in claims being incorrectly denied. Medicare contractors
will follow the requirements in CR 6718 to help prevent claims from being processed with modifiers
incorrectly submitted on them.

Medicare contractors will:

e Suspend, review, and develop all claim lines that are submitted with the PA, PB, or PC modifiers;
and

e Contact the provider to determine whether the claims are related to one of the adverse events as
described by the modifiers PA, PB, or PC.

If the contractor determines that the modifiers PA, PB, or PC have been incorrectly submitted, they will:

e Reject (return to provider) Part A outpatient claims;
e Return Part B claims as unprocessable with;
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o Claim Adjustment reason Code 4 (The procedure code is inconsistent with the modifier used
or a required modifier is missing.); and

o Remittance advice Remark Code MA130 — Your claim contains incomplete and/or invalid
information, and no appeal rights are afforded because the claim is unprocessable. Please
submit a new claim with the complete/correct information.

Additional Information

The official instruction, CR 6718, issued to your Medicare contractor regarding this change may be viewed
at http://www.cms.hhs.gov/Transmittals/downloads/R1867CP.pdf on the CMS website.

If you have any questions regarding this issue, refer to the “Contact Us” page of our Web site to call the
Provider Contact Center.

MLN Matters® MM6718
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2010 Annual Update to the Therapy Code List

Provider Types Affected

Physicians, therapists, and providers of therapy services billing Medicare Carriers, Fiscal Intermediaries
(FIs), A/B Medicare Administrative Contractors (A/B MACSs), and/or Regional Home Health Intermediaries
(RHHIs) for outpatient rehabilitation therapy services should take note of this article.

Provider Action Needed

This article is based on Change Request (CR) 6719, which updates the therapy code list for Calendar Year
(CY) 2010 with one “Sometimes Therapy” Code 92520 (laryngeal function studies (i.e., aerodynamic
testing and acoustic testing)). Note that this code always represents therapy services when performed by
therapists and requires the use of a therapy modifier.

Background

The Social Security Act (Section 1834(k)(5); see http://www.ssa.qov/OP_Home/ssact/title18/1834.htm on
the Internet) requires that all claims for outpatient rehabilitation therapy services and all comprehensive
outpatient rehabilitation facility services be reported using a uniform coding system. The Healthcare
Common Procedure Coding System/Current Procedural Terminology 2010 Edition (HCPCS/CPT-4) is the
coding system used for the reporting of these services. The additions, changes, and deletions to the therapy
code list reflect those made in the Calendar Years (CY's) 2009 and 2010 Healthcare Common Procedure
Coding System and Current Procedural Terminology, Fourth Edition (HCPCS/CPT-4).

CR 6719 updates the therapy code list by adding one “sometimes therapy” code for CY 2010 shown in the
table below. Note that this code always represents therapy services when performed by therapists and
requires the use of a therapy modifier.

Therapy Code | Descriptor
92250 Laryngeal function studies (ie, aerodynamic testing and acoustic
testing).

In addition, CR 6719 announces that 95992 (Standard Canalith repositioning procedure(s), (e.g., Epley
maneuver, Semont maneuver), per day) is being removed from the therapy code list effective January 1,
2010.

Therapy services, including “always therapy” services, must follow all the policies for therapy services
detailed in the Medicare Claims Processing Manual, Chapter 5 which is available at
http://www.cms.hhs.gov/manuals/downloads/clm104c05.pdf on the Centers for Medicare & Medicaid
Services (CMS) website.

Additional Information

You can also find more information about the therapy code List at
http://www.cms.hhs.gov/TherapyServices/05 Annual Therapy Update.asp#TopOfPage on the CMS
website.

The official instruction, CR 6719, issued to your carrier, FI, A/B MAC, and RHHI regarding this change
may be viewed at http://www.cms.hhs.gov/Transmittals/downloads/R1850CP.pdf on the CMS website.
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If you have any questions regarding this issue, refer to the “Contact Us” page of our Web site to call the
Provider Contact Center.
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Calendar Year (CY) 2010 Fee Schedule Update for Durable Medical
Equipment, Prosthetics, Orthotics and Supplies (DMEPQOS)

Provider Types Affected

Providers and suppliers submitting claims to Medicare contractors (carriers, DME Medicare Administrative
Contractors (DME MACS), Fiscal Intermediaries (FIs), Medicare Administrative Contractors (MACS),
and/or Regional Home Health Intermediaries (RHHISs)) for items or services paid under the DMEPOS fee
schedule need to be aware of this article.

Provider Action Needed

This article, based on Change Request (CR) 6720, advises you of the CY 2010 annual update for the
Medicare DMEPOS fee schedule. The instructions include information on the data files, update factors, and
other information related to the update of the DMEPOS fee schedule.

Key points about these changes are summarized in the ‘Background’ section below. Please note that the fee
schedule for Code E2227 (Manual Wheelchair Accessory, Gear Reduction Drive Wheel, Each) is being
revised, effective January 1, 2010, to remove pricing information for one product that was used in
calculating payment for E2227. That product was erroneously classified as a gear reduction drive wheel
when the code was established. Providers should be aware that your Medicare contractor will not adjust
previously processed claims for the code E2227 with dates of service on or after January 1, 2009 through
December 31, 2009, if they are submitted for adjustments. These changes are effective for DMEPOS
provided on or after January 1, 2010. Be sure your billing staffs are aware of these changes.

Background

CR 6720 provides instructions regarding the 2010 annual update for the DMEPOS fee schedule. Payment on
a fee schedule basis is required for durable medical equipment (DME), prosthetic devices, orthotics,
prosthetics, and surgical dressings by sections 1834(a), (h), and (i) of the Social Security Act (the Act).
Also, payment on a fee schedule basis is a regulatory requirement at 42 Code of Federal Regulations (CFR)
section 414.102 for parenteral and enteral nutrition (PEN).

Key Points of CR 6720

The DMEPOS fee schedule file will be available on or after November 17, 2009, for State Medicaid
Agencies, managed care organizations, and other interested parties at
http://www.cms.hhs.gov/DMEPOSFeeSched/ on the CMS website.
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2010 Fees for HCPCS labor payment codes K0739, L4205, L7520 are effective January 1, 2010, and those

rates are as follows:

STATE | KO739 | L4205 | L7520 STATE | KO739 | L4205 | L7520
AK 25.27 28.79 33.88 NC 13.41 19.99 27.14
AL 13.41 19.99 27.14 ND 16.72 28.73 33.88
AR 13.41 19.99 27.14 NE 13.41 19.97 37.84
AZ 16.59 19.97 33.39 NH 14.40 19.97 27.14
CA 20.58 32.83 38.26 NJ 18.10 19.97 27.14
CO 13.41 19.99 27.14 NM 13.41 19.99 27.14
CT 22.40 20.45 27.14 NV 21.37 19.97 36.99
DC 13.41 19.97 27.14 NY 24.71 19.99 27.14
DE 24.71 19.97 27.14 OH 13.41 19.97 27.14
FL 13.41 19.99 27.14 OK 13.41 19.99 27.14
GA 13.41 19.99 27.14 OR 13.41 19.97 39.03
HI 16.59 28.79 33.88 PA 14.40 20.56 27.14
1A 13.41 19.97 32.49 PR 13.41 19.99 27.14
ID 13.41 19.97 27.14 RI 15.99 20.58 27.14
IL 13.41 19.97 27.14 SC 13.41 19.99 27.14
IN 13.41 19.97 27.14 SD 14.99 19.97 36.28
KS 13.41 19.97 33.88 TN 13.41 19.99 27.14
KY 13.41 25.60 34.71 X 13.41 19.99 27.14
LA 13.41 19.99 27.14 uT 13.45 19.97 42.27
MA 22.40 19.97 27.14 VA 13.41 19.97 27.14
MD 13.41 19.97 27.14 Vi 13.41 19.99 27.14
ME 22.40 19.97 27.14 VT 14.40 19.97 27.14
Ml 13.41 19.97 27.14 WA 21.37 29.30 34.80
MN 13.41 19.97 27.14 Wi 13.41 19.97 27.14
MO 13.41 19.97 27.14 \WAY 13.41 19.97 27.14
MS 13.41 19.99 27.14 WY 18.70 26.65 37.84
MT 13.41 19.97 38.88

The following new codes are effective as of January 1, 2010:

o A4264, A4466, L2861, L3891, L8692, KO739, and K0740, all of which have no assigned payment

category;

o A4336, A4360, and A4456, which are in the ostomy, traheostomy, and urological supplies payment

category;

e EO0433 in the oxygen and oxygen equipment category;
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e EO0136 in the capped rental category; and

e | 5973, L8031, L8032, L8627, L8628, L8629, and Q0506, all of which are in the prosthetics and
orthotics category.

The fee schedule amounts for the above new codes will be established as part of the July 2010 DMEPOS
Fee Schedule Update, when applicable. The DME MACs will establish local fee schedule amounts to pay
claims for the new codes from January 1, 2010 through June 30, 2010. The new codes are not to be used
for billing purposes until they are effective on January 1, 2010.

The following codes are being deleted from the HCPCS effective January 1, 2010, and are therefore being
removed from the DMEPOS fee schedule files:

A4365 | L1825 | L3701
E2223 | L1901 | L3909
E2393 | L2770 | L3911
E0210 | L3651 | L6639
L1800 | L3652
L1815 | L3700

For gap-filling purposes, the 2009 deflation factors by payment category are listed as follows

Factor Category
0.508 Oxygen
0.511 Capped Rental

0.512 Prosthetics and Orthotics
0.650 Surgical Dressings
0.707 Parenteral and Enteral Nutrition

Code E2227 Manual Wheelchair Accessory, Gear Reduction Drive Wheel, Each was added to the HCPCS
effective January 1, 2008. The fee schedule for code E2227 was calculated using pricing information for
two products; however, the fee schedule is being revised effective January 1, 2010, to remove pricing
information for one product that was erroneously classified as a gear reduction drive wheel when the code
was established. Contractors will not adjust previously processed claims for the code E2227 with dates of
service on or after January 1, 2009 through December 31, 2009, if they are submitted for adjustments.

CY 2010 Fee Schedule Update Factor

Under the Act, the DMEPOS fee schedule amounts are being updated for 2010 by the percentage increase in
the consumer price index for all urban consumers (United States city average) or CPI-U for the 12-month
period ending with June of 2009. Since the percentage change in the CPI-U for the 12-month period ending
with June of 2009 is negative (-1.41 percent), the percentage increase in the CPI-U used to update the
DMEPOS fee schedule amounts for 2010 is 0 percent.

2010 Update to the Labor Payment Rates

Since the percentage increase in the Consumer Price Index (CPI) for the 12 month period ending with June
of the previous year is negative for 2010, a 0% change is applied to the labor payment amounts for 2010 for
codes K0739, L4205, and L7520.
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2010 National Monthly Payment Amounts for Stationary Oxygen Equipment

CMS will also implement the 2010 national monthly payment rates for stationary oxygen equipment
(HCPCS codes E0424, E0439, E1390 and E1391), effective for claims with dates of service on or after
January 1, 2010.

The fee schedule file is being revised to include the new national 2010 monthly payment rate of $173.17 for
stationary oxygen equipment. The payment rates are being adjusted for the new oxygen generating portable
equipment (OGPE) class. The revised 2010 monthly payment rate of $173.17 includes the 0% update due to
the -1.41% CPI-U change. The budget neutrality adjustment for 2010 caused the 2010 rate to decrease from
$175.79 to $173.17.

When updating the oxygen equipment fees, corresponding updates are made to the fee schedule amounts for
HCPCS code E1405 and E1406 for oxygen and water vapor enriching systems. Since 1989, the fees for
codes E1405 and E1406 have been established based on a combination of the Medicare payment amounts
for stationary oxygen equipment and nebulizer codes E0585 and E0570, respectively.

Additional Information

The official instruction, CR 6720, issued to your Medicare contractor regarding this change, may be viewed
at http://www.cms.hhs.gov/Transmittals/downloads/R1853CP.pdf on the CMS website. CR 6720 includes
the revisions that will be made to the Medicare Claims Processing Manual, Chapter 23 - Fee Schedule
Administration and Coding Requirements.

More information on Durable Medical Equipment Prosthetics, Orthotics, and Supplies is available at
http://www.cms.hhs.gov/center/dme.asp on the CMS website.

If you have any questions regarding this issue, refer to the “Contact Us” page of our Web site to call the
Provider Contact Center.

MLN Matters® MM6720
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Claim Status Category Code and Claim Status Code Update

Provider Types Affected

All physicians, providers and suppliers submitting claims to Medicare contractors (Fiscal Intermediaries
(FI), Regional Home Health Intermediaries (RHHI), carriers, A/B Medicare Administrative Contractors

(MAC) and Durable Medical Equipment MACs or DME MACSs) for Medicare beneficiaries are affected.

Provider Action Needed

This article, based on Change Request (CR) 6723, explains that the Claim Status Codes and Claim Status
Category Codes for use by Medicare contractors with the Health Claim Status Request and Response ASC
X12N 276/277 were updated during the September 2009 meeting of the national Code Maintenance
Committee and code changes approved at that meeting were posted at http://www.wpc-
edi.com/content/view/180/223/ on the Internet on November 1, 2009. All providers should ensure that their
billing staffs are aware of the updated codes.

Background

The Health Insurance Portability and Accountability Act (HIPAA) requires all health care benefit payers to
use only Claim Status Category Codes and Claim Status Codes approved by the national Code Maintenance
Committee in the X12 276/277 Health Care Claim Status Request and Response format adopted as the
standard for national use (004010X093A1). These codes explain the status of submitted claim(s).
Proprietary codes may not be used in the X12 276/277 to report claim status. All code changes approved
during the September 2009 committee meeting were posted at http://www.wpc-
edi.com/content/view/180/223/ on November 1, 2009. Medicare will implement those changes on January 4,
2010 as a result of CR6723.

Additional Information
The official instruction issued to your Medicare contractor regarding this change may be viewed at
http://www.cms.hhs.gov/Transmittals/downloads/R1852CP.pdf on the CMS website.

If you have any questions regarding this issue, refer to the “Contact Us” page of our Web site to call the
Provider Contact Center.

MLN Matters® MM6723

Medicare A Newsline January 2010 49
Vol. 17, No.4


http://www.wpc-edi.com/content/view/180/223/
http://www.wpc-edi.com/content/view/180/223/
http://www.wpc-edi.com/content/view/180/223/
http://www.wpc-edi.com/content/view/180/223/
http://www.cms.hhs.gov/Transmittals/downloads/R1852CP.pdf
https://www.cahabagba.com/part_a/contact_phone.htm

Home Health Prospective Payment System Rate Update for Calendar Year
2010

Provider Types Affected
Home Health Agencies (HHA) who bill Regional Home Health Intermediaries (RHHI) or Medicare
Administrative Contractors (MAC) are impacted by this article.

Provider Action Needed

Change Request (CR) 6747, from which this article is taken, updates the 60-day national episode rates and
the national per-visit amounts under the Home Health Prospective Payment System (HH PPS) for calendar
year (CY) 2010. It also refines the case mix methodology and rebases and revises the home health market
basket for CY 2010. Note that for CY 2010 (Effective for episodes with claim statement “Through” dates on
or after January 1, 2010 and on or before December 31, 2010), Medicare home health payments for HHAs
that report quality data (described below) will be increased by 2.0%, while payments for those HHAS that
do not report quality data will be increased 0.0%. Be sure billing staff are aware of this article.

Background

Section 1895 (b)(3)(B)(v) of the Social Security Act (or Act) provides that Medicare home health payments
be updated by the applicable market basket percentage increase for CY 2010. The home health market
basket percentage increase for CY 2010 is 2.0 percent.

Section 1895 (b)(3)(B)(v) of the Act also requires that home health agencies (HHAS) report quality data as
determined by the Secretary of Health and Human Services. HHAs that do not report the required quality
data will receive a 2 percent reduction to the home health market basket percentage increase for CY 2010.
Consequently, those HHAs will not receive any increase for CY2010.

The following five tables show the rates for HHAs that DO report the required quality data:

Table 1

National 60-Day Episode Amounts Updated by the Home Health Market Basket

Update for CY 2010, Before Case-Mix Adjustment, Wage Index Adjustment Based
on the Site of Service for the Beneficiary
Total CY Adjusted to | Adjusted to | Multiply by | Reduce by | CY 2010
2009 return the account for | the Home 2.75 Percent | National
National outlier the 2.5% Health for Nominal | Standardized
Standardized | funds that outlier Market Change in 60-Day
60-Day paid for the | policy Basket Case-Mix Episode
Episode original 5% Update Payment
Payment target for (2.0%) Rate
Rate outlier
payments
$2,271.92 /0.95 X 0.975 X 1.02 X 0.9725 $2,312.94

The national standardized per-visit amounts are used to calculate Low Utilization Payment Adjustments
(LUPAS) and outlier payments. The national per-visit amounts are as follows:
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Table 2
National Per-Visit Amounts for LUPAs (Not including the Increase in Payment
for a Beneficiary’s Only Episode or the Initial Episode in a Sequence of Adjacent
Episodes) and Outlier Calculations Updated by the Home Health Market Basket
Update for CY 2010, Before Wage Index Adjustment Based on the Site of Service
for the Beneficiary
Home Health | CY 2009 | Adjusted to Adjusted Multiply by | CY 2010
Discipline Per-Visit | return the to account | the CY 2010 | Per-Visit
Rate outlier funds | for the Home Health | Rate

that paid for | 2.5% Market

the original outlier Basket

5% target for | policy (2.0%)

outlier

payments
Home Health $48.89 /0.95 X 0.975 X 1.02 $51.18
Aide
Medical Social | $173.05 /0.95 X 0.975 X 1.02 $181.16
Services
Occupational $118.83 /0.95 X 0.975 X 1.02 $124.40
Therapy
Physical $118.04 /0.95 X 0.975 X1.02 $123.57
Therapy
Skilled $107.95 /0.95 X 0.975 X1.02 $113.01
Nursing
Speech- $128.26 /0.95 X 0.975 X1.02 $134.24
Language
Pathology

LUPA episodes that occur as initial episodes in a sequence of adjacent episodes or as the only episode
receive an additional payment. The per-visit rates noted above are before that additional payment is added to
the LUPA amount. The CY 2010 LUPA add-on payment is updated in Table 3.

Vol. 17, No.4

Table 3
CY 2010 LUPA Add-On Payment Amounts
CY 2009 | Adjusted to return the outlier | Adjusted to | Multiply by | CY 2010
LUPA funds that paid for the original | account for | the Home LUPA
Add-On | 5% target for outlier payments | the 2.5% Health Add-On
Payment outlier policy | Market payment
Basket
Update
(2.0%)
$90.48 /0.95 X 0.975 X 1.02 $94.72
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Payments for Non-Routine Supplies (NRS) are computed by multiplying the relative weight for a particular
severity level by the NRS conversion factor. The NRS conversion factor for CY 2010 payments is updated

in Table 4a.
Table 4a
CY 2010 NRS Conversion Factor

CY 2009 Adjusted to | Adjusted to | Multiply by | Reduce by | CY 2010
NRS return the account for | the Home 2.75 Percent | NRS
Conversion | outlier the 2.5% Health for Nominal | Conversion
Factor funds that outlier Market Change in Factor

paid for the | policy Basket Case-Mix

original 5% Update

target for (2.0%)

outlier

payments

$52.39 /0.95 X 0.975 X 1.02 X 0.9725 $53.34

The payment amounts for the various severity levels based on the updated conversion factor are shown in

Table 4b.

Table 4b

Relative Weights for the 6-Severity NRS System

Severity Level Points (Scoring) Relative Weight NRS Payment
Amount
1 0 0.2698 $14.39
2 1to 14 0.9742 $51.96
3 15 to 27 2.6712 $142.48
4 28 to 48 3.9686 $211.69
5 49 to 98 6.1198 $326.43
6 99+ 10.5254 $561.42

The following five tables show the rates for HHAs that DO NOT report the required quality data:

Section 1895 (b)(3)(B)(Vv) of the Act requires that if quality data is not submitted by an HHA, then the home

health market basket percentage increase applicable to that provider’s payments will be reduced by 2
percent. Therefore, the increase that is applied to CY 2010 payments to HHAs that do not report the

required quality data is O percent (CY 2010 market basket update of 2.0 percent minus 2 percent). The CY

2010 National Standardized 60-Day Episode Payment Rate for HHAs who do not submit the required

quality data is shown in Table 5 below.

Table 5

For HHAs that Do Not Submit the Required Quality Data -- National 60-Day
Episode Amounts Updated by the Home Health Market Basket Update for CY
2010 Minus 2 Percent, Before Case-Mix Adjustment, Wage Index Adjustment
Based on the Site of Service for the Beneficiary

Total CY Adjusted to | Adjusted to | Multiply by | Reduce by | CY 2010
2009 return the account for | the Home 2.75% for National
National outlier the 2.5% Health Nominal Standardized
Standardized | funds that outlier Market Change in 60-Day
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60-Day paid for the | policy Basket Case-Mix Episode
Episode original 5% Update (2.0 Payment
Payment target for %) minus Rate for
Rate outlier 2% for a HHAs that
payments 0% update Do Not
submit
required
guality data
$2,271.92 /0.95 X 0.975 X 1.00 X 0.9725 $2,267.59

The national standardized per-visit amounts are used to calculate Low Utilization Payment Adjustments
(LUPASs) and outlier payments. The national per-visit amounts for HHAs that do not submit the required
quality data are as follows:

Table 6
For HHASs that Do Not Submit the Required Quality Data -- National Per-Visit
Amounts for LUPAs (Not including the Increase in Payment for a Beneficiary’s
Only Episode or the Initial Episode in a Sequence of Adjacent Episodes) and
Outlier Calculations Updated by the Home Health Market Basket Update for CY
2010 Minus 2 Percent, Before Wage Index Adjustment Based on the Site of
Service for the Beneficiary
Home CY 2009 Adjusted to | Adjusted to | Multiply by | CY 2010
Health Per-Visit return the account for | the CY Per-Visit
Discipline Rate outlier the 2.5% 2010 Home | Rate for
funds that | outlier Health HHAs that
paid for the | policy Market Do Not
original 5% Basket submit
target for (2.0%) required
outlier minus 2% | quality data
payments for a 0%
update
Home $48.89 /0.95 X 0.975 X1.00 $50.18
Health Aide
Medical $173.05 /0.95 X 0.975 X 1.00 $177.60
Social
Services
Occupational | $118.83 /0.95 X 0.975 X 1.00 $121.96
Therapy
Physical $118.04 /0.95 X 0.975 X1.00 $121.15
Therapy
Skilled $107.95 /0.95 X 0.975 X1.00 $110.79
Nursing
Speech- $128.26 /0.95 X 0.975 X1.00 $131.64
Language
Pathology

LUPA episodes that occur as initial episodes in a sequence of adjacent episodes or as the only episode
receive an additional payment. The per-visit rates noted above are before that additional payment is added to
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the LUPA amount. This additional LUPA add-on amount for HHAS that do not submit the required quality
data is updated in Table 7.

Table 7

For HHAs that Do Not Submit the Required Quality Data -- CY 2010 LUPA

Add-On Payment Amounts

CY 2009 | Adjusted to return the | Adjusted to | Multiply by | CY 2010 LUPA
LUPA outlier funds that paid | account for | the CY Add-On payment
Add-On for the original 5% the 2.5% 2010 Home | for HHAs that
Payment target for outlier outlier Health Do Not submit
payments policy Market required quality
Basket data
(2.0%)
minus 2%
for a 0%
update
$90.48 /0.95 X 0.975 X 1.00 $92.86

Payments for Non-Routine Supplies (NRS) are computed by multiplying the relative weight for a particular
severity level by the NRS conversion factor. For CY 2010 payments to HHAs that do not submit the
required quality data, the NRS conversion factor is shown in Table 8a.

Table 8a
For HHAs that Do Not Submit the Required Quality Data -- CY 2010 NRS
Conversion Factor
CY 2009 Adjusted to | Adjusted to | Multiply by | Reduce by | CY 2010
NRS return the account for | the CY 2.75 NRS
Conversion | outlier the 2.5% 2010 Home | Percent for | Conversion
Factor funds that | outlier Health Nominal Factor for
paid for the | policy Market Change in | HHAs that
original 5% Basket Case-Mix Do Not
target for (2.0%) submit
outlier minus 2% required
payments for a 0% guality data
update
$52.39 /0.95 X 0.975 X 1.00 X 0.9725 $52.29

Table 8b

For HHAs that Do Not Submit the Required Quality Data -- Relative Weights for
the 6-Severity NRS System

Severity Level Points (Scoring) Relative Weight NRS Payment
Amount for HHAs
that Do Not
Submit required
quality data

1 0 0.2698 $14.11

The payment amounts for the various severity levels based on the updated conversion factor are calculated
in Table 8b.
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2 1to 14 0.9742 $50.94
3 15to 27 2.6712 $139.68
4 28 to 48 3.9686 $207.52
5 49 10 98 6.1198 $320.00
6 99+ 10.5254 $550.37

Additional Information
The official instruction (CR 6747) issued to your Medicare RHHI/MAC is available at
http://www.cms.hhs.gov/transmittals/downloads/R1864CP.pdf on the CMS website.

If you have any questions regarding this issue, refer to the “Contact Us” page of our Web site to call the
Provider Contact Center.

MLN Matters® MM6747
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Medicare A Newsline Quality Survey
Please take a moment to let us know your thoughts regarding this issue of the Medicare A Newsline.

Your Name (optional):

Telephone Number (optional):

Please rate the publication by circling the number of your choice.
(10 = Excellent, 5 = Satisfactory, 1 = Unacceptable)

1. Usefulness of the information.
10 9 8 7 6 5 4 3 2 1
2. Organization and layout of the information.
10 9 8 7 6 5 4 3 2 1
3. Design and physical appearance of the publication.
10 9 8 7 6 5 4 3 2 1
4. Value of Medicare A Newsline as a reference item.
10 9 8 7 6 5 4 3 2 1
5. Do you use the website to obtain copies of the Medicare newsletter?

Yes No

6. What can we do to make Medicare A Newsline a more effective publication?

Thank you for your time.
Please fax or mail your response to:

Cahaba Government Benefit Administrators, LLC
Provider Outreach and Education

PO Box 12967

Birmingham, Alabama 35202

Fax: 912 921-3066
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