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A New Congress is Sworn In – Who’s In Charge?

On January 5th, America witnessed the 112th peaceful transfer of power in our government when the new Congress was sworn into office.

435 individuals were sworn in as Representatives in the House of Representatives and nearly 40 individuals were sworn in as United States Senators.   For the next two years, these individuals, along with the returning U.S. Senators, will control the legislative branch of our government.  

The 112th Congress will have far more Republicans than were serving in Congress during the 111th Congress.  The GOP picked up enough seats in the House to take control of that Chamber.     As a result of GOP gains, John Boehner (R-OH) was elected Speaker of the House, replacing Nancy Pelosi (D-CA) and Eric Cantor (R-VA) will be the new House Majority Leader, replacing Steny Hoyer (D-MD).   

In addition, each House Committee will now have a Republican Majority.  Below are the names of the new GOP Chairs and the Ranking Minority Members of the two key House Committees that deal with Health Policy.

Ways & Means Committee

Chair – Dave Camp (D-MI)

Ranking Minority Member – Sander Levin (D-MI)

Energy and Commerce

Chair – Fred Upton (D-MI)

Ranking Minority Member – Henry Waxman (D-CA)

Although the Senate remains under the control of the Democratic Party, the size of the majority enjoyed by Senate Democrats is far smaller than what existed during the 111th Congress.  

At one point during the 111th Congress, the Democratic Party controlled 60 seats:  58 Democrats and two Independents who caucused with the Democrats compared to 40 Republican Senators.  

For the 112th Congress, the ratio stands at 51 Democrats, 2 Independents (who continue to caucus with the Democrats) and 47 Republicans.  

The Senate Finance Committee and the Health Education, Labor and Pensions (HELP) Committee – the key Senate Committees dealing with health policy – remain under Democratic Party control with Senator Max Baucus (D-MT) continuing as Chairman of the Finance Committee and Tom Harkin (D-IA) continuing as Chair of the HELP Committee.  On the GOP side of the aisle, Senator Orin Hatch (R-UT) takes over as the Ranking Minority Member of the Finance Committee and Senator Mike Enzi (R-WY) returns as the Ranking Minority Member of the HELP Committee.

Although the Democrats remain firmly in control of all Senate Committees, the size of the majorities in the 112th Congress is smaller, reflecting the overall GOP gains in the full Senate.  
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Does it Make a Difference?

As we embark on the latest iteration of “divided government” it will be interesting to see how all of the players use the various powers entrusted to them through the Constitution.  While the GOP enjoys a healthy majority in the House, the size of the majority is insufficient to override a Presidential veto.  

In the Senate, many of the newly elected Democratic Senators ran on decidedly “conservative” platforms often openly disagreeing with the President’s polices on such things as healthcare reform, taxes and energy policy.  Will the Senate GOP be able to establish a functional majority despite its lack of a numerical majority?  Will Senate Democrats hold together and can they entice enough GOP Senators to work with them to avoid legislative gridlock?
Already we’ve seen the House pass legislation repealing the Patient Protection and Affordable Care Act with a vote that was almost totally partisan.  Every GOP Representative voted to repeal the PPACA and nearly every Democratic Representative voted against repeal.  When identical repeal legislation came up in the Senate, Democrats were unanimous in opposing repeal and Republicans were unanimous in favor of repeal.   

These early votes on healthcare reform were interesting and made for nice stories on the nightly news or the morning headlines but in large measure, they were political theater.  That’s not to suggest that they were unimportant or a waste of time, but the outcomes of the votes were largely known ahead of time.  And the President had made clear before the votes that should they somehow pass, and repeal legislation made it’s way to his desk, he would veto the bill.  

Voting forces a politician to go past the rhetoric and actually assert a definitive position of Yea or Nay.  To that extent, votes are important even if the outcome of the vote may appear futile at the time it is being cast. 

Only time will tell whether the new GOP majority in the House or the narrowed Democratic majority in the Senate will make a difference in the types of policies we see coming out of Washington. 

But now that we appear to be past the “repeal” phase of the healthcare reform debate, we enter the more interesting phase called – “replace”.
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Healthcare Reform: Repeal or Replace or Neither?

Shortly after the results of the November elections were in and it was clear that the GOP had won control of the House and narrowed the size of the Democratic majority in the Senate, public discussion of what to do with healthcare reform rose to the top of the agenda.  

Speaker-elect Boehner and Senate Minority Leader Mitch McConnell announced that they would pursue a “Repeal and Replace” strategy.  First, the GOP would vote – or attempt to vote – on legislation repealing the Patient Protection and Affordable Care Act and then move on to a strategy of adopting policies that would replace the PPACA.  The goal of the repeal part of the slogan was pretty self-evident but the replace part was much harder to define.  

As noted in the previous story, the Congress has dealt with the repeal phase of the debate with the House voting for repeal and the Senate rejecting repeal.  So what happens now?

Shortly after the House voted to repeal the Patient Protection and Affordable Care Act, it moved to the consideration of a non-binding Resolution directing key House Committees to immediately begin consideration of legislation replacing various provisions of the PPACA with policies that were more to the liking of the GOP majority.  

The President, for his part, held open the door to reforming the PPACA when the President and the Republicans could find ways to, in the President’s words, “improve” the underlying legislation.  But the President made it clear that he would not support repeal of the law nor would he stand-by and allow the Congress to gut the law.

Some of the issues the GOP has indicated it wants to put on the table for consideration are:

1.  Repeal of the individual and employer mandates

2.  Approval of legislation authorizing so-called Association Health Plans

3.  Legislation authorizing the sale of health insurance across state lines

4.  Meaningful medical malpractice reform

Many of the key “insurance reform” provisions of the PPACA are very intricate and inter-related. What impact would repeal of some provisions have on provisions of the PPACA that have not been part of the “repeal and replace” discussion?

For example, if the individual mandate is repealed either legislatively or by the Courts, what happens to the provision in the PPACA that makes it illegal to include a pre-existing condition clause in insurance policies beginning in 2014?  Similarly, what happens to the prohibition on life-time limits or caps in insurance company payments?

Even though the new Congress may not explicitly vote to repeal these popular provisions, would they be rendered unworkable if the mandates are repealed?

President Obama is still the President and he wields significant power in the legislative process and, like the Glen Close character in the movie “Fatal Attraction” he will NOT be ignored.
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Healthcare Reform – The Courts Weigh In
On March 23, 2010, the Patient Protection and Affordable Care Act was signed into law by President Obama.  As Vice President Joe Biden famously said at the time, “this is a big F***ing deal”.  Over the ensuing days and weeks, several states and individuals filed suits in federal court challenging various provisions of the law as being unconstitutional.  
Within the past few months, two federal judges have ruled all or part of the Patient Protection and Affordable Care Act (PPACA) unconstitutional and two federal judges have ruled the PPACA constitutional.   As the respective rulings were announced, supporters of the winning side of the case could be heard quoting Vice President Biden…

But now, we are left with wildly different interpretations of the constitutionality of the PPACA.  

All sides in this dispute agree that these cases will ultimately be decided by the Supreme Court.  Now, the only question is when will the cases get to the SCOTUS and when will they render a decision.  

Some legal scholars have estimated that it could take upwards of two years for the cases to make their way to the Supreme Court.  Some of the litigants have requested an expedited review and formally asked the Supreme Court to take the case now and bypass the Appellate Courts (something the court can do – remember Bush vs. Gore?).

No one knows for sure how the Supreme Court will act.  If you’ve not had a chance to read any of the Federal Court decisions, I encourage you to get a copy – they’re readily available on the internet – and evaluate for yourself the legal/constitutional reasoning behind the respective judges decision.  

Regardless of one’s opinion on the legal issues, I think most people are in agreement that in the long-run, it would be better to have a decision sooner rather than later.  If it’s constitutional, then say so and let’s get on with implementing the law.  If it’s unconstitutional, then let’s stop spending money implementing a law that does not stand up to legal scrutiny and will not go into effect.  
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SGR Reform

Cuts in Medicare physician fee schedule payments due to the Sustainable Growth Rate (SGR) were avoided for 2011.  However, this was only a one-year fix.  Unless the new Congress enacts legislation during 2011, physicians are facing an SGR related cut in their fee schedule payments of nearly 30% on January 1, 2012.  

On January 20, 2011, the House of Representatives overwhelmingly approved an amendment instructing the Ways and Means and Energy and Commerce Committees to include a permanent fix to the Medicare physician payment formula in legislation to replace the Patient Protection and Affordable Care Act. 

The amendment, offered by Representative Matheson (D-UT), was approved by a vote of 428 – 1.  It should be noted that this instruction is not technically binding on the Committees and it was attached to a Resolution instructing various Committees to report legislation that would replace the Patient Protection and Affordable Care Act.

Fixing SGR has long-enjoyed bi-partisan support.  In the past, Republicans and Democrats have worked both independently and together to come up with alternatives to the SGR.  The reason those alternatives have not been enacted comes down to one thing: COST.  According to the Congressional Budget Office (CBO), “fixing” the SGR problem will result in increased Medicare expenditures of between $250 and $300 Billion over the next 10 years.  

Under the Budget Rules that govern how Congress operates, enacting a change in the Medicare program that would increase expenditures beyond current projections requires either offsetting cuts in the Medicare program  or an increase in revenue into the Trust Fund sufficient to cover the cost of the change, or a combination of both.

So the issue becomes not how to fix the SGR but rather how to pay for that fix.

HBMA continues to advocate for a permanent SGR fix that is fair and equitable for physicians and other providers and it will work with the key Congressional Committees charged with making recommendations to achieve that result.  
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Senate Votes to Repeal 1099 Reporting Provision

As part of the Patient Protection and Affordable Care Act, Congress mandated that beginning in 2012, all businesses, not-for-profit groups and government offices, must file a 1099 form with the IRS when they purchase $600 or more in goods or services from another business in a given year.  You will recall that previously, the law required 1099 forms only for services above that threshold amount.  
At the time the provision was adopted, the Congressional Budget Office estimated that the new requirement would raise more than $19 billion in new revenue to the federal treasury.  However, it would also create a significant new burden on businesses to keep track of the transactions subject to the new reporting requirement.

Almost since the enactment of the PPACA, business groups, including HBMA, have complained about this provision and urged it’s repeal.  The Senate vote to repeal the 1099 reporting provision is one of the first examples of a truly bi-partisan initiative. The amendment, sponsored by Senator Debbie Stabenow (D-MI), was attached to a Federal Aviation Administration bill (S. 223) by a vote of 81 Yeas to 17 Nays.   
Because the repeal of the 1099 provision would add to the deficit if not “offset”, the Amendment adopted by the Senate also called upon the Office of Management and Budget (OMB) to find unobligated federal funds to replace the revenue from the provision.

House Leaders – both Republicans and Democrats – have expressed a desire to repeal this provision and it is expected that the House will take up similar legislation in the near future.  Business community activists are confident that legislation repealing the 1099 reporting requirement will be as successful in the House as it was in the Senate.  

Finally, President Obama has indicated that if the Congress sends him legislation repealing the 1099 requirement, he will sign that into law.  
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NCQA issues new standards for Patient Centered Medical Home

On January 31, the National Committee for Quality Assurance (NCQA) released new standards for its Patient-Centered Medical Home (PCMH) program. According to a press release issued by the organization, “The new standards call on medical practices to be more patient-centered, and reinforce federal “meaningful use” incentives for primary care practices to adopt health information technology.”
 
Under the Patient Protection and Affordable Care Act, PCMH’s are expected to take on a greater role in our nation’s healthcare delivery system.  Although many of the “incentives” and enhancements available to PCMH’s have yet to be articulated by the federal government, a close reading of the PPACA suggests that this model of care delivery will be the focal point of many of the payment reforms the legislation will encourage.

NCQA and other advocates believe that the patient-centered medical home is a model of care emphasizing care coordination and communication to transform primary care into “what patients want it to be.”

The new standards—PCMH 2011—marks the debut of the next generation of the NCQA Recognition program that designates high-quality primary care practices as patient-centered medical homes.

By the end of 2010, over 7,000 clinicians at more than 1,500 sites used NCQA standards to become patient-centered medical homes.
In announcing the new standards, NCQA President Margaret O’Kane said, “By emphasizing access, health information technology and partnerships between clinicians and patients to improve health, these new standards raise the bar in defining high-quality care.”  Susan Edgman-Levitan, Chair of the NCQA Advisory Committee that developed these new standards said “NCQA’s new medical home standards will enhance care coordination, clinician and staff satisfaction and primary care quality nationwide, while putting patients in the driver’s seat to manage their health.”
 
Some of the changes incorporated into these new standards are:

1.  
More emphasis on being patient-centered, using patient feedback.

2.  
Greater emphasis on access to care during and after office hours, and managing care in 
collaboration with patients and families. 
3. 
 Increased attention to providing services in patients’ preferred languages, helping 
patients with self-care and facilitating patient access to community resources. 
4.
Support for health information technology.  Federal “meaningful use” language is 
included in the 2011 standards.   

If you would like to get a copy of the standards, go to:

www.ncqa.org/view-pcmh2011. 

There is no charge for this document.
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Health Care Fraud and Abuse Still a Target
According to a press release issued jointly by the Department of Health and Human Services and the Justice Department, “more than $4 billion stolen from federal health care programs was recovered and returned to the Medicare Health Insurance Trust Fund, the Treasury, and others in FY 2010.”   The release goes on to state that this level of recoupment “is an unprecedented achievement for the Health Care Fraud and Abuse Control Program (HCFAC), a joint effort of the two departments to coordinate Federal, State, and local law enforcement activities to fight health care fraud and abuse. “

In addition, HHS announced new rules that the Agency believes will help to prevent and fight fraud, waste and abuse in Medicare, Medicaid and the Children’s Health Insurance Program (CHIP).  The new regulations will require enhanced screenings and enrollment requirements for certain providers, increased data sharing across government, expanded overpayment recovery efforts, and greater oversight of private insurance. 

According to HHS, During 2010, the program resulted in: 

· 140 indictments involving charges filed against 284 defendants who collectively billed the Medicare program more than $590 million; 

· 217 guilty pleas negotiated and 19 jury trials litigated, winning guilty verdicts against 23 defendants; and 
· Imprisonment for 146 defendants sentenced during the fiscal year, averaging more than 40 months of incarceration. 
During 2010, the Justice Department also opened 1,116 criminal health care fraud investigations and filed criminal charges in 488 cases involving 931 defendants.  A total of 726 defendants were convicted for health care fraud-related crimes during the year. 
Among the new rules and authorities CMS will be using this year are: 

1.
A new provider screening process for providers and suppliers enrolling in Medicare, 
Medicaid and CHIP to keep fraudulent providers out of those programs. Providers and 
suppliers that have been identified in the past as posing a higher risk of fraud (i.e. DME 
and Home Health)  will be subject to a more thorough screening process.  

2.
New enrollment processes for Medicaid and CHIP providers.  States will have to 
screen 
providers who order and refer to Medicaid beneficiaries to determine if they have 
a history of defrauding government.  
Providers that have been kicked out of Medicare or 
another State’s Medicaid or CHIP will be barred from all Medicaid and CHIP programs. 

3.
New Authority to temporarily stop enrollment of new providers and suppliers.  
Medicare and State agencies will become more aggressive in trying to prevent fraud 
before it occurs, using advanced predictive modeling software, such as that used to detect 
credit card fraud.  If a trend is identified in a category of providers or geographic area, the 
program can temporarily stop enrollment as long as that will not impact access to care 
for patients.
4.
New authority to temporarily stop payments to providers and suppliers in cases of 
suspected fraud.  Under the new rules, if there has been a credible fraud allegation, 
payments can be suspended while an action or investigation is underway.  

Much of the new enforcement efforts appear to be targeted to so-called “high risk” areas.  HBMA will monitor the use and application of the new tools to ensure that honest providers are not inadvertently harmed.  Further HBMA remains concerned that the new authority to “suspend” enrollment could be abused and establish a de facto “Certificate of Need” process for provider enrollment.  
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Speaking of Fraud and Abuse

Each year, the Department of Health and Human Services (HHS) issues a financial report on the fiscal operations of the agency.  This audit is conducted by a private firm.  The 2010 audit was conducted by the accounting firm, Ernst and Young. 

According to the report, several Billion dollars allocated to HHS cannot be account for and the agency is not in compliance with federal financial standards adopted in 1996.  Even more damaging is the assertion by Ernst and Young, these problems are not new.  HHS in response to the report acknowledges deficiencies but asserts that it is in the process of addressing those deficiencies.
According to Ernst and Young, there is a $3 Billion difference between what the Treasury Department says was given to the agency for departmental operations over the past 6 years and what the agency records show was actually obligated.  It is conceivable that as much as $2 Billion is in financial limbo – neither obligated nor spent by the agency.  This still leaves another nearly $1 Billion unaccounted for and there is concern about just where this money ended up.
The Centers for Medicare and Medicaid Services (CMS) was singled out for criticism by the Ernst and Young auditors.  

According to their report, many of CMS’s contractors (MACs, FIs, Carriers, etc.) use outdated or antiquated accounting systems which helps to account for some of the problems.  Although no individual deficiency rose to the level of a “material weakness” the cumulative effect of all of the individual deficiencies led the auditors to conclude that there were “material weaknesses” in the agency’s financial system.  
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Just Get Me To the MAC On Time…

The Centers for Medicare & Medicaid Services (CMS) has asked HBMA and other organizations to remember that all claims for services furnished on or after Jan 1, 2010, must be filed with your Medicare contractor no later than one calendar year (12 months) from the date of service.  Failure to meet this deadline will result in the claim being denied by Medicare. 

In general, the start date for determining the 1-year time period is the date of service or the “From” date on the claim.  For claims submitted by physicians and other suppliers that include span dates of service, the “From” date is used for determining the date of service for claims filing timeliness purposes.  For institutional claims that includes the span dates of service (i.e., a “From” and “Through” date on the claim), the “Through” date on the claim is used for determining the date of service for filing timeliness.  

For additional information on this new policy, CMS recommends you contact your Medicare Contractor.  Prior to contacting your Medicare Contractor, you may want to read the following MedLearn Matters articles:

Maximum Period for Submission of Medicare Claims Reduced to Not More Than 12 Months http://www.cms.gov/MLNMattersArticles/downloads/MM6960.pdf 

Timely Claims Filing: Additional Instructions
 http://www.cms.gov/MLNMattersArticles/downloads/MM7080.pdf 

Changes to the Time Limits for Filing Medicare Fee-for-Service Claims
 http://www.cms.gov/MLNMattersArticles/downloads/MM7270.pdf 
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If You Are Not Happy With The Care You Received, Please Contact…

CMS has issued a Notice of Proposed Rulemaking (NPRM) that would require most Medicare providers to give Medicare beneficiaries written notice about their right to contact a Medicare Quality Improvement Organization (QIO) with concerns about the quality of care they receive under the Medicare program.  The language is specifically targeted towards those entities defined in the Medicare statute as “providers” or “suppliers”.  Physicians are neither “providers” nor “suppliers” under the Medicare statute and therefore are exempt from this new initiative.

Currently, only beneficiaries admitted to hospitals as inpatients are required to receive information about contacting their state QIO regarding quality of care issues.  The new proposed rule would require that as a condition to participate in the Medicare program, providers and suppliers would need to inform beneficiaries of their right to complain to a QIO about quality of care, as well as how to contact their local QIO. The following providers and suppliers are covered by this proposal:

· Clinics, rehabilitation agencies, and public health agencies that provide outpatient physical therapy and speech-language-pathology services 

· Comprehensive outpatient rehabilitation facilities 

· Critical access hospitals 

· Home health agencies 

· Hospices 

· Hospitals 

· Long-term care facilities 

· Ambulatory Surgical Centers 

· Portable x-ray services 

· Rural health clinics and Federally Qualified Health Centers

Historically, the Quality Improvement Organizations have been “complaint drive” organizations using beneficiary complaints to improve quality of care.  QIOs investigate beneficiary complaints, gather facts from all parties involved, and recommend action to help providers and suppliers improve quality of care. 

It is not clear how this type of “whistleblower” approach to quality improvement affects the provider-patient relationship.
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ICD-10 Effective Date – Are you on Track?

2013 seems so far away.  When one thinks about all of the things that could occur between now and then, it almost seems absurd to think that billing companies should be taking steps to meet the October 1, 2013 deadline for implementation and use of the ICD-10 codes.   But when you consider all of the things that have to get done to “go live” by that date, it’s really not too far off.

On January 12, 2011 the Centers for Medicare and Medicaid Services (CMS) hosted a call-in program on the continuing topic of providers getting ready for the transition to ICD-10 and the 5010 operating system. 

As has become the custom for these ICD-10 programs, during the first part, CMS re-emphasized, once again, that the start date for the use of ICD-10 is October 1, 2013 and that there will be no delays or grace periods from this date.   They really mean it this time.  In fact, no one even winked or gave a wry, side-ways smile when they said that date.

CMS reminded the audience that ICD-10-CM (diagnosis) must be used by all providers in every health care setting and that ICD-10-PCS (procedures) will be used only for inpatient hospital claims. There will be no change in the use of CPT codes. ICD-9 codes will not be accepted after October 1, 2013 nor will ICD-10 codes be accepted for services before October 1, 2013. 

Although CMS has developed an ICD-9 to ICD-10 crosswalk known as the General Equivalence Mappings (GEMs) to assist converting data from ICD-9 to ICD-10, the use of GEMs is not a substitute for learning the new ICD-10 codes. 
CMS also asked that billing companies and providers be reminded that the last regular updates to both ICD-9 and 10 will be made on October 1, 2011.  A partial “freeze” on the issuance of new codes will be in place from October 1, 2011 until October 1, 2013.  The only changes that will occur during this period will be codes based on new technologies or new diseases.  To the extent these are necessary, the ICD-9 changes will be made on October 1, 2012 and then changes to ICD-10 alone under the same criteria on October 1, 2013.  Regular updates to ICD-10 will resume on October 1, 2014. 
Any proposed codes that do not meet the criteria (new technology or new disease) will be held over until after October 1, 2014 for inclusion in ICD-10. Payers will continue to make independent judgments as to how unspecified codes will be made under both coverage and payment policies.
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IPAB under the microscope
One of the more controversial provisions of the Patient Protection and Affordable Care Act was the creation of a new federal Board called the Independent Payment Advisory Board (IPAB).

The IPAB will be a new, very powerful 15-member panel that will be charged with making “recommendations” to the President on how to control future healthcare spending.  By law, “recommendations” by the Board will become law unless the House and the Senate each adopt, by a three-fifths majority, a resolution to block them. If the president vetoes the resolution, two-thirds of each chamber would have to vote to override the veto in order to block the recommendations. The panel is slated to begin its work in 2014.

If several House Republicans have their way, however, the new Board will have it’s wings clipped before it ever takes off.  As part of the Healthcare Reform “replace” initiative a group of House Members have  announced that they will attempt to repeal the so-called “advisory board” created to control the growth of Medicare spending and ultimately healthcare spending in general.

The IPAB repeal initiative is being spearheaded by Representative Phil Roe (R-Tennessee).  In a statement announcing the effort, Rep. Roe’s office said “the board is a harmless-sounding entity that would in effect cede congressional control over Medicare oversight and expenditures.  This board does not have a mandate to improve patient care — it has a mandate to meet a budget and that harms patient care.”   Prior to being elected to Congress in 2008, Representative Roe was practicing Obstetrician-Gynecologist in Johnson City, Tennessee.
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CMS Transmittals

The following Transmittals have been released by CMS within the past 30 days.  
	Transmittal 
Number
	Subject:
	Effective 
Date

	R859OTN
	Additions To and Revisions of Existing G-Codes for the Reporting of Skilled Nursing Services and Skilled Therapy Services in the Home Health or Hospice Setting
	01/03/2011

	R2147CP
	Quarterly HCPCS Drug/Biological Code Changes - April 2011 Update
	04/04/2011

	R2150CP
	April Update to the CY 2011 Medicare Physician Fee Schedule Database (MPFSDB)
	04/04/2011

	R858OTN
	Accreditation for Physicians and Non-Physician Practitioners Supplying the Technical Component of Advanced Diagnostic Imaging Services
	07/05/2011

	R2148CP
	Auto Denial of Claim Line(s) Items Submitted With a GZ Modifier
	07/05/2011

	R366PI
	Auto Denial of Claim Line(s) Items Submitted With a GZ Modifier
	07/05/2011

	R183FM
	To Create Form 9 Within the Contractor Reporting of Operational and Workload Data (CROWD) System for the Reporting of Primary Care Incentive Payments (PCIP) and HPSA Surgical Incentive Payments (HSIP)
	07/05/2011

	R856OTN
	Implementation of the Health Insurance Portability and Accountability Act (HIPAA) Version 5010 276/277 Claim Status Edits July 2011 Release
	07/05/2011

	R854OTN
	Health Insurance Portability and Accountability (HIPAA) 5010/D.0 Fixes
	07/05/2011

	R67GI
	April 2011 Update to the CMS Standard File for Reason Codes from the Fiscal Intermediary Shared System (FISS)
	04/04/2011

	R855OTN
	July Common Edits and Enhancements Module (CEM) and Receipt, Control, and Balancing Updates
	07/05/2011

	R853OTN
	Currently Not Collectible (CNC) and Write-Off Closed Recommendations for claims Eligible for Section 935 Limitation on Recoupment of the Medicare Modernization Act (MMA)
	07/05/2011

	R2144CP
	Affordable Care Act - Section 3113 -Laboratory Demonstration for Certain Complex Diagnostic Tests
	07/05/2011

	R67DEMO
	Affordable Care Act - Section 3113 - Laboratory Demonstration for Certain Complex Diagnostic Tests
	07/05/2011

	R849OTN
	Modifications to the Implementation of the PWK (paperwork) segment for X12N Version 5010
	07/05/2011

	R846OTN
	Additional Healthcare Common Procedure Coding System (HCPCS) Codes Payable Under the Replacement Parts, Accessories, and Supplies Pricing Logic Established By Change Requests (CRs) 5917 and 6573
	07/05/2011

	R851OTN
	Update to the Fiscal Intermediary Shared System (FISS) End of Present on Admission (POA) Indicator Logic for Version 5010 837I Electronic Health Care Claim Submissions
	07/05/2011

	R78MSP
	Updates to the Electronic Correspondence Referral System (ECRS) Web User Guide v1.0 and Quick Reference Card v1.0
	03/01/2011

	R136BP
	Clarification of Existing Policy Regarding Items and Services Included Under the End Stage Renal Disease (ESRD) Composite Payment Rate
	02/25/2011

	R847OTN
	Health Insurance Portability and Accountability Act (HIPAA) 5010 and D.0 Medicare Administrative Contractor (MAC) Trading Partner Testing Direction for Calendar Year 2011
	03/01/2011

	R365PI
	Diabetes Self-Management Training (DSMT)
	04/29/2011

	R848OTN
	FISS System Changes for the Elimination of Lump Sum Purchase Payment for Standard Power Wheelchairs Furnished on or After January 1, 2011, Due to the Affordable Care Act
	07/05/2011

	R852OTN
	Expansion of Multi Carrier System (MCS) Procedure Code File to Accommodate ICD-10 Diagnosis Codes
	N/A

	R850OTN
	Health Insurance Portability and Accountability Act (HIPAA) 005010 837 Institutional (837I) Edits and 005010 837 Professional (837P) Edits - July 2011 Version
	07/05/2011

	R2142CP
	CY 2011 Update for Durable Medical Equipment, Prosthetics, Orthotics and Supplies (DMEPOS) Fee Schedule
	01/03/2011

	R2141CP
	January 2011 Update of the Hospital Outpatient Prospective Payment System (OPPS)
	01/03/2011

	R836OTN
	Accreditation for Physicians and Non-Physician Practitioners Supplying the Technical Component of Advanced Diagnostic Imaging Services
	07/05/2011

	R2136CP
	Medicare and Medicaid Extenders Act of 2010 (MMEA) Extension of Reasonable Cost Payment for Clinical Lab Tests Furnished by Hospitals with Fewer Than 50 Beds in Qualified Rural Areas
	07/05/2011

	R2140CP
	Changes to the Time Limits for Filing Medicare Fee-For-Service Claims
	02/22/2011

	R839OTN
	Improved Processing of Oxygen Services on Home Health Claims
	07/05/2011

	R2135CP
	April 2011 Quarterly Average Sales Price (ASP) Medicare Part B Drug Pricing Files and Revisions to Prior Quarterly Pricing Files
	04/04/2011

	R842OTN
	Off-Cycle Release of the Inpatient Prospective Payment System (IPPS) Pricer to Accept Diagnosis Codes and to Pass a Low-Volume Payment Amount
	07/05/2011

	R840OTN
	Revision of the ICD-9 CM Codes Recognized for a Co-morbidity Payment Adjustment under the End Stage Renal Disease Prospective Payment System
	07/05/2011

	R2137CP
	Certified Registered Nurse Anesthetist (CRNA) Services in a Method II Critical Access Hospital (CAH) Without a CRNA Pass-Through Exemption
	07/05/2011

	R77MSP
	Categorizing Diagnosis Codes 500-508 and 800-999 on Incoming Medicare Secondary Payer (MSP) Claims and on the MSP Auxiliary File for non-Group Health Plan (GHP) Claims
	07/05/2011

	R843OTN
	Processing Claims Spanning More than Ten Years with Unlimited Occurrence Span Codes (OSCs): Phase III
	07/05/2011

	R845OTN
	Updates to the Electronic Correspondence Referral System (ECRS) Web User Guide v1.0 and Quick Reference Card v1.0 and VMS updates
	07/05/2011

	R841OTN
	Enhancements to the Recovery Audit Contractor (RAC) Mass Adjustment/Reporting Process in FISS
	07/05/2011

	R835OTN
	CMS Standard Edit/Audit Setting Update
	07/05/2011

	R837OTN
	Expand the Multi-Carrier System (MCS) Diagnosis File to Accommodate ICD-10 Diagnosis Codes
	07/05/2011

	R838OTN
	Entering Re-enrollment Bars in Section 3 of the Provider Enrollment, Chain and Ownership System (PECOS)
	02/22/2011

	R2138CP
	Modifications to the Common Working File (CWF) Logic In Support of the National Coordination of Benefits Agreement (COBA) Crossover Process
	07/05/2011

	R2134CP
	End Stage Renal Disease (ESRD) Prospective Payment System (PPS) and Consolidated Billing for Limited Part B Services
	01/03/2011

	R2133CP
	Changes to the Laboratory National Coverage Determination (NCD) Edit Software for April 2011
	04/04/2011

	R130NCD
	Home Oxygen Use to Treat Cluster Headache (CH)
	02/15/2011

	R182FM
	Notice of New Interest Rate for Medicare Overpayments and Underpayments, 2nd Notification for FY 2011
	01/24/2011

	R2132CP
	2011 Durable Medical Equipment Prosthetics, Orthotics, and Supply Healthcare Common Procedure Coding System (HCPCS) Code Jurisdiction List
	02/15/2011

	R834OTN
	Medicare Fee-For-Service (FFS) Companion Guide
	02/15/2011

	R363PI
	Changes to the Laboratory National Coverage Determination (NCD) Edit Software for April 2011
	02/15/2011

	R833OTN
	Emergency Update to CY 2011 Medicare Physician Fee Schedule (MPFS) Database
	N/A

	R830OTN
	J15 Part A and Part B Medicare Administrative Contractor (A/B MAC) New Workload Numbers for the States of Kentucky, Ohio and the Regional Home Health Intermediary (RHHI) Region B Workloads, as well as the Split of the Customer Information Control System (CICS) Production and UAT Regions for the Part B Ohio/West Virginia Workloads and the Part B Kentucky/Indiana Workloads.
	04/30/2011

	R2131CP
	Claim Adjustment Reason Code (CARC), Remittance Advice Remark Code (RARC), and Medicare Remit Easy Print (MREP) Update
	04/04/2011

	R66GI
	Change Request (CR) Definitions
	02/08/2011

	R95MCM
	Chapter 1, General Provisions
	01/07/2011

	R70SOMA
	Revisions to Appendix PP, State Operations Manual (SOM): Guidance to Surveyors for Long Term Care Facilities (LTC) for Minimum Data Set (MDS) 3.0 Implementation October 1, 2010 
	10/01/2010

	R831OTN
	Analysis CR - The Inclusion of Veterans Administration (VA) Skilled Nursing Facility (SNF) claims to the VA Medicare Remittance Advice (eMRA) Process
	01/03/2011

	R181FM
	Add Physician Specialty Codes for Cardiac Electrophysiology (21) and Sports Medicine (23) to CROWD Forms "";F""; (ParDoc) and "";8""; (OptOut).
	07/05/2011

	SE1032
	Expansion of Durable Medical Equipment (DME) Supplier Standards
	N/A

	SE1037
	Guidance on Hospital Inpatient Admission Decisions
	N/A


