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Veni, Vidi, Discedi
Julius Caesar, in describing his swift victory in Pontus, famously wrote to the Roman Senate, “Veni, Vidi, Vici” – I came, I saw, I conquered.  
I was reminded of that phrase as I thought about the Congress’ brief 3 week return to Washington DC following the month-long August recess.  Except that instead of Veni, Vidi, Vici, the session could best be described as Veni, Vidi, Discedi – I came, I saw, I left…

So little was accomplished during the brief session that one could easily question why they even came back.  After being home for more than 5 weeks, Congress returned to “action” on September 13th and adjourned until after the November election on September 30th.  
Congress failed to act on the looming physician fee schedule cuts slated to take effect on December 1, 2010, the tax cuts scheduled to expire on January 1, 2011 and failed to enact a single Appropriations bill providing funding for Fiscal Year 2011, despite the fact that the Federal Fiscal Year 2010 ended on September 30th.  The Congress did pass and send to the President a Small Business tax relief bill.
The only other substantive action taken by Congress during the month of September was approval of what is called a Continuing Resolution (CR) that will allow the federal government to continue spending money until December 4th at the 2010 funding level.  As it currently stands, Congress is planning to return to Washington on November 15th for what is referred to as a “lame duck” session.  As noted, the Continuing Resolution provides funding for all government agencies until December 4th.  This means that between November 15th and December 4th, Congress must pass 13 appropriations bill – many of which have not even been reported out of Committee – as well as legislation dealing with the SGR problem AND address the looming expiration of the so-called “Bush Tax Cuts”. 
It is highly unlikely that the “lame duck” Congress will pass any of the 13 Appropriations bills, necessitating another Continuing Resolution.  Whether that CR is for all of Fiscal Year 2011 or short-term (2 – 3 months), remains to be seen.  The SGR fix and the Tax cut issues are highly politically charged, and it is not clear how these will be dealt with during the lame duck.  

It is conceivable – some consider it likely – that Congress will defer action on SGR and allow both the December 1, 2010 SGR cut (23%) AND the January 1, 2011 SGR cut (6%) to take effect and leave it to the 112th Congress to rescind these cuts retroactively.  The 112th Congress is scheduled to convene on January 3rd.  

It is less likely that the lame-duck Congress will allow the tax cuts to expire on January 1, 2011.  A far more likely scenario would be that a bi-partisan coalition comes together to temporarily extend the tax cuts.  The most likely extension appears to be a two year extension of ALL the tax cuts.  
Lame duck sessions are notoriously unproductive.  The 2010 lame duck shows no signs of being any different.  There will potentially be dozens and dozens of Representatives and Senators voting on legislation after they’ve been rejected by the voters at the polls.  Further, if the predictions prove accurate, there could be a significant change in the make-up of the next Congress such that who is running Congress is dramatically different come January. 
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SGR – What Can You Do?

As noted above, it is conceivable that Congress will fail to act on rescinding the SGR related cuts when it reconvenes in mid-November.  Whether this happens or not could largely depend upon the determination by Members of Congress that their constituents – Medicare beneficiaries, physicians, billing companies, etc. – just don’t care.   Over the next 30 days, it is our job to make sure that Congress understands that we do care and that fixing the SGR problem is important.  

In late September, HBMA sent a letter to House Speaker Nancy Pelosi and Senate Majority Leader Harry Reid urging them to bring forward legislation preventing both the December 1, 2010 SGR cut as well as the January 1, 2011 SGR cut from taking place.   Subsequent to sending that letter, HBMA arranged to have a copy of that letter delivered to the offices of all 535 Members of the House and Senate.  

In addition, HBMA has provided a mechanism for HBMA members and their clients to send their own SGR message to their elected officials.  Contact Congress is a relatively new service being offered by HBMA where you can go and either use the SGR message HBMA has created OR you can create your own customized message. Either one will be delivered electronically to YOUR Representative and Senators.  Once you are on the Contract Congress page, just follow the instructions on how to create and send your message.  If you’ve not done so already, you are strongly encouraged to take advantage of this new service and make your voice heard in the Halls of Congress!
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September 23rd – Several Healthcare Reform Provisions Kick-In

September 23rd marked the 6 month anniversary of the President signing the Patient Protection and Affordable Care Act (ACA) into law.  Several provisions became effective on this anniversary date.  These include:
· Prohibit Insurance Companies from Denying Coverage of Children Based on Pre-Existing Conditions. The new law includes new rules to prevent insurance companies from denying coverage to children under the age of 19 due to a pre-existing condition. Effective for health plan years beginning on or after September 23, 2010 for new plans and existing group plans.  
· Prohibiting Insurance Companies from Rescinding Coverage.  The ACA makes it illegal for insurance companies to rescind coverage. Effective for health plan years beginning on or after September 23, 2010.  

· Eliminating Lifetime Limits on Insurance Coverage. Under the ACA, insurance companies are now prohibited from imposing lifetime dollar limits on essential benefits.  Effective for health plan years beginning on or after September 23, 2010.
· Regulating Annual Limits on Insurance Coverage.  Under the new law, insurance companies’ use of annual dollar limits on the amount of insurance coverage a patient may receive will be restricted for new plans in the individual market and all group plans. Effective for health plan years beginning on or after September 23, 2010.  In 2014, the use of annual dollar limits on essential benefits like hospital stays will be banned for new plans in the individual market and all group plans. 

· Appealing Insurance Company Decisions.  The law provides consumers with a way to appeal coverage determinations or claims to their insurance company, and establishes an external review process. Effective for new plans beginning on or after September 23, 2010. 
· Providing Free Preventive Care.  All new plans must cover certain preventive services such as mammograms and colonoscopies without charging a deductible, co-pay or coinsurance. Effective for health plan years beginning on or after September 23, 2010. 

· Extending Coverage for Young Adults.  Under the new law, young adults will be allowed to stay on their parents’ plan until they turn 26 years old (in the case of existing group health plans, this right does not apply if the young adult is offered insurance at their workplace). While the provision takes effect in September, many insurance companies have already implemented this new practice. Check with your insurance company or employer to see if you qualify. Effective for health plan years beginning on or after September 23.
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New - Medicare Self-Referral Disclosure Protocol

Section 6409(a) of the Affordable Care Act (ACA) ACA requires the Secretary of Health and Human Services, in cooperation with the Inspector General of the Department of Health and Human Services, to establish a Medicare self-referral disclosure protocol (SRDP) that sets forth a process to enable providers of services and suppliers to self-disclose actual or potential violations of the physician self-referral provisions found in Section 1877 of the Social Security Act.

 

The SRDP requires health care providers or suppliers to submit all information necessary for CMS to analyze the actual or potential violation.  The ACA gives the Secretary of HHS the authority to reduce the amount due for violations of Section 1877.  For more information on the self-referral disclosure protocol, go to:  http://www.cms.gov/PhysicianSelfReferral/.
 

Back To Top
CMS Release new Anti-Fraud proposed rule

The Centers for Medicare & Medicaid Services (CMS) issued a proposed rule implementing several provisions of the Patient Protection and Affordable Care Act (ACA) aimed at preventing fraud in Medicare, Medicaid and the Children’s Health Insurance Program. 
This proposed rule would implement provisions of the Affordable Care Act that establish:
A. 
Procedures under which screening is conducted for providers of medical or other services 
and suppliers in the Medicare program, providers in the Medicaid program, and providers 
in the Children’s Health Insurance Program (CHIP); 
B.
An application fee to be imposed on providers and suppliers; 
C.
Temporary moratoria that may be imposed if necessary to prevent or combat fraud, 
waste, 
and abuse under the Medicare and Medicaid programs, and CHIP; 
D.
Guidance for States regarding termination of providers from Medicaid and CHIP if 
terminated by Medicare or another Medicaid State plan or CHIP; 
E.
Guidance regarding the termination of providers and suppliers from Medicare if 
terminated by a Medicaid State agency; and 
F.
Requirements for suspension of payments pending credible allegations of fraud in the 
Medicare and Medicaid programs. 
This proposed rule would also present an approach and request comments on the provisions of the Affordable Care Act that require providers of medical or other items or services or suppliers within a particular industry sector or category to establish compliance programs.

In the proposed rule, CMS recommends increased provider screening for certain categories of providers identified as:

Limited risk: physicians, non-physician practitioners (PAs, NPs, CNMs, PTs, OTs, etc.), 
medical groups and ambulatory surgery centers. This group will be subjected to licensure 
checks and other database checks.
  


Moderate risk:  independent diagnostic testing facilities (IDTF), independent clinical 
labs and other entities that are not publicly traded. This group will subject to a site visit in 
addition to licensure and other background checks.
  


High risk: newly-enrolled home health agencies and suppliers of Durable Medical 
Equipment (DME), Prosthetics, Orthotics, and Supplies, as well as any low- to moderate-
risk entities that have 
been the subjects of certain program sanctions. CMS proposes to 
subject this group to criminal background checks and fingerprinting requirements, in 
addition to a site visit and database checks. 
The proposed rule also provides details of several provisions found in the Affordable Care Act:

  

· Require state Medicaid programs to terminate a provider from enrollment in the state Medicaid program if that provider has been terminated by the Medicare program or another state’s Medicaid program.

· Suspension of payments to a provider or supplier where a credible allegation of fraud exists.

· Placement of a temporary moratorium on enrollment for certain types of providers or certain providers located in high-risk geographic areas.

· Require institutional providers to pay an application fee.  (When Congress authorized CMS to collect the provider application fee, it specifically exempted physicians from paying this fee).  

The proposed rule was published in the Federal Register on Sept. 23rd.  Public comments will be accepted until Nov. 16.  HBMA is currently reviewing the proposed rule and will be submitting comments as appropriate.
If you would like to review the proposed rule and submit your own comments, go to:
Anti-Fraud Proposed Rule.  You will also find instructions on how to submit your comments.
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IOM names panel to study geographic variation in health care spending

The Institute of Medicine (IOM) has named 18 people to a committee that will study geographic variation in health care spending and use. According to a press release issued by the IOM, “The study will consider a value index based on quality and cost measures that payers could use to promote high-value services by health care providers, and recommend changes to Medicare payment systems to promote high-value care, especially for high-volume, high-cost conditions.” Joseph Newhouse, professor of health policy and management at Harvard University, will chair the committee.
At the request of the HHS Secretary Kathleen Sebelius, Health and Human Services, the IOM panel will conduct a study on variation in health care spending and utilization across the country for individuals with Medicare, Medicaid, private insurance, or no insurance. Specifically, the IOM will examine how variation may or may not be related to factors such as: the cost of care, the supply of care, quality of care, and health outcomes.
The IOM panel is expected to recommend changes to specific Medicare payment systems that would promote high-value care, especially for high-volume, high-cost conditions. To this end, the IOM will consider a value index based on measures of quality and cost that payers could use to promote high-value services by health care providers.

Committee Members
	Joseph P. Newhouse, PhD (Chair)
 Paul B. Ginsburg, PhD.
	Alan Garber, M.D., PhD
Douglas Hastings, JD

	A. Mark Fendrick, MD
	John Bertko

	Karen Davis, Ph.D.
	Amber E. Barnato, MD

	Robert Bell, PhD
	Alan Weil, JD

	Brent C. James, MD
	Peter Bach, MD

	Thomas H. Lee, MD
	Sally C. Morton, PhD

	Kimberly S. Johnson, MD
	Robert D. Reischauer, PhD

	Mark B. McClellan, M.D, PhD
	Gail R. Wilensky, PhD
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Trend or Unfortunate Timing?
 
On September 30th, Capitol Associates was notified by Principal Financial Group – our health insurance provider for the past 10+ years – that the company had decided to pull out of the health insurance market.  We received our letter along with the more than 850,000 other health insurance subscribers covered by Principal.  In part, the letter states,
[image: image1.emf]Although the Company’s announcement does not say that the decision to pull out of the health insurance market was in any way related to the enactment of the Affordable Care Act earlier this year, there was considerable media speculation that the two events were related.  Certainly there have been other large insurers that have pulled out of the health insurance market in the past and those actions clearly had nothing to do with the enactment of healthcare reform.   If nothing else, the timing of this announcement certainly raised more than a few eyebrows.  
Similar reports began circulating in late September that many health insurance companies were discontinuing their “child-only” policies.  Among those announcing that they were pulling out of the “child only” market were:  WellPoint, UnitedHealth Group, Aetna, Cigna, and Humana -- and some nonprofit BlueCross/BlueShield plans.  These companies made no bones about the fact that their decision was directly related to the prohibition on including “pre-existing condition” clauses in health contracts covering children under the age of 19.  These companies will continue to cover children covered as dependents and those policies will not include any pre-existing condition provisions.  However, these companies felt that the risk exposure in the individual market was simply too great to justify remaining in this line of business.  
In a letter to the health insurance industry trade association, HHS Secretary Kathleen Sebelius said the following about the Health Plans’ decision, “"Regrettably, it appears that some of your members are now turning a blind eye and declining to sell new child-only policies in lieu of offering coverage to children with pre-existing conditions. This is inconsistent with your March letter.”  According to Secretary Sebelius, in March of this year, the Association of Health Insurance Plans (AHIP) committed to working with the Department to successfully implement this specific provision of the healthcare reform legislation.    
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Berwick Nominated to Head CMS - Again
No, this is not a misprint.  Although Donald Berwick has been serving as the Administrator of the Center for Medicare and Medicaid Services (CMS) since early summer, he is only in this position by virtue of a “recess appointment”.  Under the Constitution, certain positions in the Administration are filled by individuals appointed by the President of the United States with the “advice and consent” of the United States Senate.  Earlier this year, when President Obama became convinced that the Senate would not consider Dr. Berwick’s nomination to be CMS Administrator “expeditiously” he moved to appoint Dr. Berwick during a Congressional recess.  

Once he appointed Dr. Berwick through the recess appointment process, the President withdrew Dr. Berwick’s name from Senate consideration but then on September 13th, resubmitted his name.
Although Dr. Berwick is the official Administrator of CMS, he will only be able to serve as the Administrator of the agency until the end of 2011, unless the Senate moves to formally consider an approve his nomination. As previously noted, the Constitution provides for recess appointments, however, it also stipulates that such appointments are “temporary”.  Individuals appointed via this process are only allowed to serve in the position until the end of the 1st Session of the next Congress.  Because Berwick was appointed during the 2nd Session of the 111th Congress, technically he can serve under a recess appointment until the end of the 1st Session of the 112th Congress.  Thus, Dr. Berwick’s recess appointment will officially expire at the end of 2011. 

Senate Republicans were officially “outraged” by the President’s effort to circumvent the “advice and consent” role of the Senate by making the Berwick appointment during a Congressional recess.  It should be noted that President Obama is not the first President to use the recess appointment process as a means of circumventing the “advise and consent” authority of the Senate.  President Obama’s predecessors (Republicans and Democrats) made extensive use of the recess appointment authority to place people in governmental positions who might have otherwise been unable to secure Senate confirmation.  
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ONC Selects Certification Organizations for EHR Incentive Payments
The Office of the National Coordinator for Health Information Technology (ONC) has announced that three organizations have been recognized as certifying bodies for purposes of approve EHR technology for the Meaningful Use incentive payments.  In order for an Eligible Professional to receive an EHR Incentive Payment he/she must be a meaningful user of a “certified” EHR product.  The following organizations are the official “certifiers” of the EHR technology.  
· Certification Commission for Health Information Technology (CCHIT) - Chicago, Ill.
Scope of authorization: Complete EHR and EHR Modules.

· Drummond Group, Inc. (DGI) - Austin, Texas.
Scope of authorization: Complete EHR and EHR Modules.

· InfoGard Laboratories, Inc.– San Luis Obispo, CA
Scope of authorization: Complete EHR and EHR Modules.

The organizations listed above have been authorized to perform Complete EHR and/or EHR Module testing and certification. These ONC-Authorized Testing and Certification Bodies (ATCBs) are required to test and certify EHRs to the applicable certification criteria adopted by the Secretary.
Certification by an ATCB will signify to eligible professionals, hospitals, and critical access hospitals that an EHR technology has the capabilities necessary to support their efforts to meet the goals and objectives of meaningful use.

To view a listing of EHR products certified by the respective organizations, please view their websites (links above).  
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Medical Loss Ratio Still Pending
The Affordable Care Act stipulates that depending upon the type of health plan being sold (individual or group) health insurers must certify that at least 80 or 85 percent of the plan’s premiums dollars are spent on providing healthcare to the insured lives covered by the plan.  The National Association of Insurance Commissioners (NAIC) has been asked to advise the Secretary on what would constitute “healthcare” for purposes of meeting the threshold but to date, the NAIC has not provided any guidance to the Secretary.

Recently, Jay Angoff, Director of the HHS Office of Consumer Information and Insurance Oversight, released a statement regarding the application of medical loss ratio standards to certain health plans under the Affordable Care Act:


“As many employers and insurers consider health insurance options for 2011, one 
question that has been raised is the applicability of provisions of the Affordable Care Act 
to health plans and coverage with special circumstances. HHS remains committed to 
implementing the law in a way that minimizes disruption to coverage that is available 
today while also ensuring that consumers receive the benefits the Act provides. 


For example, pursuant to the Affordable Care Act and our regulations, HHS recently 
announced an expedited process for plans to apply for a waiver from the requirement in 
the Affordable Care Act establishing minimum annual limits where such limits would 
result in decreased access or increased premiums. HHS has approved dozens of these 
waiver requests, most often filed by so-called "mini-med" plans, and in doing so, has 
ensured the continuation of health coverage for workers and their families. Complete 
waiver applications were generally processed in 48 hours.”
Recent reports indicate that the NAIC is close to completing its work and will be making recommendations to the Secretary in the very near future. 
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Where Oh Where has My Congressman (or woman) Gone?
Every 10 years, Congressional seats are reapportioned to reflect shifts in our nation’s population. The Constitution provides that seats in the House of Representatives shall be apportioned such that each Member of Congress – to the extent feasible – represents an equivalent number of people.  Because the number of seats in the House of Representatives is a consistent 435, some states lose seats in Congress whereas others gain seats in Congress as a result of this reapportionment.

Early projections are that states such as Arizona, Florida, Georgia, South Carolina, Texas and Utah will gain one or more seats in Congress and Illinois, Iowa, Massachusetts, Michigan, New Jersey, New York and Ohio will lose one or more seats in Congress.  Official numbers will not be released until 2011.  

Apportionment is the process by which the number of Congressional seats is assigned to each state.  Once a state knows the total number of Congressional seats it will occupy, it is then up to the state to determine the boundaries within the state for each Congressional seat.  This is referred to as “redistricting”. 

Each state determines how it will conduct it’s redistricting process.  For most states, this is carried out in the legislature in conjunction with the state’s Governor.  In other words, it can be highly political.  A handful of states appoint independent Commissions charged with drawing district lines with the legislature bound to either completely accept or reject the recommendations of these independent commissions.  
Other than those Southern states covered by the Civil Rights Act of 1964, the states have wide latitude in designing their Congressional District lines.  It is not unusual to see states draw the Congressional District lines in such a way as to virtually assure that representatives of one party or the other will “win” a seat.  The creating of so-called “safe” districts for either individuals or Parties have led some to speculate that the redistricting process has led to the lack of bi-partisan policymaking at the national level.  Advocates of this view argue that by creating Congressional Districts that are disproportionately “Republican” or “Democrat” fewer and fewer Members of Congress are in Districts considered politically “competitive”.  This means that we end up electing Members of Congress who only need to worry about appeasing their party base rather than having to appeal to a broader, more diverse constituency.  
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Be Sure to Vote on November 2nd
Whether you are liberal or conservative, Republican, Democrat or Independent, you are strongly encouraged to take the opportunity to exercise your right to vote and let your voice be heard during the upcoming mid-term elections.  Elections are important opportunities for the American people to voice their concerns or jubilation with the job their elected officials are doing in Washington.  

Some in the media have suggested that this election is the most important election in the history of our nation.  That would be inaccurate and only diminish the importance of all the elections that have preceded this one.  

The fact is that EVERY election is important.  The people we elect and the decisions those people make will have a profound impact on us, our children, and our grandchildren.  It was true 2 years ago, a decade ago, and a century ago.  We should never underestimate or minimize the importance of any election past, present or future.  

Become as informed as possible about all of the candidates running, their positions on the issues you care about and then take a few minutes and vote.  
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CMS Transmittals

Below are CMS transmittals that have been issued within the past 60 days.  

	Transmittal 

Number
	Subject: 
	Effective Date 

	R2060CP
	Fiscal Year (FY) 2011 Inpatient Prospective Payment System (IPPS), Long Term Care Hospital (LTCH) PPS, and Inpatient Psychiatric Facility (IPF) PPS Changes
	10/04/2010

	R2061CP
	October 2010 Update of the Hospital Outpatient Prospective Payment System (OPPS)
	10/04/2010

	R65SOMA
	Revisions to Chapter 2,"";The Certification Process,"";Sections 2080-2089-"";Hospices,""; and Appendix M, "";Guidance to Surveyors, Hospices"";
	10/01/2010

	R779OTN
	Allow Zoned Program Integrity Contractors (ZPICs) to Access Medicare Administrative Contractors (MACs) by ZPIC Zone
	N/A

	R2059CP
	Maintenance and Update of the Temporary Hook Created to Hold OPPS Claims that Include Certain Drug HCPCS Codes
	01/03/2011

	R443PR1
	Section 2231, Regional Medicare Swing-Bed-Rates
	N/A

	R66SOMA
	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

	R357PI
	Durable Medical Equipment (DME MAC) and the National Supplier Clearinghouse (NSC MAC) Procedures for Third Party Notification of Deceased Durable Medical Equipment, Prosthetic, Orthotic and Supplies (DMEPOS) Supplier Associates
	10/04/2010

	R780OTN
	Health insurance Portability and Accountability Act (HIPAA) 5010 and D.0 Certification Program October to December 2010
	N/A

	R126NCD
	Counseling to Prevent Tobacco Use
	01/03/2011

	R2058CP
	Counseling to Prevent Tobacco Use
	01/03/2011

	R778OTN
	Expansion of the Current Scope of Editing for Attending Physician Providers for Free-Standing and Provider-Based Home Health Agency(HHA) Claims Processed by Medicare Regional Home Health Intermediaries (RHHIs)
	N/A

	R356PI
	Manual Redesign
	10/26/2010

	R124NCD
	Positron Emission Tomography (FDG PET) for Initial Treatment Strategy (PI) in Solid Tumors and Myeloma
	10/25/2010

	R776OTN
	Clarification on the Effective Date on the Procedure Status Indicator for Common Procedural Terminology (CPT) Code 80101
	10/26/2010

	R774OTN
	2010 Reminder for Roster Billing and Centralized Billing for Influenza and Pneumococcal Vaccinations
	10/25/2010

	R125NCD
	Intensive Cardiac Rehabilitation (ICR) Programs - Dr. Ornish';s Program for Reversing Heart Disease and the Pritikin Program
	10/25/2010

	R777OTN
	Durable Medical Equipment (DME) National Competitive Bidding (NCB) Implementation- Phase 11E: Remittance Advice (RA) and Medicare Summary Notice (MSN) Messages for Round One
	01/03/2011

	R775OTN
	Revised Mailing To All Individual Practitioners, Medical Groups and Clinics and Independent Diagnostic Testing Facilities (IDTF) Who Are Billing or Have Billed For Advanced Diagnostic Imaging Services
	10/24/2010

	R773OTN
	Health Insurance Portability and Accountability Act (HIPAA) 5010 and D.0 Certification Program October to December 2010
	10/04/2010

	R772OTN
	Medicare Fee-For-Service Emergency Policies and Procedures: Questions and Answers For All Types of Emergencies and Disasters; Rescission of Change Requests (CRs) 5099, 6146, 6164, 6174, 6209, 6256, 6280, 6284, and 6378
	11/22/2010

	R2052CP
	Billing and Processing for Healthy Control Group Volunteers in a Qualified Clinical Trial
	07/06/2010

	R770OTN
	Suspension of Automatic Denial of Institutional Claims Reporting Modifier -GA
	10/17/2010

	R2056CP
	2010 Durable Medical Equipment Prosthetics, Orthotics, and Supply Healthcare Common Procedure Coding System (HCPCS) Code Jurisdiction List
	12/22/2010

	R2050CP
	October 2010 Update of the Hospital Outpatient Prospective Payment System (OPPS)
	10/04/2010

	R2049CP
	Claim Status Category and Claim Status Codes Update
	01/03/2011

	R2054CP
	2011 Annual Update for the Health Professional Shortage Area (HPSA) Bonus Payments
	01/03/2011

	R2057CP
	Fiscal Year (FY) 2011 Inpatient Prospective Payment System (IPPS), Long Term Care Hospital (LTCH) PPS, and Inpatient Psychiatric Facility (IPF) PPS Changes
	10/04/2010

	R2051CP
	October Update to the 2010 Medicare Physician Fee Schedule Database (MPFSDB)
	10/04/2010

	R355PI
	Eligible Physicians and Practitioners Who Need to Enroll in the Medicare Program for the Sole Purpose of Ordering and Referring Services for Medicare Beneficiaries
	10/18/2010

	R771OTN
	J11 Part A and Part B Medicare Administrative Contractor (A/B MAC) New Part A Workload Number for the State of North Carolina
	09/30/2010

	R768OTN
	Further Instruction for Implementation of Health Insurance Portability and Accountability Act of 1996 (HIPAA) version 5010 for Transaction 835 - Health Care Claim Payment/Advice and Updated Standard Paper Remit (SPR)
	01/03/2011

	R2048CP
	2011 Annual Update of Healthcare Common Procedure Code System (HCPCS) Codes for Skilled Nursing Facility (SNF) Consolidated Billing (CB) Update
	01/03/2011

	R767OTN
	Expansion of the Current Scope of Editing for Attending, Operating, or Other Physician or Non-Physician Practitioner Providers for Critical Access Hospital (CAH) Claims Processed by Medicare Fiscal Intermediaries and Part A Medicare Administrative Contractors (A/B MAC)
	01/03/2011

	R2045CP
	October 2010 Update of the Ambulatory Surgical Center (ASC) Payment System
	10/04/2010

	R63SOMA
	Chapter 7 - Survey and Enforcement Process for Skilled Nursing Facilities and Nursing Facilities
	09/10/2010

	R2046CP
	Healthcare Provider Taxonomy Codes (HPTC) Update October 2010
	01/03/2011

	R2047CP
	Instructions for Downloading the Medicare ZIP Code File for January 2011
	01/03/2011

	R18P235
	his transmittal introduces 23 additional RUGs (RUG-IV) required for reimbursement for services on and after October 1, 2010. Worksheet S-7 is included in this Transmittal to provide a sample of the subscripted lines needed to implement RUG-IV. Line 45 will be subscripted as lines 45.01 through 45.23 to accommodate the 23 additional RUGs. 
	N/A

	R2044CP
	Revisions and Re-issuance of Audiology Policies
	09/30/2010

	R132BP
	Revisions and Re-issuance of Audiology Policies
	09/30/2010

	R2042CP
	October 2010 Integrated Outpatient Code Editor (I/OCE) Specifications Version 11.3
	10/04/2010

	R2043CP
	Calendar Year 2011 Payments to Home Health Agencies That Do Not Submit Required Quality Data
	10/05/2010

	R64GI
	January 2011 Update to the CMS Standard File for Reason Codes for the Fiscal Intermediary Shared System (FISS)
	01/03/2011

	R766OTN
	Enhancements to the Healthcare Integrated General Ledger Accounting System (HIGLAS) System to Eliminate Unnecessary Demand Letters
	10/04/2010

	R2041CP
	Revisions to Claims Processing Instructions for Services Rendered in Place of Service Home
	01/03/2011

	R763OTN
	Implementation of the PWK (paperwork) segment for X12N Version 5010
	N/A

	R2038CP
	New Waived Tests
	10/04/2010

	R2035CP
	Quarterly Update to Correct Coding Initiative (CCI) Edits, Version 16.3, Effective October 1, 2010
	01/03/2011

	R2036CP
	Quarterly Update to Correct Coding Initiative (CCI) Edits, Version 16.3, Effective October 1, 2010
	10/04/2010

	R765OTN
	Expansion of the Current Scope of Editing for Attending Physician Providers for Free-Standing and Provider-Based Home Health Agency(HHA) Claims Processed by Medicare Regional Home Health Intermediaries (RHHIs)
	N/A

	R764OTN
	Health Insurance Portability and Accountability Act (HIPAA) Version 5010-D.0 Transition Reporting
	N/A

	R354PI
	Manual Redesign
	09/28/2010

	R353PI
	Notification to State Medicaid Agencies and Child Health Plans of Medicare Terminations for Certified Providers and Suppliers
	09/28/2010

	R2037CP
	2011 Healthcare Common Procedure Coding System (HCPCS) Annual Update Reminder
	01/03/2011

	R758OTN
	Discarded Drugs and Biological Policy at Contractor Discretion
	09/21/2010

	R2030CP
	New Durable Medical Equipment, Prosthetics, Orthotics, and Supplies (DMEPOS) Specialty Code for Ocularists
	N/A

	R2031CP
	Beneficiary-Submitted Claims
	11/29/2010

	R22P236
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