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DEA Reverses Announced Change to Registration
Renewal Process  In the December 15, 2016 edition of IMAges,
we alerted IMA members to a notice from the Drug Enforcement
Administration (DEA) that effective January 1, 2017, the DEA was
changing its long-standing policy of allowing a grace period for registrants
who failed to file a timely renewal application. On December 20, the DEA
reversed its decision and posted a notice that it is retaining its current
policy and procedures, with one minor change, regarding registration
renewals. The revised announcement states the following:

REVISED ANNOUNCEMENT REGARDING RENEWAL APPLICATIONS 
Starting January 2017, DEA will no longer send its second renewal
notification by mail.  Instead, an electronic reminder to renew will be sent
to the email address associated with the DEA registration. 

At this time, DEA will otherwise retain its current policy and procedures
with respect to renewal and reinstatement of registration. This policy is as
follows:

If a renewal application is submitted in a timely manner prior to
expiration, the registrant may continue operations, authorized by
the registration, beyond the expiration date until final action is
taken on the application.
DEA allows the reinstatement of an expired registration for one
calendar month after the expiration date. If the registration is not
renewed within that calendar month, an application for a new DEA
registration will be required.
Regardless of whether a registration is reinstated within the
calendar month after expiration, federal law prohibits the handling
of controlled substances or List 1 chemicals for any period of time
under an expired registration.

So, the good news is that registration numbers will not automatically be
retired if renewal applications are filed within the one-month grace period
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after the expiration date. However, there are a few issues that need
clarification from the DEA, including whether the filing of a renewal
application during the one-month grace period automatically reinstates
the registration number or whether DEA must adjudicate the renewal
application before the number becomes valid. It also is not clear whether
a registration number remains valid if the registrant files a renewal
application during the grace period and DEA fails to adjudicate the
application before the end of the month.

If you want to check your registration expiration date, please contact the
DEA Registration Service Center at 1-800-882-9539 or email
DEA.Registration.Help@usdoj.gov and include your DEA Registration
number in your email.
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Save the Date ...
125th IMA Annual Meeting and House of Delegates

July 21-23, 2017 ~ Sun Valley
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CDC Morbidity and Mortality Report The Centers for Disease Control (CDC) issued its
Morbidity and Mortality Report, which contains the latest statistics on overdose deaths in the United State.

According to the report, in 2015, more than 52,000 people died from a drug overdose, and of those,
33,091 (63.1 percent) involved an opioid. In addition, heroin-related death rates increased 20.6 percent
from 2014 to 2015, totaling 12,989 deaths in 2015. Heroin is often cut with illicitly-made fentanyl - with or
without the user’s knowledge - to increase its effect. Overdose deaths involving synthetic opioids other
than methadone, such as illicitly-made fentanyl, increased by 72.2 percent from 2014 to 2015.

Death rates that involved synthetic opioids, other than methadone, and heroin increased in both sexes and
all race/ethnicity groups. Between 2010 and 2015, the rate of drug overdose deaths in the United States
increased in 30 states and DC, remained stable in 19 states, and showed decreasing trends followed by
increases in two states. Natural/semi-synthetic opioid death rates increased in the Northeast and South,
and methadone death rates decreased in the South. Death rates involving synthetic opioids other than

http://www.miec.com/WHYMIEC/DIVIDENDS.aspx
mailto:DEA.Registration.Help@usdoj.gov
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methadone, and heroin death rates increased in all regions from 2014-2015. Since 2000, more than
300,000 people have died of drug overdose.

The report is available on the CDC website.

[Back to Top]

CMS Cancels Part B Demo, Industry and Advocates Rejoice The Obama
administration is cancelling plans for a mandatory five-year Medicare initiative that would test new ways of
paying for outpatient drugs. The move is a victory for the pharmaceutical industry and some provider
groups but crushes efforts to control skyrocketing drug costs.

The program, proposed by the controversial Centers for Medicare and Medicaid Services (CMS) Innovation
Center, would have piloted new ways to pay for drugs under Medicare Part B in an effort to curb costs and
reward better patient outcomes. Last year, Medicare spent more than $24 billion on drugs.

A CMS spokesman announced that after reading public comments, the agency decided not to move
forward with the model. The news was first reported by Politico. The rule received more than 1,300
comments and most were negative. Lawmakers, including House Minority Leader Nancy Pelosi and
incoming Senate Minority Leader Chuck Schumer, had asked the administration to kill the program.

“While the proposed Medicare Part B demonstration had admirable goals, our members raised a number of
concerns, and we are pleased the Center for Medicare and Medicaid Innovation has decided not to move
forward,” Pelosi said in a statement.

Under the current Part B reimbursement model for drugs administered by infusion or injection in doctors'
offices and hospital outpatient departments, Medicare pays six percent on top of the average sales price of
the medication. That means providers are paid more when they choose more expensive medications - a
drug with a $100 price tag yields an additional $6 while one with a $1,000 average sales price yields $60.
Critics say the model provides a clear incentive for physicians to go with a pricier drug even when there's
no real benefit over cheaper alternatives.

The agency proposed dropping the payment from six percent to two and a half percent of a drug's average
sales price while adding a flat payment of $16.80 per drug per day.

Cancer providers were especially troubled by the proposal. The CMS estimated in the proposed rule that
Part B payments to medical oncologists - $1.2 billion in 2014 - would decline by 0.7 percent compared with
a 1.3 percent increase across all specialties.

The pharmaceutical industry, oncology groups and lawmakers from both parties lobbied to kill the pilot,
saying it risked patients' safety.

“This is about the government inserting itself and stating that physicians are not correctly treating patients
and that it knows better,” said Ted Okon, executive director of the Community Oncology Alliance. “That's a
very slippery slope in terms who is controlling medical care.”

Advocates were thrilled with the news. “The proposed Part B pricing demo would have severely
undermined the quality and availability of care for patients suffering from serious diseases and chronic
conditions,” Paul Gileno, founder and president of U.S. Pain Foundation, a not-for-profit organization
funded by Pfizer and GlaxoSmithKline, said in a statement. “It was an unacceptable proposal for patients
and providers, and today we breathe a sigh of relief that the threat has largely withered.”

This, however, may not be the end of the battle over drug prices. President-elect Donald Trump, while not
clear about his plans, has said he wants to tackle the issue.

The CMS' decision leaves a blemish on President Barack Obama's now dwindling efforts to reform how the
country pays for healthcare and assesses its quality. Trump and other Republicans have said repealing
and replacing the Affordable Care Act, Obama's signature healthcare reform law, will be a top priority after
the inauguration. [Dickson, Modern Healthcare, 12/16]
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ICD-10 Code Updates Impact PQRS and Value-based Modifier Programs

https://www.cdc.gov/mmwr/volumes/65/wr/mm655051e1.htm?s_cid=mm655051e1_w
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On October 1, 2016, new ICD-10-CM and ICD-10-PCS code sets went into effect. Because of an
extended freeze on code updates leading up to the ICD-9 to ICD-10 transition, this was the first time the
code sets had been updated since October 2013.

As a result, a large number of new codes were added or removed from the ICD-10 code sets. Under the
Centers for Medicare and Medicaid Services (CMS) Physician Quality Reporting System (PQRS), calendar
year (CY) 2016 is the performance period for the 2018 PQRS and Value-based Modifier payment
adjustments. The large ICD-10 update could potentially affect successful 2016 PQRS results and Value-
based Modifier calculations.

CMs has examined impact to quality measures and has determined that the update will in fact affect their
ability to process data reported on certain measures for the fourth quarter of CY 2016. Therefore, CMS will
not apply the payment adjustments, as applicable, to any eligible professional (EP) or group practice that
fails to satisfactorily report for CY 2016 solely as a result of the impact of ICD-10 code updates on quality
data reported for the fourth quarter of CY 2016. The Value-based Modifier program will also consider EPs
as successful if they met PQRS reporting requirements.

CMS also addressed EPs who were part of a Shared Savings Program ACO participant TIN in 2015 and
are now reporting outside of their ACO for the secondary reporting period because their ACO failed to
report on their behalf for the 2015 PQRS reporting period. CMS will apply the same policy and EPs or
group practices will not receive a penalty if their fourth quarter 2016 PQRS measure specifications were
affected by the ICD-10 update.

For the 2017 quality measure specifications that are affected by the ICD-10 update, CMS will publish an
addendum containing the relevant ICD-10 codes. CMS will provide additional information on the addendum
later this year.

[Back to Top]

Moderate Sedation Coding Changes for 2017 Guidelines for reporting moderate
sedation went through a complete revision in the 2017 CPT® codebook. Services and payments for
moderate sedation are being unbundled from several services previously considered “as an inherent part of
providing the procedure” as indicated in Appendix G, which has been deleted from CPT for 2017.

Payers that follow CPT guidelines could reduce your payments if moderate sedation codes are not
included on claims when performed. By unbundling the moderate sedation, payers will now have the option
to allow separate payment when billing codes 99151 – 99157. These are time based codes in 15 minute
increments. Time must be documented in the medical record to support the code(s) submitted.
Documentation also needs to include the drugs used, who administered them, on-going monitoring along
with the face-to-face intraservice time.

Intraservice time begins with the administration of the sedating agent(s) (i.e., with the start of the first IV
push of the sedating drug) and ends when the procedure is completed, the patient is stable for recovery
status, and the physician or other qualified health care professional providing the sedation ends personal
continuous face-to-face time with the patient. Intraservice time:

Includes ordering and/or administering the initial and subsequent doses of sedating agents;
Requires continuous face-to-face attendance of the physician or other qualified health care
professional;
Requires monitoring patient response to the sedating agents, including:
o    Periodic assessment of the patient
o    Monitoring of oxygen saturation, heart rate, and blood pressure

Gastrointestinal (GI) procedures have received a .10 relative work value reduction because of removal of
the moderate sedation work from the reimbursement. Medicare will allow separate payment with HCPCS
code G0500 when moderate sedation is performed with a GI endoscopy procedure. Failure to report these
new moderate sedation code(s) will result in loss of revenue for this service.

For questions regarding the moderate sedation changes, contact your IMA reimbursement coding staff,
Teresa Cirelli, CPC, CPMA - teresa@idmed.org or Kim Burgen, CPC, CPMA - kim@idmed.org or call
(208) 344-7888.

mailto:teresa@idmed.org
mailto:kim@idmed.org
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New I-9 Form for 2017 In November, the Federal Government issued an updated version of
Form I-9: Employment Eligibility Verification. This form must be completed for every new employee that is
hired. The new form updates the form that was issued in 2013 that will expire January 20, 2017.

As of January 21, 2017, the new form must be used and it is set to expire on August 31, 2019. All
employers are obligated to provide the Form I-9 to any new hire and make sure it’s completed correctly.
The form is available to employers in paper or electronic format at the above link. Both versions have been
updated. Physician employers should become familiar with the new Form I-9 and begin using the new form
by January 21, 2017.

[Back to Top]

 

FDA Ban on Powdered Medical Gloves Effective January 18, 2017, the Food and Drug
Administration (FDA) will ban all powdered medical gloves including (1) powdered surgeon’s gloves, (2)
powdered patient examination gloves, and (3) absorbable powder for lubricating a surgeon’s glove.

The FDA determined the powdered glove ban is necessary because of the risks to patients and healthcare
workers, including inflammation, granulomas and respiratory allergic reactions.

If powdered gloves are currently used, it is recommended that they be removed to prevent any accidental
use of the banned products.

[Back to Top]

 

Prolonged Services Without Direct Face-to-Face Patient Contact As of
January 3, 2017, services reported with CPT codes 99358 – Prolonged evaluation and management
services before and/or after direct patient care; first hour and +99359 – each additional 30 minutes (list
separately in addition to code for prolonged service), are separately payable under the Medicare Physician
Fee Schedule.

Here are a few things to keep in mind before billing this service. The services are to be reported in relation
to other services. This can include an evaluation and management service that is to happen or has
happened. It can be reported on a different date than the primary service that it’s related to.

An example included in CPT is of an extensive record review and includes the reminder that the service;
must relate to a service or patient where (face-to-face) patient care has occurred or will occur and relate to
ongoing patient management. The time does not have to be continuous, but must be used to report the
total duration of the non-face-to-face time spent by the physician on a given date, and should not be used
to report a service of less than 30 minutes total duration. Services of less than 30 minutes duration will be
included in the reimbursement of the face-to-face service with the patient.

According to information presented at the CPT Symposium in Chicago, CMS intends these codes to be
used to report extended non-face-to-face time that is spent by the billing physician or other practitioner
(not clinical staff) that is not within the scope of practice of clinical staff, and that is not adequately
identified or valued under existing codes. Documentation will need to reflect this information.

CPT codes 99358 and 99359 are not to be reported during the same period as complex Chronic Care
Management services or transitional care management services. If there is a more specific code to report
for time spent in non-face-to-face care, the more specific code should be used. For additional questions,
the CMS Medicare Learning Network Matters article can be found here. IMA Director of Reimbursement,
Teresa Cirelli, CPC, CPMA and IMA Reimbursement Specialist Kim Burgen, CPC, CPMA are both
available for questions by phone (208) 344-7888 or by email at teresa@idmed.org or kim@idmed.org.
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Partnering for a Healthier Idaho
By Karen Vauk, President and CEO, The Idaho Foodbank 

Despite an improving economy, food insecurity remains a serious issue here in Idaho. More than 240,000
people, including 80,000 children, struggle with hunger on a regular basis. While these numbers are
significant on their own, they represent a unique challenge to the healthcare community.

Food insecurity affects a person’s well-being. It is associated with physical, psychological and behavioral
health. And it can increase the risk of certain chronic conditions such as diabetes, kidney disease and
obesity. If the chronic condition is already present, food insecurity can jeopardize effective disease
management.

In the Hunger in America 2014 Survey, 47 percent of respondents reported to be in fair or poor health; 66
percent of households had to choose between medicine and food; 58 percent of households had at least
one member with hypertension; and 33 percent of households had at least one member with diabetes.

The Idaho Department of Health and Welfare’s statistics from 2014 show that 13 percent of adults making
less than $15,000 a year (federal poverty threshold is $11,670) have been diagnosed with diabetes. Over
35 percent of adults at this income level are obese.

Food insecurity also contributes to rising healthcare costs. According to the Centers for Disease Control
(CDC), 86 percent of healthcare costs are due to diet-related chronic disease. Patients who are food
insecure and have been diagnosed with diabetes, for example, are less likely to adhere to a medical
treatment plan due to limited resources. As a consequence, they are more likely to require hospitalization.
Even after their discharge from the hospital, poor dietary intake often leads to frequent readmission. Simply
put, addressing food insecurity can improve patient care as well as reduce healthcare costs.

What can be done? Clinicians and healthcare staff can implement effective screening for food insecurity.
Patients identified as food insecure can then be actively referred to a community food resource such as a
local food pantry. For hospitals and clinics with the physical space, an onsite food pantry that can dispense
food to patients when discharged or after a visit is an effective treatment.

Idaho lives are being adversely affected by food insecurity every day. Seniors and children are especially
vulnerable. With so much at stake, we must find meaningful ways to reduce our food insecurity rate.
Creative collaborations between members of the healthcare community and hunger-relief organizations,
including The Idaho Foodbank, play an important role in assuring the future health and well-being of all
Idahoans.

About
The Idaho Foodbank is an independent, donor-supported, non-profit organization. Founded in 1984, it is
the largest distributor of free food assistance in Idaho. From warehouses in Boise, Lewiston and Pocatello,
the Foodbank has distributed more than 16 million pounds of food to Idaho families in the past year
through a network of more than 230 community-based partners. These include rescue missions, church
pantries, emergency shelters and community kitchens. The Idaho Foodbank also operates direct-service
programs that promote healthy families and communities through good nutrition. www.idahofoodbank.org
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HIPAA Compliance Fact Sheets: When Can PHI Be Shared? The U.S.
Department of Health and Human Services Office of the National Coordinator for Health Information
Technology (ONC) and Office of Civil Rights (OCR) have published a new fact sheet explaining how
physicians are permitted to share electronic protected health information (PHI) with public health agencies
without obtaining an individual’s written authorization. This is the third fact sheet regarding sharing PHI
published by ONC and OCR. Previous fact sheets describe sharing PHI for treatment and for health care
operations.

The three fact sheets clarify what the Health Insurance Portability and Accountability Act (HIPAA) allows,
provides hypothetical scenarios, and explains how these rules work for disclosures of PHI for public health
activities to public health agencies that are authorized by state or federal law to collect the information they
seek.

http://www.idahofoodbank.org/
https://www.healthit.gov/sites/default/files/12072016_hipaa_and_public_health_fact_sheet.pdf
https://www.healthit.gov/sites/default/files/exchange_treatment.pdf
https://www.healthit.gov/sites/default/files/exchange_health_care_ops.pdf
https://www.healthit.gov/sites/default/files/exchange_health_care_ops.pdf
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Public health activities described in the new fact sheet include:

Collecting protected health information to monitor, prevent, and track disease and vital statistics
such as birth and death records; engaging in public health interventions; and other responsibilities of
authorized federal, state, or local public health agencies
Enabling employers to meet health surveillance requirements
Participating in state-sponsored cancer registries

ONC and OCR also clarifies that if a Business Associate (BA) discloses PHI for public health activities on
behalf of a covered entity (CE), the BA must be authorized to do so in the BA Agreement (BAA) it has with
the CE.
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