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Congress Reinstates CHIP Funding but Some
Programs Remain in Limbo Since the current fiscal year
began on October 1, 2017, the federal government has operated on a
series of temporary spending bills, known as continuing resolutions (CR),
in lieu of enacting appropriations for the full fiscal year. A number of
disagreements prevented the two parties from reaching a final agreement
on final spending levels. While the two parties are in general agreement
that the caps on spending that were adopted as part of the Bipartisan
Budget Act of 2013 should be raised, they have been unable to come to
agreement on the distribution of additional spending between defense and
non-defense accounts. This issue, as well as disagreement over how to
address other expiring programs and policies, led to expiration of the
latest spending bill on January 20 and a temporary shut-down of the
federal government.

On January 22, agreement was reached to extend federal funding until
February 8, buying additional time for the parties to find common ground
on outstanding issues. This proposal includes funding the Children's
Health Insurance Program (CHIP) for six years. Though the authorization
for CHIP actually expired at the end of September, the program has
continued to operate through of combination of funding rolled over from
previous years, reallocations to states that were experiencing shortfalls,
and a temporary extension included in the previous CR.

The most recent CR also provides for delays in the implementation of
several tax provisions, including a two-year delay on the tax on medical
devices, a two-year delay in the "Cadillac tax" on high-cost health plans,
and an exemption for health plans from the health insurance tax for 2019.
(The health insurance tax has already been implemented for 2018.) There
are many more expired or expiring provisions which Congress intends to
address during the period prior to February 8. Critical to many
communities is the renewal of funding for the Community Health Centers
Fund (CHCF), which provides 70 percent of the federal support for
Community Health Centers and 100 percent of the funding for the
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National Health Service Corps. Also expired is support for the Teaching
Health Centers graduate medical education program that funds
community-based residency programs.

Congress must also address the so-called Medicare Extenders -
temporary Medicare polices or delays in the implementation of other
policies that Congress passes each year. These include extension of the
work Geographic Practice Expense Index floor, a potential permanent
repeal of therapy caps, and extension of certain hospital programs, such
as the inpatient payment adjustments for certain low-volume hospitals
and the Medicare-dependent hospital program, home health rural add-on
payments, and others. [AMA Advocacy Update, 1/25]

[Back to Top]

Alex Azar Sworn in as Secretary of Health and
Human Services Alex Azar has been sworn in as President
Donald Trump’s second health secretary.

The former drug company executive and official in George W. Bush’s
administration succeeds former Republican Georgia congressman Tom
Price, who resigned last fall following an outcry over his use of costly
private charter aircraft for official travel.

Azar’s nomination as secretary of Health and Human Services was
approved by the Senate last week, largely along party lines.

Azar has said his priorities include curbing the cost of prescription drugs,
making health insurance more affordable and available, and confronting
the opioid addiction epidemic.

Trump says, “He’s going to get those prescription drug prices way down.”

Azar spent a decade at Indianapolis-based drugmaker Eli Lilly and Co.
[Thomas, Associated Press, 1/30]

[Back to Top]

MIPS 2017 Data Submission Window is Open The Centers for Medicare and Medicaid
Services (CMS) has opened the portal to enter MIPS data for 2017. The portal will be open January 2-
March 31, 2018 for MIPS reporting (January 22-March 16 for CMS Web Interface reporting). Enterprise
Identity Management (EIDM) login information is required to access the CMS portal. Access the portal
through the CMS QPP website and click on ‘Sign In’ in the upper right corner. https://qpp.cms.gov

There are three categories to provide attestation in one portal. CMS removed the requirement of attesting
in multiple areas. To avoid a penalty in 2019 based on 2017 reporting, you must be successful in at least
one category. A real-time score will be provided as data is entered to let the user know if the reporting NPI
is successful in avoiding a penalty in 2019.

The categories are:

1. Quality – replaces PQRS
2. Improvement Activities – new category under MIPS
3. Advancing Care – replaces EHR

Practices that submitted quality data through claims submission will have access to view this category
about the end of February. CMS is still working on updating the data from processed claims. These
practices can complete attestation for the improvement activities and advancing care categories then go
back in March to view the claims category.

If you obtained an EIDM login previously to look up PQRS or other CMS reports, the same EIDM login and

http://www.miec.com/WHYMIEC/DIVIDENDS.aspx
https://qpp.cms.gov/
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password was transferred to the CMS QPP site. If you never applied for an EIDM login, you will need to
have access before submitting MIPS reporting data. Visit the CMS Enterprise Portal to create an EIDM
account, or call 1-866-288-8292.

If you signed up with a vendor, registry or EHR to submit MIPS data on your behalf, you will not need to
access the portal. Verify with your vendor when the reporting will be completed.

[Back to Top]

 

Noridian Medicare Changes Effective February 5 As of February 5, 2018,
physicians and their offices will be required to use the Enrollment Application Status Search self-service
tool to access application details. This tool allows a physician to follow his/her enrollment application
progress. When checking on the application, physicians will need their application/reference number or web
tracking ID. This number will be put into the search field and then "View Application Status" should be
chosen. If a match is identified, the physician will be able to see when the application was received, if it is
in progress, any corrections requested, when it’s completed or if it’s unable to be completed.

Additionally, eligibility inquiries for Medicare participants will need to be conducted using the Noridian
Medicare Portal and/or the Interactive Voice Response system. Until February 5, customer service
representatives will be answering questions from physicians and their offices related to enrollment
applications and participant eligibility and educating callers regarding the upcoming changes.

Noridian would like to remind offices that the Noridian Medicare Portal provides:

Part A and B effective/termination dates
deductible amounts
ineligible periods
beneficiary addresses
occupational, physical, and speech therapy details
managed care organizations as well as health maintenance organizations
Medicare secondary payer status
home health episode history, hospice, hospital periods, skilled nursing facility periods
end stage renal disease effective dates and benefit type
preventive information

The interactive voice response provides:

effective and termination dates
deductible information
managed care
Medicare secondary payer
home health, hospice, skilled nursing facility periods
pneumococcal vaccines
date of death information

The changes are due to CMS requirements and will allow the Noridian customer service representatives to
assist callers with more complex inquiries which can not be answered through self-service tools. More
information on this change can be found here.

[Back to Top]

New Evaluation and Management Codes for 2018 Effective January 1, 2018,
Cognitive Assessment and Care Plan Services are now billable using Category 1 CPT code 99483. Prior to
January, this service could be billed to Medicare using HCPCS code G0505. The new code will allow
physicians who are providing a comprehensive evaluation of a new or existing patient who exhibits signs
and/or symptoms of cognitive impairment to appropriately bill for services.

To meet the code definition, the following services will need to be performed and documented by someone
other than the patient:

https://portal.cms.gov/wps/portal/unauthportal/selfservice/newuserregistration
https://med.noridianmedicare.com/web/jfb/article-detail/-/view/10534/nmp-ivr-and-enrollment-application-status-search-required-use-effective-february-5-2018
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Cognition-focused evaluation including pertinent history and examination
Medical decision making of moderate or high complexity
Functional assessment (e.g., basic and instrumental activities of daily living), including decision-
making capacity
Use of standardized instruments for staging of dementia such as functional assessment staging test
(FAST), or clinical dementia rating (CDR)
Medication reconciliation and review for high-risk medications
Evaluation for neuropsychiatric and behavioral symptoms, including depression, including use of
standardized screening instrument(s)
Evaluation of safety, including motor vehicle operation
Identification of caregiver(s), caregiver knowledge, caregiver needs, social supports and the
willingness of caregiver to take on caregiving tasks
Development, updating, revision or review of an Advance Care Plan
Creation of a written care plan, including initial plans to address any neuropsychiatric symptoms,
neurocognitive symptoms, functional limitations, and referral to community resources as needed,
such as rehabilitation services, adult day programs, and support groups. This information is to be
shared with the patient and/or caregiver with initial education and support

All elements must be performed. If one or more elements are missing, another code must be chosen.
Typically, 50 minutes are spent in performing all elements of this service. The work that goes into providing
this service is significant and the RVU’s used to calculate reimbursement indicate this. They are set at
3.44. For questions related to this service or coding questions of any kind, your reimbursement team is
available to you or your office. They can be reached by phone at 208-344-7888 or by email. Email
Reimbursement Director Teresa Cirelli, CPC, CPMA at teresa@idmed.org or Reimbursement Specialist
Kim Burgen, CPC, CPMA at kim@idmed.org.

[Back to Top]

Idaho Industrial Commission 2018 Fee Schedule The Idaho Industrial Commission
(IIC) has indicated that claims continue to process with charges submitted below the IIC fee schedule
rates.

The IIC fee schedule can be found on the IMA website under Reimbursement in the member’s only
section. Practices may compare their established usual and customary fees with the current IIC fee
schedule to see if they are submitting worker compensation charges below the eligible reimbursement rate.
Idaho regulation requires worker compensation to be reimbursed on the lesser of the amount charged or
the established IIC fee schedule. The IIC fee schedule is developed with the relative value units
established by the Centers for Medicare and Medicaid Services multiplied by the IIC established conversion
factor.

The worker compensation fee schedule was established taking into consideration the additional paperwork
time involved when treating a patient injured through their employment. Claims submission requires
medical records, and the physician may need to provide an opinion on the causation of the injury or
prepare paperwork for a disposition. Charges submitted at the usual and customary rates may not provide
the additional reimbursement for the additional work involved in treating an injured worker.

The IMA strongly recommends that every physician carefully assess the financial impact of the proposed
fee schedule.

[Back to Top]

New Codes for Psychiatric Collaborative Care Management Beginning
January 1, 2018, three new CPT category 1 codes can be used to describe services for psychiatric
collaborative care management. As healthcare shifts from segregated care into a more integrated model of
care, these new codes can be used by a treating primary care physician in collaboration with a mental
health professional or care manager, and a consultant psychiatrist. The primary care physician or treating
physician provides general supervision of the behavioral healthcare manager while continuing to provide
care or oversee the management and/or coordination of services, as necessary for all medical conditions.
This includes psychosocial needs, and activities of daily living.

The behavioral health care manager refers to clinical staff with a masters/doctoral-level education or
specialized training in behavioral health who provides care management services. The behavioral health

mailto:teresa@idmed.org
mailto:kim@idmed.org
https://www.idmed.org/idaho/Idaho_Public/Members_Only/Reimbursement_Department/Idaho_Public/Members_Only/Reimbursement_Department.aspx?hkey=5af57a12-67d3-48ed-9e9b-199947a88c51
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care manager provides the majority of the work in coordination with the primary care physician and the
psychiatrist. The psychiatric consultant refers to a medical professional who is trained in psychiatry and
qualified to prescribe the full range of medications. All aspects/criteria of the code must be performed and
documented as medically necessary for the code to be reported. If an aspect of the criteria is not
performed, an appropriate evaluation and management code would be reported. According to the 2018
CPT manual, the codes are used once per month and code 99492 and 99493 must not be reported in the
same calendar month.

99492 – Initial psychiatric collaborative care management, first 70 minutes in the first calendar
month of healthcare manager activities, in consultation with a psychiatric consultant, and directed by
the treating physician or other qualified health care professional, with the following required
elements:

Outreach to and engagement in treatment of a patient directed by the treating physician or
other qualified health care professional;
Initial assessment of the patient, including administration of validated rating scales, with the
development of an individualized treatment plan;
Review by the psychiatric consultant with modifications of the plan if recommended;
Entering patient in a registry and tracking patient follow-up and progress using the registry,
with appropriate documentation, and participation in weekly caseload consultation with the
psychiatric consultant; and
Provision of brief interventions using evidence-based techniques such as behavioral
activation, motivational interviewing, and other focused treatment strategies.

99493 – Subsequent psychiatric collaborative care management, first 60 minutes in a subsequent
month of behavioral health care manager activities, in consultation with a psychiatric consultant, and
directed by the treating physician or other qualified healthcare professional, with the following
required elements:

Tracking patient follow-up and progress using the registry, with appropriate documentation;
Participation in weekly caseload consultation with the psychiatric consultant;
Ongoing collaboration with a coordination of the patient’s mental health care with the treating
physician or other qualified health care professional and any other treating mental health
providers;
Additional review of progress and recommendations for changes in treatment, as indicated,
including medications, based on recommendations provided by the psychiatric consultant;
Provision of brief interventions using evidence-based techniques such as behavioral
activation, motivational interviewing, and other focused treatment strategies;
Monitoring of patient outcomes using validated rating scales; and
Relapse prevention planning with patients as they achieve remission of symptoms and/or
other treatment goals and are prepared for discharge from active treatment

+99494 – Initial or subsequent psychiatric collaborative care management, each additional 30
minutes in a calendar month of behavioral health care manager activities, in consultation with a
psychiatric consultant, and directed by the treating physician or other qualified healthcare
professional (List separately in addition to code for primary procedure).

The initial psychiatric collaborative care management code, 99492, is only used at the beginning of an
episode of care. An episode of care is defined as beginning when the patient is directed by the treating
physician and ends with one (or more) of the three following criteria:

The attainment of targeted treatment goals, which typically results in the discontinuation of care
management services and continuation of usual follow-up with the treating physician; or
Failure to attain targeted treatment goals culminating in referral to a psychiatric care provider for
ongoing treatment; or  
Lack of continued engagement with no psychiatric collaborative care management services provided
over a consecutive six-month calendar period (break in episode).

For more information on these codes, or any coding questions, contact your IMA Reimbursement team at
208-344-7888, or if you prefer by email, Reimbursement Director Teresa Cirelli can be reached at
teresa@idmed.org. Reimbursement Specialist Kim Burgen can be emailed at kim@idmed.org. Teresa and
Kim have both obtained their Certified Professional Coder (CPC) and Certified Professional Medical Auditor
(CPMA), coding credentials from the American Academy of Professional Coders and have spent many
years in the industry of medical coding, billing and compliance.

mailto:teresa@idmed.org
mailto:kim@idmed.org
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Noridian Medicare Draft Local Coverage Determinations Noridian Medicare has
seven draft Local Coverage Determinations (LCDs) open for comment. The LCDs will be discussed at the
Carrier Advisory Committee (CAC) meeting on February 14.

If you would like to submit comments for any of the draft LCDs, please include a copy to the IMA and send
to:

Noridian Healthcare Solutions JF Part B
Attention: Draft LCD Comments
PO Box 6781
Fargo, ND 58108-6781

IMA
Attention: Teresa - Draft LCD Comments
PO Box 2668
Boise, ID 83701

Submit comments by email:
policydraft@noridian.com
teresa@idmed.org

Draft LCDs – Comment period ends April 13, 2018:

Helicobacter Pylori Infection Testing
In Vitro Chemosensitivity & Chemoresistance Assays
Micro-Invasive Glaucoma Surgery (MIGS)
MolDX: Corus® CAD Assay
MolDX: Cystatin C Measurement
MolDX: Guardant360® Plasma-Based Comprehensive Genomic Profiling in Non-Small Cell Lung
Cancer (NSCLC)
MolDX: MDS FISH

[Back to Top]

Watch for Health Plans Using Virtual Credit Cards (VCCs) as Payment
Method Beginning in 2014, health plans started issuing reimbursement with VCC resulting in a finance
charge for the physician. Physicians have the option of choosing to receive reimbursement thorough
Electronic Funds Transfer (EFT) from payers. All payers are required to provide this service if requested.

Physicians are not required to accept reimbursement through EFT, unless the contracting payer, such as
Medicare, requires that all providers use EFT.

A disadvantage to accepting the VCC is the high interchange fee. Some practices may see a fee of three
to five percent per transaction on a paid service. Providers must manually key in the virtual credit card
number from the payer which may also have a manual entry fee. If the amount of payment keyed in is
incorrect, the virtual card is voided and must be replaced by the health plan.

If your practice accepts credit cards from your patients, you are not required to accept these VCC
payments from health plans. It should be determined by the practice if you choose to accept the VCC.
Some health plans are automatically sending payment on these cards replacing reimbursement checks.
You will need to watch your statements and may need to “opt-out” of receiving the VCC. You should also
check your payer contracts to determine if you are required to accept virtual credit cards as a method of
payment.

By accepting EFT and using the Automated Clearing House (ACH) you can save money on these fees.
Physicians can request that payers issue reimbursement payments through EFT per the HIPAA
administrative simplification rules and requirements for health plans. You will need to watch the fees
associated with these transactions (an average cost of .34 cents per transaction with the ACH HIPAA
standard) and then request a lower fee.

CMS Frequently Asked Questions

mailto:policydraft@noridian.com
mailto:teresa@idmed.org
https://www.cms.gov/medicare-coverage-database/details/lcd-details.aspx?LCDId=37625
https://www.cms.gov/medicare-coverage-database/details/lcd-details.aspx?LCDId=37629
https://www.cms.gov/medicare-coverage-database/details/lcd-details.aspx?LCDId=37660
https://www.cms.gov/medicare-coverage-database/details/lcd-details.aspx?LCDId=37674
https://www.cms.gov/medicare-coverage-database/details/lcd-details.aspx?LCDId=37617
https://www.cms.gov/medicare-coverage-database/details/lcd-details.aspx?LCDId=37650
https://www.cms.gov/medicare-coverage-database/details/lcd-details.aspx?LCDId=37650
https://www.cms.gov/medicare-coverage-database/details/lcd-details.aspx?LCDId=37621
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Can a health plan require a provider to accept Virtual Credit Card payments?

No. A health plan cannot require a provider to accept virtual credit card payments. In addition, payment
vendors contracted by a health plan to conduct payment activities on their behalf are business associates
of the health plan and, as such, are also not permitted to require providers to accept virtual credit card
payments. A provider has the right to request that a health plan use the Electronic Funds Transfer (EFT)
transaction. If a provider makes the request, the health plan must comply, in accordance with 45 CFR
162.925(a). This provision states that if an entity requests a health plan to conduct a transaction as a
standard transaction, the health plan must do so. If a provider is concerned that a health plan or its
business associate has failed to meet the requirements of the HIPAA regulations, a complaint may be filed
through the on-line complaint system at https://www.cms.gov/Regulations-and-Guidance/Administrative-
Simplification/Enforcements/FileaComplaint.html 
(FAQ22285)

For information from AMA regarding EFT and VCCs click here.

[Back to Top]

Updates from Noridian Medicare

Recovery Audit Contractor – The Centers for Medicare and Medicaid Services (CMS) published a
list of review topics that have been proposed, but not yet approved for RACs to review. These topics
will be listed, on a monthly basis along with details about the proposed reviews on CMS’s website.
For more information, click here.

QMB Remittance Advice Issue – On October 2, 2017 Change Request 9911 modified the
Remittance Advice (RA) for Qualified Medicare Beneficiary (QMB) claims to identify QMB patients
and reflect zero cost-sharing liability. This change resulted in unanticipated issues for providers,
states, and other secondary payers who are used to seeing Medicare deductible and coinsurance
amounts in specific fields on the RA. This issue was resolved on December 15, 2017 and will not
result in any retroactive action. More information is available here.

New Medicare Card April Launch – Physicians are reminded to work with their applicable vendors
to update their practice management systems to be able to accept and process the new 11-digit
Medicare Beneficiary Identifier (MBI) by April 1, 2018. That date begins the transition period in
which either the Health Insurance Claim number (HICN, old Medicare identification number), or MBI
(new Medicare identification number) may be used. More information about the new MBI can be
found here.

Medicare Participating Physician Directory Information – The Medicare Participating Physician
Directory (MEDPARD) is a list of physicians, suppliers and practitioners who have signed an
agreement to accept assignment on all claims. When a Medicare provider accepts assignment, they
agree to accept the Medicare approved amount as payment in full for a covered service and can
only bill the patient for deductible, coinsurance, and any non-covered services. CMS has directed
carriers like Noridian to no longer print paper copies of the MEDPARD. Noridian, however, does
have the MEDPARD database available on the website with a search capability that allows
searches to be conducted by provider specialty, state and city. Participating providers should visit
the MEDPARD directory to verify practice information accuracy. If incorrect information is found,
contact Provider Enrollment at Noridian to make corrections. Access to the MEDPARD database is
available here.

[Back to Top]

2018 Idaho Healthcare Conference – Save the Date

The 2018 Idaho Healthcare Conference will be held at three locations around the state in May. The theme
for this year's conference is "Medical Marvels." Mark your calendar with the date and location near you.
The all-day event will include presentations from payers to assist in practice operations.

Registration will be available in March!

https://www.cms.gov/Regulations-and-Guidance/Administrative-Simplification/Enforcements/FileaComplaint.html
https://www.cms.gov/Regulations-and-Guidance/Administrative-Simplification/Enforcements/FileaComplaint.html
https://wire.ama-assn.org/ama-news/physicians-protected-health-plan-credit-card-fees
https://www.cms.gov/Research-Statistics-Data-and-Systems/Monitoring-Programs/Medicare-FFS-Compliance-Programs/Recovery-Audit-Program/Provider-Resources.html
https://med.noridianmedicare.com/web/jfb/fees-news/alerts-details/-/view/10521/qmb-remittance-advice-issue-resolved-12-15-17
https://www.cms.gov/medicare/new-medicare-card/nmc-home.html
http://norweb.noridian.com/medpard/main.asp
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May 3 – Post Falls at Red Lion Templin’s Hotel on the River
May 15 – Fort Hall at Shoshone Bannock Event Center
May 17 – Nampa at Nampa Civic Center

[Back to Top]

HCC, MIPS and Complex Patients

Electronic Health Records (EHRs), quality measures, Truven reports, Hierarchical Condition Category
(HCC), Healthcare Effectiveness Data and Information Sets (HEDIS) - these are just a few of the data
elements that physicians deal with. It’s becoming harder to avoid confusion as the number multiplies in an
effort to move from fee-for-service to new payment structures. The reason for all the programs is to allow
the payment systems to gather data for evaluating measurable care initiatives. As physicians navigate the
cumbersome reporting programs, a few recommendations may help.

1. Look for duplication in quality reporting. An improvement activity under MIPS may also have a
corresponding quality measure under the same program. By looking for measures that overlap, the
practice may use the information gained from your improvement activity or build on it. For example,
depression screening is an improvement activity that would correspond with Screening for Clinical
Depression and Follow-up plan under the quality measures. Depression screening is also a part of
the Initial Preventive Physical Examination (IPPE) and the Annual Wellness Visit (AWV) covered by
Medicare. Depression Screening and Follow-Up for Adolescents and Adults is also a HEDIS
measure. If the patient has a diagnosis of major depressive disorder, then services may qualify for
an increased score under HCC. Using the example of depression screening, it is possible to meet
several measures in several different categories without expending additional efforts to gather data.

2. Review records before the appointment. This is something offices are probably already doing for
payment purposes. The physical is an excellent time to capture all chronic conditions, review and
update medications and establish a care plan for the year. Capturing all conditions that may need to
be monitored increases your HCC score, satisfying payers’ needs for accurate HCC diagnoses.
Updating medications and establishing a care plan are two additional quality measures many
physician practices have chosen to report. Taking the time to review the patient’s record prior to the
appointment and flagging the record with all past diagnoses allows the physician to flow through the
patient encounter, remember and update records, and help payers to adequately attribute your
complex patient population to your quality indicators. It can also lessen the request for records by
Medicare Advantage Plans looking for all HCC diagnoses that may have been missed. It can be
difficult to find the time to review each chart, but it can positively affect your bottom line in many
ways. Staff can also take the time to verify insurance coverage and collect out of pocket costs up
front, saving the physician the costs of billing.

3. Review services. New codes are introduced yearly. Review new codes for potential increases in
reimbursement. Your office may be doing the work and not capturing the income. On January 1,
2018 new codes were added for cognitive assessment and care plan services (99483), psychiatric
collaborative care management services (99492, 99493, 99493) as well as services you may already
be billing for chronic care management (99490, 99487, 99489), and transitional care management
(99495, 99496).

4. Integrate care coordination. For the patient with complex needs, identify the patient in the greatest
need of proactive, coordinated care and train staff to begin the process. Engage patients in
decisions about their care and facilitate communication between providers. Have health and social
service resources available such as mental health care providers, food banks and faith support
systems. This can be challenging and overwhelming for physician offices, but preparing for unmet
needs in the community may make the work of caring for patients easier over time. For some rural
providers, telehealth may be a way to close gaps in services and an additional way to generate
revenue.

5. Begin now if you haven’t already. Voluntary reporting is never going to get easier. Including all of
the patient’s chronic and/or acute conditions that were treated or considered in the diagnoses
submitted will illustrate to the health plan how complex a patient may be. Medicare will be using
reporting scores to compare physicians and the public will not understand why one physician’s
score is lower than another, but they do understand the number of stars by each physician’s name.
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There are free resources as well as the resources you have as an IMA member that can help. We
work with office/practice managers, coders, billers and physicians to find solutions to the issues
facing practices today.

6. Engage the office in change. Change is difficult for everyone, but things are constantly changing.
Help staff understand the importance of the mission to better serve the patients. What would it
mean to have more money in the practice without having to increase the number of patients seen
daily? Maybe the staff is trying to manage this change without disruption to the physician. What
would it mean if the physician became engaged in the process?

These are just some of the questions a practice may need to begin to ask as the group begins or even
continues the process to manage the changing healthcare landscape. For questions related to this article,
the IMA is here to help. Our reimbursement team spends hours daily reading and staying on top of
changes so you and your staff can get answers. From our CEO, Susie Pouliot, to membership, through to
reimbursement, we are here as your advocates. Reimbursement Director Teresa Cirelli, CPC, CPMA can
be reached by email at teresa@idmed.org. Reimbursement Specialist Kim Burgen, CPC, CPMA can be
reached at kim@idmed.org. All staff members can be reached by calling 208-344-7888.

[Back to Top]

OIG January 2018 Update to Work Plan Office of Inspector General (OIG) updated its
website with its audit projects that were added in January. The IMA encourages practices to monitor this
website monthly to view recently added projects that the OIG plans to review.

In the month of January, the recently added projects include:

States' Use of the Automated Child Welfare Information System to Monitor Medication Prescribed to
Children in Foster Care – States are required to have a plan for the ongoing oversight and
coordination of health care services for any child in foster care placement, including protocols for the
appropriate use and monitoring of medications, to receive certain Federal funding for child welfare
services. https://oig.hhs.gov/reports-and-publications/workplan/summary/wp-summary-0000267.asp
Financial Impact of Health Risk Assessments and Chart Reviews on Risk Scores in Medicare
Advantage – Reviewing Medicare contractor’s accuracy in reporting high-risk diagnoses with higher
expected costs. https://oig.hhs.gov/reports-and-publications/workplan/summary/wp-summary-
0000268.asp
OIG Toolkit to Identify Patients at Risk of Opioid Misuse – OIG plans to release a toolkit to assist in
the opioid epidemic. https://oig.hhs.gov/reports-and-publications/workplan/summary/wp-summary-
0000269.asp
Potential Abuse and Neglect of Medicare Beneficiaries – OIG will review potential abuse and/or
neglect of patients. https://oig.hhs.gov/reports-and-publications/workplan/summary/wp-summary-
0000270.asp
Questionable Billing for Off-the-Shelf Orthotic Devices – Reviewing three orthotic devices billed with
HCPCS codes L0648, L0650, and L1833. https://oig.hhs.gov/reports-and-
publications/workplan/summary/wp-summary-0000271.asp

Bookmark this website to monitor monthly:
https://oig.hhs.gov/reports-and-publications/workplan/index.asp
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