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SGR Update (AKA – The Perils of Pauline)

Although most of us were not around during the era of silent movies, many of you may be familiar with a genre of movie referred to as a serial motion picture.  One of the more famous of this genre was titled, “The Perils of Pauline.”  

In this series, the heroine, Pauline, would be put into a perilous situation (i.e. tied to the railroad tracks with a fast approaching train, tied to a barrel filled with explosives, etc.) and during the course of the installment, Pauline would miraculously escape near certain death at the last possible moment.  Each installment would end with words to the effect, “Tune in Next Week.”
Anyone familiar with “The Perils of Pauline” series cannot help but recognize the parallels between Pauline and healthcare providers as we watch Congress and the Obama Administration deal with the SGR problem.  Every few months, it seems, Congress waits until the last possible moment to fix the SGR cut and avoid the financial calamity that would ensue if Congress allowed the cut to take effect.  
As you all know, in the latest “Perils of SGR” installment, President Obama signed into law the legislation necessary to temporarily prevent the scheduled Medicare SGR related payment cut for physicians and other practitioners that was scheduled to take effect on January 1, 2012.  But in true Hollywood fashion, the “fix” was only for two months and we were all told to, “Tune in next month,” as our intrepid Congress attempts to once again step in at the last minute to avoid yet another possible cut in physician fee schedule payments on March 1, 2012.

Unfortunately, whereas “The Perils of Pauline” was a movie, the perils of the SGR cut are all too real.

On January 24th a House-Senate Conference Committee met for the first time to begin formal work on resolving the SGR differences between the House and Senate.  Although this was the first meeting by the Representatives and Senators, their staffs had been meeting regularly leading up to this meeting.  

The Conference Committee met again on February 1st and 2nd, and additional meetings are anticipated over the next few weeks. Senator Max Baucus (D-MT), Chairman of the Senate Conferees, noted that one of the benefits to this first meeting was to give everyone on the committee an opportunity to express their views and ideas regarding the SGR and other issues that must be resolved. 

In his opening remarks, Congressman Dave Camp (R-MI) Chairman of the House Conferees, outlined some of the issues the committee planned to discuss. He noted that extending the SGR fix beyond the February 29th deadline was absolutely critical.  
 

Representative Renee Ellmers (R-NC), a freshman Member of Congress on the Conference Committee (and a healthcare executive prior to being elected to Congress in 2010) suggested a two-year extension for the SGR fix, thus giving the Congress time to find alternate solutions.
 

Senator Baucus concluded the initial meeting with instructions for all Conference Committee members to be prepared and think in advance of all the modifications that can and should be made in order to obtain the best solutions. 
Follow-up remarks made by several members of the Conference Committee indicated that there was at least some bi-partisan interest in coming up with a permanent fix to the SGR rather than another in the long series of temporary fixes.  
The stumbling block for enacting a permanent SGR solution has not been the lack of an alternative formula, but rather how to pay for any fix the Congress might adopt.  Current estimates are that adopting a permanent fix would increase the federal deficit by approximately $300 Billion over the next year unless corresponding spending reductions were made to offset the debt.  

The AMA and some other organizations have suggested that money saved by the ending of the war in Iraq could be used to pay for the SGR fix.  The current federal budget (which projects spending out for 10 years) assumed that the Iraq war would go on for several more years and money was budgeted for that purpose.  However, with the ending of the war, the money previously budgeted will no longer be needed.  Therefore, from a budgeting standpoint, this money could technically be redirected to pay for the SGR fix, rather than being set aside for the war in Iraq.  Doing so would not increase the projected federal deficit beyond current estimates as this would be viewed as a reprogramming of dollars already budgeted for another purpose.

It remains to be seen whether the Congress will pursue this budgetary line of reasoning or not.  

Although it appears unlikely that Congress would allow the 27% SGR related cut to go into effect on March 1, there are no guarantees.  HBMA and other healthcare organizations continue to urge Congress to adopt a permanent SGR fix so that providers, like the heroine Pauline, can go to sleep at night without fear of a pending disaster.  
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MedPAC Recommends Reducing Hospital Based Physician Fees

On January 15th, the Medicare Payment Advisory Commission (MedPAC) voted to recommend that Congress mandate a change in Medicare payment policy so that the payments for physician services provided in a hospital outpatient department would be equalized between hospital-based clinics and free-standing physician offices. 

MedPAC is an independent Congressional agency established by the Balanced Budget Act of 1997 (Public Law. 105-33) to advise the U.S. Congress on issues affecting the Medicare program. In addition to advising the Congress on payments to providers in Medicare's traditional fee-for-service program as well as to private health plans participating in Medicare, MedPAC is also tasked with analyzing access to care, quality of care, and other issues affecting Medicare.

The Commissioners voted (15 – 2), to recommend that the Congress direct the Secretary of HHS to lower hospital outpatient evaluation and management payment rates to the level provided for such care in physicians' offices. Such a lowering should, according to the recommendation, be phased in over three years rather than occurring all at once.

The cut was described by supporters as the first significant step in an ongoing effort to equalize Medicare payments for the same service by different providers.

Glenn Hackbarth, chairman of MedPAC, was quoted as saying, “health policy experts have long lamented Medicare's tradition of different pay for the same healthcare services in different locations.” The recommended pay equalization is a gradual way to move towards payment equity.
Hospital advocates roundly challenged the pay equalization proposal.
In a press release issued shortly after the MedPAC vote, the Association of American Medical Colleges (AAMC) said, 

“The MedPAC recommendation disproportionately impacts the nation’s major teaching hospitals and will create unintended consequences for both patients and resident education. Teaching hospital outpatient departments that depend on this support provide essential, coordinated care for patients with complex medical needs in settings such as pain centers and cancer clinics. These patients often cannot find care elsewhere in the community. In addition, these sites are valuable settings for resident education.”
“We urge Congress not to make changes to these Medicare payment policies because they will impede access to care in outpatient clinics and affect training opportunities for residents and other health care professionals.”

The American Hospital Association (AHA) was equally vocal in stating their opposition to the MedPAC proposal.  AHA issued the following statement,
“America’s hospitals are very disappointed with the Medicare Payment Advisory Commission’s (MedPAC) recommendations today regarding changes in Medicare payment to hospitals. Cutting hospital reimbursement for evaluation and management services in hospital outpatient departments threatens patient access to care that is not otherwise available in a community.”

The AHA went on to suggest that the payment equalization proposal would jeopardize patient access to “unique, vital care.” 

The AHA statement goes on to urge Congress to reject MedPAC’s recommendations regarding the changes to outpatient care reimbursement.
Some physician organizations have urged Congress to adopt the MedPAC recommendation and use the savings resulting from the lower payments as part of the “pay for” for fixing the SGR problem.
Return To Top
AMA says stop ICD-10


As a result of a resolution passed by the AMA’s House of Delegates this past November, Dr. James Madara, the physician organization’s chief executive, has written a letter to House Speaker John Boehner (R-OH) urging him to push legislation stopping the federal government from adopting the ICD-10 coding system.   
 

The AMA argues that moving to ICD-10 is unnecessary and would place a significant financial and administrative burden on physician practices with very little in the way of a return – either clinically or financially.  


Madara also noted that the timing of the move to ICD-10 was problematic given all of the other changes that will be occurring over the next two years.   The letter notes, “The timing of the ICD-10 transition that is scheduled for October 1, 2013, could not be worse as many physicians are currently spending significant time and resources implementing electronic health records (EHR) into their practices.”
This observation is similar to one made by Holly Louie, CHBME, when she testified on behalf of HBMA before the National Committee on Vital and Health Statistics (NCVHS) with regard to the various billing, coding and technological changes physicians were attempting to make as a result of healthcare reform and the move to national adoption of EHR.  Louie warned the Committee that these near simultaneous events could cripple many physician practices creating the “perfect storm” in healthcare administration.
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Some CMS demos have not reduced Medicare spending 

The Congressional Budget Office (CBO) recently released a report concluding that many of the demonstration projects aimed at promoting alternative delivery models for caring for patients with chronic disease did not appreciably reduce Medicare spending.  

Generally referred to as either “value-based payment demonstrations” or “disease management/care coordination demonstration” CBO has concluded that the projects fell well short of promised savings and/or improvements in patient care.  

“In nearly every program involving disease management and care coordination, spending was either unchanged or increased relative to the spending that would have occurred in the absence of the program, when the fees paid to the participating organizations were considered.” 
Not every project, however, produced disappointing results.  The CBO report goes on to note, 


“Programs in which care managers had substantial direct interaction with 
physicians and significant in-person interaction with patients were more 
likely to reduce Medicare spending than other programs...”
CBO reviewed six disease management and care coordination demonstrations and four value-based payment projects. 

Typically, the disease management and care coordination demonstrations used nurses as care managers to educate Medicare beneficiaries about their chronic illnesses, encourage them to follow self-care regimens, monitor their health and track whether they received recommended tests and treatments. The goal was to reduce hospital admissions and improve beneficiary compliance. In total, CBO found:

· 4 projects reduced hospital admissions by 15% or more;

· 7 projects reduced hospital admissions by between 6 and 15 percent;

· 19 programs saw little (5%) or no reductions in hospital admissions;
· 4 programs resulted in more hospital admissions.

Some of the projects that did seem to lower costs and improve clinical outcomes were those conducted as part of an initiative generally referred to as the “Physician Group Practice Demonstration” in which large, multi-specialty group practices participated in a shared savings program targeting patients suffering from chronic diseases.  

CBO’s analysis concluded,
“Demonstrations aimed at reducing spending and increasing quality of care face significant challenges in overcoming the incentives inherent in Medicare’s fee-for-service payment system, which rewards providers for delivering more care but does not pay them for coordinating with other providers, and in the nation’s decentralized health care delivery system, which does not facilitate communication or coordination among providers. The results of those Medicare demonstrations suggest that substantial changes to payment and delivery systems will probably be necessary for programs involving disease management and care coordination or value-based payment to significantly reduce spending and either maintain or improve the quality of care provided to patients.”

It is not clear whether the disappointing CBO analysis will have an impact on CMS efforts to undertake new demonstration projects or reform the process by which projects are selected.
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Legal Issues Surrounding Electronic Medical Records (EMR)
Electronic health records or medical records are not new but the rate of adoption of EHR by physicians as a result of federal incentives for adoption and meaningful use of an EHR has dramatically accelerated the use of EHR by physicians and other healthcare providers.  

At a recent conference on healthcare innovations sponsored by the Centers for Medicare and Medicaid Services (CMS), the National Coordinator for Health Information Technology (ONC), Dr. Farzad Mostashari, MD, noted that the percentage of physicians who have adopted EMR in their practice doubled from 17 to 34 percent from 2008-2011 and the percent of primary care physicians using EMR roughly doubled from 20 to 39 percent in that same time period. 
With the growing adoption and use of EHR will come certain legal issues that providers should be aware of when embarking on their EHR journey.  A recent article in Beckers Hospital Review highlighted some of the legal issues physicians and hospitals must be aware of as they both move down the path towards integrated medical records systems.  

1. 
Risk for medical malpractice. Physicians undergoing EMR implementation are at 
increased risk for medical malpractice during the time of adoption. The risk of error 
increases during the time between the health system's transition from a familiar system to 
a new one. 
2.
Medical errors. Given the tools available in EMR software, there is a common belief that EMR can greatly reduce medical errors. Just as a reliance on spell check can leave an email peppered with spelling blunders, too much dependence on an EMR can result in small mistakes that can quickly turn into medical errors.
3. 
Vulnerability to fraud claims. The Office of Inspector General's (OIG) 2012 Work Plan 
included a focus on fraud vulnerabilities specifically presented by EMR. It also outlined 
plans to review Medicare and Medicaid EHR incentive payments to prevent erroneous 
payments to providers.
4.
Breaches of protected health information (PHI). Since Sept. 2009, there have been 
380 PHI breach incidents reported to HHS involving 500 or more patients. Theft was the 
most common cause of breaches. Human error, loss of records and intentional 
unauthorized access to protected information were also general causes of breaches.
5.
Compliance. Given the relative novelty of the EMR, practice administrators and 
healthcare business consultants may need to devote more time to ensure physicians are 
well-informed about compliance and legal risks. 
Given the relative “newness” of the legal issues in this area, it may be some time before there is clear legal direction on some of these issues/topics.
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Is there an App for That?
The Chief Privacy Officer (CPO) in the Office of the National Coordinator for Health Information Technology (ONC), in conjunction with the Department of Health and Human Services (HHS) Office for Civil Rights (OCR), recently launched a Privacy & Security Mobile Device project. 

 
According to a press release issued by the Department, “The project goal is to develop an effective and practical way to bring awareness and understanding to those in the clinical sector to help them better secure and protect health information while using mobile devices (e.g., laptops, tablets, and smartphones).”

Building on the existing HHS HIPAA Security Rule - Remote Use Guidance, the project is designed to identify good privacy and security practices for mobile devices. Once identified, effective practices will be communicated in “plain, practical, and easy to understand language for health care providers, professionals, and other entities.” 

HHS is planning to hold a public listening session on this topic this Spring.  
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Growth in U.S. Health Spending Remains Slow in 2010
Slowing the rate of growth in healthcare spending has been the goal of every President since Bill Clinton.  Unfortunately, this has been an elusive target, but recent data released by the Obama Administration, while encouraging, appears to be a political double-edged sword.

According to the recently released National Health Expenditures (NHE) annual report, health care spending in the United States experienced historically low rates of growth in 2009 and 2010.  According to analysts with the Centers for Medicare and Medicaid (CMS), “the increase in spending for 2009 represents the lowest rate of increase in the entire 51 year history of the NHE.”  And the rate of growth in healthcare spending in 2010 was similarly low, coming in at a 3.9 percent increase, just .1 percentage point faster than the 2009 rate.

So why aren’t federal officials touting this historic achievement?  Because the principle cause of the slow growth in healthcare spending was the poor state of our nation’s economy during those years. In particular, the high rate of unemployment (and associated loss of health insurance) appears to have caused many people to simply forgo visits to the doctor, deferring medical treatment for non-life threatening medical problems until they had health insurance or their long-term employment prospects looked brighter.

Suggesting that the way to slow the growth in healthcare spending is to have sustained slow growth in the general economy is not considered a winning political (or economic) strategy.

The NHE report represents the official estimates of total health care spending in the United States and measures annual health spending by the types of goods and services delivered (hospital care, physician services, retail prescription drugs, etc.), by the programs and payers that pay for that care (private health insurance, Medicare, Medicaid, etc.), and by the sponsors who are ultimately responsible for financing that care (private business, households, and governments).  
The National Health Expenditures annual report has a wealth of information about healthcare spending and projections about the future direction of healthcare spending in the U.S. 
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How much is that image worth?

We have often been told that a picture is worth a thousand words, but a new report out of CMS will attempt to tell us just how much an advanced medical image is worth in terms of dollars!

On Thursday, Feb 16th, CMS will release a national provider Comparative Billing Report (CBR) addressing Advanced Diagnostic Imaging.  The CBR has been produced by Safeguard Services under contract with the Centers for Medicare and Medicaid Services.  The report will contain actual data-driven tables and graphs with an explanation of findings that compare a provider’s billing and payment patterns to those of their peers located in their state and across the nation.

According to a CMS press release, “These reports are not available to anyone except the providers who receive them.”  
To ensure privacy, the reports will only provide summary billing information; no patient or case-specific data will be included. The goal of the reports is to provide a “tool that helps providers better understand applicable Medicare billing rules and improve the level of care they furnish to their Medicare patients.”  
Individuals interested in more information about the CBR or if you would like to review a sample of the Advanced Diagnostic Imaging CBR, visit the CBR Services website at www.CBRservices.com.
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HHS - Health Reform Law Saves Billions for Millions on Medicare

According to a new report issued by the Department of Health and Human Services (HHS) 3.6 million people with Medicare saved $2.1 billion on their prescription drugs in 2011 because of  changes enacted as part of the Patient Protection and Affordable Care Act.  New data released by (HHS) indicates that Medicare beneficiaries can expect these savings to continue for several more years.  The HHS report estimates that “the average person with Medicare will save nearly $4,200 by 2021 because of the new law.”
HHS Secretary Kathleen Sebelius said,  “The Affordable Care Act is already saving money for millions of Americans with Medicare.”   She went on to say that as the implementation of the ACA moves forward, “we will save even more money for everyone with Medicare.” 

For 2012, the Affordable Care Act provides a 50% discount on brand-name prescription drugs and a 14% discount on generics.  In 2011, it provided a 7% discount on covered generic medications for people who hit the prescription drug coverage gap known as the doughnut hole.   

HHS also provided state-by-state savings figures for this announcement.
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CMS offers guidance on EHR incentive appeals


Physicians who have been unable to qualify for Medicare EHR Incentive payments can now get some guidance from CMS on the appeals process.
CMS announced that the agency has awarded a contract for the administrative review of certain EHR Incentive Program determinations.  The contract has been awarded to Provider Resources, Inc. (PRI) located in Erie, Pennsylvania. As the appeals support contractor, PRI will be working with the Office of Clinical Standards and Quality (OCSQ), an office within CMS, to provide customer service support and technical assistance to all users of the system and the tools implemented to support the EHR Incentive Program Administrative Appeals.

PRI was originally founded as a medical billing company by former HBMA board member Shawn Keough-Hartz.

Administrative appeals information for healthcare professionals that have been deemed ineligible to participate in the EHR Incentive Program or denied meaningful-user status is available for download .
Interested parties may reach the appeals support contractor or the OCSQ Appeals Support Center either by email at OCSQAppeals@provider-resources.com or the toll free number at 1-855-796-1515. The OCSQ Appeals Support Center is available between the hours of 9 a.m. and 5 p.m. EST Monday through Friday.
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CMS Transmittals

The following are transmittals CMS issued between January 1, 2012 and February 2, 2012.

Transmittal 




Subject




Effective

Number









Date
	SE1202
	Health Professional Shortage Area (HPSA) Bonus Payment Policy Reminders
	N/A

	SE1201
	Important Reminder for Providers and Suppliers Who Provide Services and Items Ordered or Referred by Other Providers and Suppliers
	N/A

	R1012OTN
	Use of Revised Remittance Advice Remark Code (RARC) N103 When Denying Services Furnished to Federally Incarcerated Beneficiaries
	07/02/2012

	R202FM
	Recovery Audit Program MAC-issued Demand Letters
	01/03/2012

	R1013OTN
	Contractor Instructions to Implement International Classification of Diseases-10th Revision (ICD-10) Plans
	N/A

	R140NCD
	Autologous Cellular Immunotherapy Treatment of Metastatic Prostate Cancer
	08/08/2011

	R2380CP
	Autologous Cellular Immunotherapy Treatment of Metastatic Prostate Cancer
	08/08/2011

	R1014OTN
	Instructions to Teaching Hospitals for Reporting the Internal Revenue Service (IRS) Refund of Medical Resident FICA Taxes
	02/06/2012

	R203FM
	Notice of New Interest Rate for Medicare Overpayments and Underpayments - 2nd Notification for FY 201
	01/19/2012

	R2383CP
	FISS Claims Processing Updates for Ambulance Services.
	04/02/2012

	R2386CP
	January 2012 Update of the Hospital Outpatient Prospective Payment System (OPPS)
	01/03/2012

	R2384CP
	Quarterly Update to the Correct Coding Initiative (CCI) Edits, Version 18.1, Effective April 1, 2012
	04/02/2012

	R402PI
	Advanced Diagnostic Imaging (ADI) Accreditation Enrollment Procedures (This CR Fully Rescinds and Replaces CR 7177.)
	01/27/2012

	R76GI
	Allowing Physician Assistants to Perform Skilled Nursing Facility (SNF) Level of Care Certifications and Recertification's
	02/13/2012

	R153BP
	Allowing Physician Assistants to Perform Skilled Nursing Facility (SNF) Level of Care Certifications and Recertification's
	02/13/2012

	R2379CP
	Summary of Policies in the CY 2012 Medicare Physician Fee Schedule (MPFS) Final Rule and the Telehealth Originating Site Facility Fee Payment Amount
	01/03/2012

	R79SOMA
	Revised Exhibit 286, Hospital/CAH Database Worksheet
	01/20/2012

	R404PI
	General Update to Chapter 15 of the Program Integrity Manual (PIM) - Part I
	04/22/2012

	R1015OTN
	Emergency Update to the CY 2012 Medicare Physician Fee Schedule Database (MPFSDB)
	01/26/2012

	R403PI
	Claims against Surety Bonds for Suppliers of Durable Medicare Equipment, Prosthetics, Orthotics and Supplies (DMEPOS)
	02/21/2012

	R2388CP
	Update to Pub 100-04, Medicare Claims Processing Manual, Chapter 3: Inpatient Hospital Billing
	04/22/2012

	R1017OTN
	Instructions to Teaching Hospitals for Reporting the Internal Revenue Service (IRS) Refund of Medical Resident FICA Taxes
	01/30/2012

	R2394CP
	CWF Editing for Autologous Cellular Immunotherapy Treatment of Metastatic Prostate Cancer (PROVENGE)
	07/02/2012

	R2393CP
	Inpatient Rehabilitation Facility (IRF) No-Pay Billing for Medicare Advantage (MA) Patients Update
	07/02/2012

	R1016OTN
	Direct Mailing to Medicare Providers About the 2012 Electronic Prescribing Payment
	02/27/2012

	R2391CP
	New Hospice Condition Code for Out of Service Area Discharges
	07/02/2012

	R1019OTN
	Update to the Fiscal Year (FY) 2012 List of Codes Exempt from Reporting Present on Admission (POA)
	07/02/2012

	R2390CP
	Revised Editing for Hepatitis B Administration Code G0010
	07/02/2012

	R1023OTN
	Common Edits and Enhancements Module (CEM) and Receipt, Control, and Balancing Updates - July 2012
	N/A

	R1024OTN
	Common Edits and Enhancements Modules (CEM) Code Set Update
	07/02/2012

	R1027OTN
	New Occurrence Span Code to Report Antepartum Days 
	07/02/2012

	R1021OTN
	Automated Tracking and Reporting of Recovery Audit-Associated Reopenings and Appeals 
	N/A

	R1029OTN
	Delayed Work from CR 7589: Request to Require Hours for Research and Conference Calls with Maintainers, MACs, and EDCs and Additional Requirements for IDR Shared Systems
	07/02/2012

	R82DEMO
	Implementation Support and Payment Processing for the Multi-Payer Advanced Primary Care Practice (MAPCP) Demonstration- Additional Requirements
	07/02/2012

	R405PI
	General Update to Chapter 15 of the Program Integrity Manual (PIM) - Part III
	02/27/2012

	R1031OTN
	Analysis and Design of Edits to Correct Recovery Auditor Identified Improper Payments in MCS.
	07/02/2012

	R1022OTN
	Fee for Service Common Eligibility Services Conference Calls and Research
	07/02/2012

	R141NCD
	Screening for Sexually Transmitted Infections (STIs) and High Intensity Behavioral Counseling (HIBC) to Prevent STIs (ICD-10)
	N/A

	R2402CP
	Screening for Sexually Transmitted Infections (STIs) and High Intensity Behavioral Counseling (HIBC) to Prevent STIs (ICD-10)
	N/A

	1028OTN
	Contractor Instructions to Implement International Classification of Diseases-10th Revision (ICD-10) Plans
	N/A

	R1025OTN
	Enterprise Electronic Change Information Management Portal (ECHIMP)
	07/02/2012

	R1026OTN
	Implementation of the HIPAA Version 5010 276/277 Claim Status Edits July 2012 Release
	07/02/2012

	R2396CP
	April 2012 Quarterly Average Sales Price (ASP) Medicare Part B Drug Pricing Files and Revisions to Prior Quarterly Pricing Files
	04/02/2012

	R1032OTN
	Revisions to the Hospice Medicare Summary Notice (MSN)
	07/02/2012

	R1030OTN
	Health Insurance Portability and Accountability Act (HIPAA) 5010 837 Institutional (837I) Edits and 5010 837 Professional (837P) Edits - July 2012 Versio4
	07/02/2012

	R2395CP
	Multiple Procedure Payment Reduction (MPPR) for Physician Services for Certain Diagnostic Imaging Procedures in Critical Access Hospitals (CAH)
	07/02/2012

	R2399CP
	Clarification for Skilled Nursing Facility (SNF) and Swing Bed (SB) Part A Billing - Updating System Requirements for Assessment Date Reporting and Removal of the Occurrence Code 16 Reporting Requirement
	07/02/2012

	R2397CP
	Update to Abortion Condition Codes Associated With Reason Code 32809
	07/02/2012

	R2403CP
	Medicare System Update to Include a Rendering Provider Field to Allow Correct Physician National Provider Identifier (NPI) Reporting for the Primary Care Incentive Program (PCIP) for Critical Access Hospitals (CAHs) Reimbursed Under the Optional Method
	07/02/2012

	R1033OTN
	Analysis of Improper Overpayments to Design Edits to Correct these Overpayments in CWF, MCS, and FISS
	07/02/2012

	R1037OTN
	Health Insurance Portability and Accountability (HIPAA) 5010/D.0 Fixes - July 2012
	07/02/2012

	R1038OTN
	Updates to Editing of Patient Discharge Status Codes on Hospice Claims
	07/02/2012

	R204FM
	Immediate Recoupment for Fee for Service Claims Overpayments
	07/02/2012

	R2406CP
	Announcement of Medicare Rural Health Clinic (RHC) and Federally Qualified Health Centers (FQHC) Payment Rate Increases
	01/03/2012


