The Center for Medicare and Medicaid Services (CMS)

 In Brief

CMS sits within the federal Department of Health and Human Services.  For our purposes, CMS administers the federal Medicare Program and the joint state and federal Medicaid Program. For Medicare, this means financing, provider qualification and enrollment, beneficiary enrollment, benefit policies and procedures, payment policies and procedures, program integrity (oversight such as fraud and abuse), etc. Your regional Medicare Administrative Contractor (MAC) also makes many local decisions.  

Medicare: age 65 and over and certain disabilities

· Medicare Part A: Hospital Insurance.  “Intermediaries” process Medicare claims for payment to hospitals, hospice care, skilled nursing facilities, dialysis facilities, outpatient rehabilitation facilities, community mental health centers, and rural health clinics.
· Medicare Part B: Medical Insurance:   “Carriers” process claims for medically necessary care in a doctor’s office, clinic, hospital, or at home. Hospital visits and consultations, surgery, anesthesia, diagnostic tests and procedures that are part of the treatment plan are included. Other services under Part B: ambulance services, DME, and outpatient hospital services.

Medicaid:  Medicaid is a joint federal and state program. Each state sets its own guidelines regarding eligibility and services with in federal statutes and regulations.  Coverage is provided for certain low-income individuals and families who fit into an eligibility group that is recognized by federal and state law.  It is hugely complex and varies state to state.  Certain requirements must be met. These may include age, whether you are pregnant, disabled, blind, or aged; income and resources (like bank accounts, real property, or other items that can be sold for cash); and whether you are a U.S. citizen or a lawfully admitted immigrant. 

CMS also administers other Medicare programs like Medicare Advantage and PACE.  However, Medicare fee for service makes up >80% of the Medicare claims.

Please see graphic of DHHS organization after this document.

MEDICARE PROVIDER ENROLLMENT

In order to bill Medicare for services rendered, each provider must be “enrolled” with Medicare.  This process usually occurs early in a provider’s career and may be handled largely by the employer for the provider, so it may be a nonevent for the provider.  At enrollment the provider designates a primary specialty and may designate secondary specialties.  To see the enrollment form go to:  
http://www.cms.hhs.gov/cmsforms/downloads/cms855i.pdf.
Provider specialty drives all subsequent payment and is part of the insurers’ payment algorithm.  Rules for payment appear in the Medicare Claims Procession Manual, Chapter 12.  For example, Section 30.6.9C contains the much discussed section on “Hospital Visits on the same day but by different Physicians.”    To see the physician chapter of the manual go to:  http://www.cms.hhs.gov/manuals/downloads/clm104c12.pdf
Medicare does not distinguish a practitioners role  from specialty.  Palliative care is not yet recognized by CMS as a physician specialty. To Medicare an internist/hospitalist, is the same as an internist/PCP or internist/palliative care specialist.  This causes claims to deny because they are perceived by the computer algorithm to be the same specialty on the same day.  See also “Clear, Correct  Coding” document  on CAPC Tools – Billing site
MEDICARE CONTRACTING REFORM

The Centers for Medicare and Medicaid Services (CMS) has begun to shift away from using separate regional carriers for Part A and Part B claims processing, replacing them with 15 Medicare Administrative Contractors (MACs) responsible for all Part A and Part B claims processing in contiguous geographic areas or jurisdictions. The Medicare Modernization Act of 2003 initiated these changes, which CMS expects to streamline claims processing and reduce administrative costs. MACs are gradually being phased into service with full implementation to be completed in 2011. 

In the past and under Medicare Contracting Reform, the Medicare contractors have significant responsibility for interpreting and implementing Medicare coding, payment and coverage regulations.  There is regional flexibility and variation in practice via local carrier policy decisions and Local Medical Review Policies (policies developed locally in the absence of a national policy).  Therefore, it is necessary to be aware of local as well as national policies and practices.

Why does this matter to you and your organization?  1) Extensive change is happening for CMS and it’s contractors.  2) Local variation in coverage occurs because contractors can make local carrier policy decisions.  For these reasons, Medicare coverage decisions can sometimes seem contradictory and confusing.  You and your staff may need to be very patient and persistent in order to get what you want.

Each Medicare Carrier employs a physician known as a contractor medical director (CMD) whose role is to provide guidance to the carrier in adjudicating claims and input on coverage and payment policy issues.
 Overtime, the role of CMDs has broadened to include interacting with medical societies and peer groups, educating physicians about billing and coding rules and serving as a readily available medical resource for both carriers and providers.  The role of the CMD may vary among the contractors.  

Regarding direct communication with the MAC, it is prudent to work with the persons in your institution who have existing communication channels with the MAC. Planned and documented communication will be most effective in the long run.

For maps of each MAC jurisdiction and information about the contractors who have been awarded jurisdictions to date, visit the CMS Web site at: http://www.cms.hhs.gov/MedicareContractingReform/05_PartAandPart%20BMACJurisdictions.asp#TopOfPage
TO VIEW the CMS website RE: THE DETAILS AND TIMING OF CHANGES GO TO  http://www.cms.hhs.gov/MedicareContractingReform/

�Medicare Program Integrity Manual.
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