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Introductory Message from the Office of Inspector General
The U.S. Department of Health and Human Services (HHS), Office of Inspector
General (OIG), Work Plan for fiscal year (FY) 2017 summarizes new and ongoing
reviews and activities that OIG plans to pursue with respect to HHS programs and
operations during the current fiscal year and beyond.
Daniel R. Levinson
Inspector General
01G’s Responsibility
| V4
Our organization protects the integrity of HHS programs and operations and the well being of beneficiaries by
detecting and preventing fraud, waste, and abuse; identifying opportunities to improve program economy,
efficiency, and effectiveness; and holding accountable those who do not meet program requirements or who
violate Federal health care laws. Our mission encompasses more than 100 programs administered by HHS
at agencies such as the Centers for Medicare & Medicaid Services (CMS), Administration for Children and
Families (ACF), Centers for Disease Control and Prevention (CDC), Food and Drug Administration (FDA),
Indian Health Service (IHS), and National Institutes of Health (NIH).
The amount of work conducted about particular programs is determined by the amount of funds available
and the purpose limitations in the funding appropriated to OIG. OIG’s funding that is directed toward
oversight of the Medicare and Medicaid programs—including oversight of financial integrity and quality and
safety of medical services—constitutes a significant portion of OIG’s total funding (approximately 78 percent
in FY 2016). The remaining share of OIG’s efforts and resources are focused on other HHS programs and
management processes, including key issues, such as efficient and effective operation of health insurance
marketplaces and accuracy of related financial assistance payments; safety of the Nation’s food and drug
supply; security of national stockpiles of pharmaceuticals for use during emergencies; cybersecurity; and
integrity of contracts and grants management processes and transactions.



How and Where We Operate

OIG operates by providing independent and objective oversight that promotes economy, efficiency, and
effectiveness in the programs and operations of HHS. OIG’s program integrity and oversight activities adhere
to professional standards established by the Government Accountability Office (GAO), Department of Justice
(DOJ), and the Inspector General community. OIG carries out its mission to protect the integrity of HHS
programs and the health and welfare of the people served by those programs through a nationwide network
of audits, investigations, and evaluations, as well as outreach, compliance, and educational activities,
conducted by personnel in the following components.



The Office of Audit Services (OAS). OAS conducts audits of HHS programs and operations through its own
resources or by overseeing audit work done by others. Audits examine the performance of HHS programs and/
or its grantees and contractors in carrying out their respective responsibilities and are intended to provide
independent assessments of HHS programs and operations. These assessments help reduce waste, abuse, and
mismanagement and promote the economy, efficiency, and effectiveness of programs and operations
throughout HHS.

The Office of Evaluation and Inspections (OEl). OEl conducts national evaluations to provide HHS, Congress,
and the public with timely, useful, and reliable information on significant issues. These evaluations focus on
preventing fraud, waste, and abuse and promoting economy, efficiency, and effectiveness in HHS programs.
OEl reports also present practical recommendations for improving program operations.

The Office of Investigations (Ol). Ol conducts criminal, civil, and administrative investigations of fraud and
misconduct related to HHS programs, operations, and beneficiaries. With investigators working in almost
every State, the District of Columbia, and Puerto Rico, Ol coordinates with DOJ and other Federal, State, and
local law enforcement authorities. Ol also coordinates with OAS and OEl when audits and evaluations uncover
potential fraud. Ol’s investigative efforts often lead to criminal convictions, administrative sanctions, or civil
monetary penalties (CMP).

The Office of Counsel to the Inspector General (OCIG). OCIG provides general legal services to OIG, rendering
advice and opinions on HHS programs and operations and providing all legal support for OIG’s internal
operations. OCIG represents OIG in all civil and administrative fraud and abuse cases involving HHS programs,
including False Claims Act, program exclusion, self-disclosure, and CMP cases. In connection with these cases,
OCIG also negotiates and monitors corporate integrity agreements. OCIG renders advisory opinions, issues
compliance program guidance, publishes fraud alerts, and provides other guidance to the health care industry
about the anti-kickback statute and other OIG enforcement authorities.

Executive Management (EM). EM is composed of the Immediate Office of the Inspector General and the
Office of Management and Policy. EM is responsible for overseeing the activities of OIG’s components; setting
vision and direction, in collaboration with the components, for OIG’s priorities and strategic planning; providing
specialized expertise in cross-cutting issues; ensuring effective management of budget, finance, information
technology (IT), human resources, and other operations; and serving as a liaison to HHS, Congress, and other
stakeholders. EM plans, conducts, and participates in a variety of cooperative projects within HHS and with
other Government agencies.



Some of the TMC:s reflect persistent

and concerning vulnerabilities
that OIG has highlighted for

HHS over many years.

How We Plan Qur Work

Work planning is a dynamic process, and adjustments are made throughout the year to meet priorities and
to anticipate and respond to emerging issues with the resources available. We assess relative risks in HHS
programs and operations to identify those areas most in need of attention and, accordingly, to set priorities
for the sequence and proportion of resources to be allocated. In evaluating potential projects to undertake,
we consider a number of factors, including:

¢ mandatory requirements for OIG reviews, as set forth in laws, regulations, or other directives;

e requests made or concerns raised by Congress, HHS management, or the Office of Management
and Budget (OMB);

e top management and performance challenges (TMCs) facing HHS;
e work performed by other oversight organizations (e.g., GAO);
¢ management’s actions to implement OIG recommendations from previous reviews; and

e potential for positive impact.

op Management and Performance Challenges Facing HE

OIG annually prepares a summary of the most significant management and performance challenges facing
HHS, the associated recommendations for improvement, and the Department’s progress toward addressing
them. Some of the top management challenges reflect persistent and concerning vulnerabilities that OIG
has highlighted for HHS over many years. Others forecast new and emerging issues that HHS will face in the
upcoming year and beyond. For more information on the Top Management and Performance Challenges
facing HHS, please visit https://oig.hhs.gov/reports-and-publications/top-challenges/index.asp.



https://oig.hhs.gov/reports-and-publications/top-challenges/index.asp

What This Document Contains

Work planning is an ongoing and evolving process, and the Work Plan is updated throughout the year.
This edition of the Work Plan describes OIG audits and evaluations that are underway or planned

and certain legal and investigative initiatives that are continuing. It also notes items that have been
completed, revised, and removed and includes new items that have been started or planned since
April 2016.

OIG posts its Work Plan online at http://oig.hhs.gov/reports-and-publications/workplan/index.asp.
Because we make continual adjustments to our work, as appropriate, we do not provide status reports
on the progress of the reviews. However, if you have other questions about our Work Plan, please
contact us at public.affairs@oig.hhs.gov.

01G on the web: http://www.oig.hhs.gov

Follow us on Twitter: http://twitter.com/0IGatHHS



http://oig.hhs.gov/reports-and-publications/workplan/index.asp
mailto:public.affairs%40oig.hhs.gov?subject=
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“OIG’s mission is to protect the

integrity of HHS programs, as well
as the health and welfare of program
beneficiaries. In fulfillment of this
mission, we promote provider

compliance, recommend program
safeguards, and follow up on those
recommendations ...”
— Inspector General
Daniel R. Levinson

What's New

This Work Plan summarizes new and ongoing reviews and activities that OIG plans to pursue with respect to
HHS programs and operations during the current fiscal year and beyond. Specifically, this edition of the Work
Plan removes items that have been completed, postponed, or canceled, and includes new items that have
been started since April 2016. This Work Plan also indicates as “Revised” items where a substantial aspect of
an ongoing review has changed since the April 2016 Work Plan Update. The list below reflects how our Work
Plan has changed since it was last updated in April 2016 through September 2016.

(MS: Medicare PartsAandg

e COMPLETED:

e COMPLETED:

e COMPLETED:

e COMPLETED:

e COMPLETED:

e COMPLETED:

e COMPLETED:

e COMPLETED:

e COMPLETED:

CMS Is Taking Steps To Improve Oversight of Provider-Based Facilities, but
Vulnerabilities Remain (OEI-04-12-00380) — Issued June 2016

Adverse Events in Rehabilitation Hospitals: National Incidence among Medicare
Beneficiaries (OEI-06-14-00110) — Issued July 2016

Nationwide Analysis of Common Characteristics in OIG Home Health Fraud Cases
(OEI-05-16-00031) — Issued June 2016

Medicare: Vulnerabilities Related to Provider Enrollment and Ownership Disclosure
(OEI-04-11-00591) — Issued May 2016

MACs Continue to Use Different Methods to Determine Drug Coverage
(OEI-03-13-00450) — Issued August 2016

Comparison of ASP and AMP: Results for 4th Quarter 2015 (OEI-03-16-00230) — Issued
May 2016

Comparison of ASP and AMP: Results for 1st Quarter 2016 (OEI-03-16-00250) — Issued
August 2016

Medicare Benefit Integrity Contractors’ Activities in 2012 and 2013: A Data
Compendium (OEI-03-13-00620) — Issued May 2016

Recommendation Follow-up: CMS Should Address Medicare’s Flawed Payment System
for DME Infusion Drugs (OEI-12-16-00340) — Issued August 2016



https://oig.hhs.gov/oei/reports/oei-04-12-00380.pdf
https://oig.hhs.gov/oei/reports/oei-06-14-00110.pdf
https://oig.hhs.gov/oei/reports/oei-05-16-00031.pdf
https://oig.hhs.gov/oei/reports/oei-04-11-00591.pdf
https://oig.hhs.gov/oei/reports/oei-03-13-00450.pdf
https://oig.hhs.gov/oei/reports/oei-03-13-00620.pdf
https://oig.hhs.gov/oei/reports/oei-12-16-00340.pdf

COMPLETED: Hospices Should Improve Their Election Statements and Certifications of Terminal Iliness

(OEI 02-10-00492) — Issued September 2016

COMPLETED: Changing How Medicare Pays for Clinical Diagnostic Laboratory Tests: An Update on

CMS’s Progress — Mandatory Review (OEI-09-16-00100) — Issued September 2016

COMPLETED: Medicare Payments for Clinical Diagnostic Laboratory Tests in 2015: Year 2 of Baseline

Data — Mandatory Review (OEI-09-16-00040) — Issued September 2016

COMPLETED: Escalating Medicare Billing for Ventilators Raises Concerns (OEI-12-15-00370) —

Issued September 2016

COMPLETED: Medicare Improperly Paid Millions of Dollars for Unlawfully Present Beneficiaries

for 2013 and 2014 — Mandatory Report (A-07-15-01159) — Issued September 2016

COMPLETED: Inpatient Claims for Mechanical Ventilation (A-09-14-02041) — Issued June 2016

NEW:

NEW:
NEW:
NEW:
NEW:
NEW:
NEW:
NEW:
NEW:
NEW:
NEW:
NEW:
NEW:
NEW:

NEW:

Hyperbaric Oxygen Therapy Services — Provider Reimbursement in Compliance with
Federal Regulations

Incorrect Medical Assistance Days Claimed by Hospitals

Inpatient Psychiatric Facility Outlier Payments

Case Review of Inpatient Rehabilitation Hospital Patients Not Suited for Intensive Therapy
Nursing Home Complaint Investigation Data Brief

Skilled Nursing Facilities — Unreported Incidents of Potential Abuse and Neglect

Skilled Nursing Facility Reimbursement

Skilled Nursing Facility Adverse Event Screening Tool

Medicare Hospice Benefit Vulnerabilities and Recommendations for Improvement, A Portfolio
Review of Hospices Compliance with Medicare Requirements

Hospice Home Care — Frequency of Nurse On-site Visits to Assess Quality of Care and Services
Comparing HHA Survey Documents to Medicare Claims Data

Part B Services during Non-Part A Nursing Home Stays: Durable Medical Equipment

Medicare Market Share of Mail-Order Diabetic Testing Strips: April 1-June 30, 2016 —
Mandatory Review

Positive Airway Pressure Device Supplies — Supplier Compliance with Documentation
Requirements for Frequency and Medical Necessity


https://oig.hhs.gov/oei/reports/oei-02-10-00492.pdf
https://oig.hhs.gov/oei/reports/oei-09-16-00100.pdf
https://oig.hhs.gov/oei/reports/oei-09-16-00040.pdf
https://oig.hhs.gov/oei/reports/oei-12-15-00370.pdf
https://oig.hhs.gov/oas/reports/region7/71501159.pdf
https://oig.hhs.gov/oas/reports/region9/91402041.pdf

e NEW: Monitoring Medicare Payments for Clinical Diagnostic Laboratory Tests — Mandatory Review
e NEW: Medicare Payments for Transitional Care Management

e NEW: Medicare Payments for Chronic Care Management

e NEW: Data Brief on Financial Interests Reported under the Open Payments Program

e NEW: Power Mobility Devices Equipment — Portfolio Report on Medicare Part B Payments

e NEW: Drug Waste of Single Use Vial Drugs

e NEW: Potential Savings from Inflation-Based Rebates in Medicare Part B

e NEW: Medicare Payments for Service Dates After Individuals’ Dates of Death

e NEW: Management Review: CMS’s Implementation of the Quality Payment Program

e REVISED: Intensity-Modulated Radiation Therapy

e REVISED: National Background Checks for Long-Term-Care Employees — Mandatory Review

e REVISED: Ambulance Services — Supplier Compliance with Payment Requirements

e REVISED: Inpatient Rehabilitation Facility Payment System Requirements

e REVISED: Histocompatibility Laboratories — Supplier Compliance with Payment Requirements

e REMOVED: Diabetes Testing Supplies Effectiveness of System Edits to Prevent Inappropriate Payments
for Blood Glucose Test Strips and Lancets to Multiple Suppliers

e REMOVED: Power Mobility Devices — Supplier Compliance with Payment Requirements
e REMOVED: Ambulatory Surgical Centers — Payment System
e REMOVED: CMS Management of the ICD-10 Implementation

e REMOVED: Hospital Cost Reports: Implications of Compensation on Medicare Reimbursement

e COMPLETED: High Part D Spending on Opioids and Substantial Growth in Compounded Drugs Raise

Concerns (OEI-02-16-002900) — Issued June 2016

e COMPLETED: Memorandum Report: Part D Plans Generally Include Drugs Commonly Used by Dual
Eligibles: 2016 (OEI-05-16-00090) — Issued June 2016



https://oig.hhs.gov/oei/reports/oei-02-16-00290.pdf
https://oig.hhs.gov/oei/reports/oei-05-16-00090.pdf

e NEW: Medicare Part C Payments for Service Dates After Individuals’ Dates of Death
e NEW: Extent of Denied Care in Medicare Advantage and CMS Oversight

e NEW: Medicare Part D Rebates Related to Drugs Dispensed by 340B Pharmacies

e NEW: Questionable Billing for Compounded Topical Drugs in Part D

e NEW: Medicare Part D Payments for Service Dates After Individuals’ Dates of Death
e REVISED: Medicare Part D Eligibility Verification Transactions

e REMOVED: Medicare Part D Beneficiaries’ Exposure to Inappropriate Drug Pairs

e REMOVED: Generic Drug Price Increases in Medicare Part D

(MS: Medicaid

e COMPLETED: Medicaid: Vulnerabilities Related to Provider Enrollment and Ownership Disclosure
(OEI-04-11-00590) — Issued May 2016

e COMPLETED: Medicaid Enhanced Provider Enrollment Screenings Have Not Been Fully Implemented
(OEI-05-13-00520) — Issued May 2016

e COMPLETED: Medicaid Fraud Control Units Fiscal Year 2015 Annual Report (OEI-07-16-00050) —
Issued September 2016

e COMPLETED: Family Planning Services — Claims for Enhanced Federal Funding (multiple reports) —
Issued FY 2016

e COMPLETED: State Reporting of Medicaid Collections (A-05-14-00018) — Issued May 2015
e COMPLETED: Medical Loss Ratio (multiple reports) — Issued FY 2016

e NEW: States’ MCO Medicaid Drug Claims

e NEW: Data Brief on Fraud in Medicaid Personal Care Services

e NEW: Delivery System Reform Incentive Payments

e NEW: Accountable Care in Medicaid

e NEW: Third-Party Liability Payment Collections in Medicaid

e NEW: Medicaid Overpayment Reporting and Collections

e NEW: Overview of States’ Risk Assignments for Medicaid-only Provider Types



https://oig.hhs.gov/oei/reports/oei-04-11-00590.pdf
https://oig.hhs.gov/oei/reports/oei-05-13-00520.pdf
https://oig.hhs.gov/oei/reports/oei-07-16-00050.pdf
https://oig.hhs.gov/reports-and-publications/oas/index.asp
https://oig.hhs.gov/oas/reports/region5/51400018.pdf

e NEW: Health-Care-Related Taxes: Medicaid MCO Compliance with Hold-Harmless Requirement
e NEW: Health Care-Acquired Conditions — Medicaid Managed Care Organizations
e REMOVED: Manufacturer Compliance with AMP Reporting Requirements

e COMPLETED: Consumer Operated and Oriented Plan Loan Program: CO-OP Conversion of Start-Up

Loans and CMS Monitoring Activities (A-05-16-00019) — Issued August 2016

e COMPLETED: State-Based Marketplaces Information System Security Controls (multiple reports) —
Issued May 2016 — September 2016

e REVISED: CMS Oversight and Issuer Compliance in Ensuring Data Integrity for the ACA
Risk Adjustment Program

e REVISED: CMS Monitoring Activities for Consumer Operated and Oriented Plan Loan Program

e REMOVED: Risk Corridors: Insights from 2014 and 2015

(MS: Electronic Health Records

e COMPLETED: Medicaid Incentive Payments for Adopting Electronic Health Records
(multiple reports) — Issued August—October 2016

e COMPLETED: Hospital Electronic Health Record Contingency Plans (OEI-01-14-00570) —
Issued July 2016

PHR: Centers for Di ntrol and Prevention

e COMPLETED: CDC - Award Process for the President’s Emergency Plan for AIDS Relief Cooperative
Agreements (A-04-15-04021) — Issued May 2016

e COMPLETED: CDC — Accountability for Property (A-04-14-03546) — Issued June 2016
e REVISED: CDC - Grantee’s Use of President’s Emergency Plan for AIDS Relief Funds



https://oig.hhs.gov/oas/reports/region5/51600019.pdf
https://oig.hhs.gov/reports-and-publications/oas/index.asp
https://oig.hhs.gov/reports-and-publications/oas/index.asp
https://oig.hhs.gov/oei/reports/oei-01-14-00570.pdf
https://oig.hhs.gov/oas/reports/region4/41404021.pdf
https://oig.hhs.gov/oas/reports/region4/41403546.pdf

e REVISED: CDC - World Trade Center Health Program: Review of Administrative Costs —
Mandatory Review

PHR: F nd Druq Administration

e COMPLETED: FDA is Issuing More Postmarketing Requirements, but Challenges with Oversight Persist
(OEI-01-14-00390) — Issued July 2016

e NEW: Hospital’s Reliance on Drug Compounding Facilities
e REVISED: FDA's Review of Networked Medical Device Cybersecurity During the Premarket Process
e REVISED: FDA Response Planning for a Medical Device Compromise

e COMPLETED: State Efforts to Exclude 340B Drugs from Medicaid Managed Care Rebates
(OEI-05-14-00430) — Issued June 2016

PHR: Indian Health Service

e NEW: Purchase Referred Care Program — IHS
e NEW: Review of Health Services Administered by a Federally Qualified Health Center — IHS

e REMOVED: Performance Improvements in IHS Hospitals — Application of Root Cause Analysis

e NEW: Review of National Institutes of Health Data Controls to Ensure the Privacy and Protection
of Volunteers in the Precision Medicine Initiative



https://oig.hhs.gov/oei/reports/oei-01-14-00390.pdf
https://oig.hhs.gov/oei/reports/oei-05-14-00430.pdf

HSR: Administration for Children and Famili

e COMPLETED: More Effort is Needed to Protect the Integrity of the Child Care and Development Fund
Block Grant Program (OEI-03-16-00150) — Issued July 2016

e COMPLETED: Head Start Grant Recompetition: Early Implementation Results Suggest Opportunities
for Improvement (OEI-12-14-00650) — Issued August 2016

e COMPLETED: Superstorm Sandy Block Grants: Funds Benefited States’ Reconstruction and Social
Service Efforts, Though ACF’s Guidance Could be Improved (OEI-09-15-00200) — Issued
September 2016

e NEW: States’ Accuracy of Reporting TANF Spending Information

HSR: Administration for Community Livin

e COMPLETED: Memorandum Report: Performance Data for the Senior Medicare Patrol Projects:
June 2016 Performance Report (OEI-02-16-00190) — Issued June 2016

HSR: Other HHS-Related Reviews

e COMPLETED: HHS Has Made Progress in Properly Classifying Documents; However, New Issues Should
Be Addressed — Mandatory Review (OEI-07-16-00080) — Issued September 2016

e NEW: Review of CMS Action on CERT Data
e NEW: Compliance with the Digital Accountability and Transparency Act — Mandatory Review

e NEW: Audit of HHS Information System Security Controls to Track Prescription Drug Disbursements
e REMOVED: Requests for Audit Services



https://oig.hhs.gov/oei/reports/oei-03-16-00150.pdf
https://oig.hhs.gov/oei/reports/oei-12-14-00650.pdf
https://oig.hhs.gov/oei/reports/oei-09-15-00200.pdf
https://oig.hhs.gov/oei/reports/oei-02-16-00190.pdf
https://oig.hhs.gov/oei/reports/oei-07-16-00080.pdf

Acronyms and Abbreviations

Below is a list of acronyms and abbreviations frequently used in this document. The list below of Federal
departments and agencies (noted with an asterisk: *), legislative and regulatory annotations (noted with
a pound symbol: #), and frequently used terms (noted with a plus sign: +) are spelled out only on first
reference. All other terms are spelled out in every section or narrative in which they appear and are
therefore not included in this section.

ACA*. .. ... Patient Protection and Affordable EHR*...... electronic health record
Care Act
FAR* ... ... Federal Acquisition Regulation
ACF*. ..... Administration for Children and
=il FBI* ...... Federal Bureau of Investigation
ACL*...... Administration for Community Living FDA*...... Food and Drug Administration
ACO*...... accountable care organization FMAP" .. .. Federal Medical Assistance
Percentage
ASPR* . ... Assistant Secretary for Preparedness . )
and Response FY* ....... fiscal year
CDC* .. ... Centers for Disease Control and GAO*..... General Accountability Office
Pt on) HHS* . .... Department of Health and Human
CHIP* . .... Children’s Health Insurance Program Services
CMS* . . ... Centers for Medicare & Medicaid HSR*...... Human Services Reviews
Steniless IHS* .. .... Indian Health Service
G ecoiies calendar year IT........ Information Technology
DHS* ..... Department of Homeland Security HRSA* . ... Health Resources and Services
DMEPOS*. . durable medical equipment, Administration
prosthetics, orthotics, and supplies MA* Medicare Advantage

DOJ*...... Department of Justice



MACRA? . . . Medicare Access and CHIP [Children’s PHR*...... Public Health Reviews
Health Insurance Plan]

Reauthorization Act of 2015 Recovery Act” . .. American Recovery and

Reinvestment Act

MCO* .. ... managed care organization

SAMHSA* . ..Substance Abuse and Mental
MFCU" . ... Medicaid Fraud Control Unit Health Services Administration
NIH*...... National Institutes of Health SNF* ...... skilled nursing facility
OIG*...... Office of Inspector General SSA* .. ... Social Security Act
OMB*. .. .. Office of Management and Budget USDA* . ... U.S. Department of Agriculture

PCS* ...... personal care services




Centers for Medicare & Medicaid Services (CMS)

CMS, which include Medicare, Medicaid, and the Children’s Health Insurance Program (CHIP), account for
more than 80 percent of HHS's budget. The programs provide medical coverage for adults and children in
certain statutorily defined categories. CMS is also responsible within HHS for the health insurance
marketplaces and related programs under the Patient Protection and Affordable Care Act (ACA).

Total Federal program spending for Medicare, Medicaid, and CHIP was $986 billion for FY 2016.* The amount
spent on Medicare for this time period was approximately $595 billion, which includes inpatient hospital,
skilled nursing, home health, hospice, and physician services payments, as well as incentive payments for
adopting health information technology, such as electronic health records (EHRs).?> Enrollment in Medicaid
and CHIP has grown by 16 million people since October 2013 to a total of 72.9 million individuals enrolled as
of January 2016.3

Medicare Parts A and B

Enrollment in Medicaid and CHIP

has grown by 16 million people Medicare Part A covers certain inpatient services in hospitals and skilled nursing facilities (SNFs) and some
since October 2013 to a total of home health services. Medicare Part B covers designated practitioners’ services; outpatient care; and certain
72.9 million individuals enrolled other medical services, equipment, supplies, and drugs that Part A does not cover. CMS uses Medicare

as of January 2016. Administrative Contractors to administer Medicare Part A and Medicare Part B and to process claims for both
parts. In calendar year (CY) 2015, Medicare Parts A and B served more than 37 million people and provided
approximately $371 billion in program payments.* Medicare expended over $85 billion in Part D benefit

In FY 2016, Medicare’s payments in CY 2015, serving over 41 million beneficiaries.

budget was $595 billion

OIG has focused its Medicare oversight efforts on identifying and offering recommendations to reduce

e
$ improper payments, prevent and deter fraud, and foster economical payment policies. Future planning efforts
5 95 for FY 2016 and beyond will include additional oversight of hospice care, including oversight of certification
surveys and hospice-worker licensure requirements; oversight of SNFs” compliance with patient admission
b | | | | on requirements; and evaluation of CMS’s Fraud Prevention System.

‘www.hhs.gov/about/budget/fy2017/budget-in-brief/cms/index.html

?|bid
3http://kff.org/medicaid/issue-brief/two-year-trends-in-medicaid-and-chip-enrollment-data-findings-from-the-cms-performance-indicator-project
‘www.cms.gov/Newsroom/MediaReleaseDatabase/Press-releases/2015-Press-releases-items/2015-07-28.html
Swww.hhs.gov/about/budget/fy2015/budget-in-brief/cms/medicare/index.html



http://www.hhs.gov/about/budget/fy2017/budget-in-brief/cms/index.html
http://kff.org/medicaid/issue-brief/two-year-trends-in-medicaid-and-chip-enrollment-data-findings-from-the-cms-performance-indicator-project
http://www.cms.gov/Newsroom/MediaReleaseDatabase/Press-releases/2015-Press-releases-items/2015-07-28.html
http://www.hhs.gov/about/budget/fy2015/budget-in-brief/cms/medicare/index.html

Medicare Parts A and B

Hospitals

Nursing Homes

Hospices

Home Health Services

Medical Equipment & Supplies
Other Providers & Suppliers
Prescription Drugs

Part A & B Contractors

Other Part A and B Management Issues

Medicare Parts Cand D
Medicaid

Health Insurance Marketplaces
Electronic Health Records

Related Legal and Investigative Activities

CENTERS FOR MEDICARE & MEDICAID SERVICES

Hospitals

Hyperbaric Oxygen Therapy Services—
Provider Reimbursement in Compliance
with Federal Regulations

Hyperbaric oxygen (HBO) therapy involves giving

a beneficiary high concentrations of oxygen within
a pressurized chamber in which the beneficiary
intermittently breathes 100 percent oxygen. HBO
therapy is primarily an adjunctive treatment for
the management of select nonhealing wounds.

In accordance with CMS Publication 100-03,
National Coverage Determinations Manual,

Ch. 20, § 20.29(A), a beneficiary must meet 1 of 15
covered conditions for providers to receive HBO
reimbursement. Prior OIG reviews expressed
concerns that: (1) beneficiaries received
treatments for noncovered conditions, (2) medical
documentation did not adequately support HBO
treatments, and (3) beneficiaries received more
treatments than were considered medically
necessary. We will determine whether Medicare
payments related to HBO outpatient claims were
reimbursed in accordance with Federal
requirements.

OAS: W-00-16-35780; various reviews e Expected Issue
Date: FY 2017

Incorrect Medical Assistance Days Claimed
by Hospitals

The Medicare program, like the Medicaid program,
includes provisions under which Medicare-

participating hospitals that serve a disproportionate
share of low-income patients may receive
disproportionate share hospital payments. In
Medicare, disproportionate share hospital payments
to providers are based on Medicaid patient days that
the hospitals furnish. Providers report these Medicaid
patient days on the Medicare cost reports that
Medicare administrative contractors review and settle.
Because Medicare disproportionate share hospital
payments are the result of calculations to which a
number of sometimes complex factors and variables
contribute, they are at risk of overpayment. We will
determine whether, with respect to Medicaid patient
days, Medicare administrative contractors properly
settled Medicare cost reports for Medicare
disproportionate share hospital payments in
accordance with Federal requirements.

OAS: W-00-16-35782 « Expected Issue Date: FY 2017

Inpatient Psychiatric Facility
Outlier Payments

Inpatient Psychiatric Facilities, either freestanding
hospitals or specialized hospital-based units,
provide active psychiatric treatment to meet the
urgent needs of those experiencing an acute
mental health crisis, which may involve mental
illnesses or alcohol- or drug-related problems.
From FY 2014 to FY 2015, the number of claims
with outlier payments increased by 28 percent, and
total Medicare payments for stays that resulted in
outlier payments increased from $450.2 million

to $534.6 million (19 percent). We will determine
whether Inpatient Psychiatric Facilities nationwide
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complied with Medicare documentation, coverage,
and coding requirements for stays that resulted in
outlier payments.

OAS: W-00-16-35778 « Expected Issue Date: FY 2017

Case Review of Inpatient Rehabilitation Hospital
Patients Not Suited for Intensive Therapy

Inpatient rehabilitation (rehab) hospitals are
freestanding facilities that specialize in providing
intensive rehab therapy to patients recovering
from illness, injury, or surgery. In conducting a
medical review for a separate evaluation to identify
adverse events in inpatient rehab hospitals,
physician reviewers found a small number of cases
in which the patients appeared to be unsuited

for intensive therapy. The purpose of this study

is to assess a sample of rehabilitation hospital
admissions to determine whether the patients
participated in and benefited from intensive
therapy. For patients who were not suitable
candidates, we will identify reasons they were

not able to participate and benefit from therapy.

OEl: 06-16-00360 < Expected Issue Date: FY 2017

Intensity-Modulated
Radiation Therapy
Intensity-modulated radiation therapy (IMRT) is an

advanced mode of high-precision radiotherapy that
uses computer-controlled linear accelerators to

deliver precise radiation doses to a malignant
tumor or specific areas within the tumor. IMRT is
provided in two treatment phases: planning and
delivery. Certain services should not be billed
when they are performed as part of developing an
IMRT plan. Prior OIG reviews identified hospitals
that incorrectly billed for IMRT services. We will
review Medicare outpatient payments for IMRT to
determine whether the payments were made in
accordance with Federal requirements.

OAS: W 00 16 35733; W-00-16-35740; various
reviews ¢ Expected Issue Date: FY 2017

Outpatient Outlier Payments for Short-Stay Claims

CMS makes an additional payment (an outlier
payment) for hospital outpatient services when a
hospital’s charges, adjusted to cost, exceed a fixed
multiple of the normal Medicare payment (Social
Security Act (SSA) § 1833(t)(5)). The purpose of
the outlier payment is to ensure beneficiary access
to services by having the Medicare program share
in the financial loss incurred by a provider
associated with individual, extraordinarily
expensive cases. Prior OIG reports have concluded
that a hospital’s high charges, unrelated to cost,
lead to excessive inpatient outlier payments. We
will determine the extent of potential Medicare
savings if hospital outpatient stays were ineligible
for an outlier payment.

OAS: W-00-16-35775 e« Expected Issue Date: FY 2017
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Comparison of Provider-Based and Freestanding Clinics

Provider-based facilities often receive higher
payments for some services than freestanding
clinics. The requirements that a facility must meet
to be treated as provider-based are at 42 CFR §
413.65(d). We will review and compare Medicare
payments for physician office visits in provider-
based clinics and freestanding clinics to determine
the difference in payments made to the clinics for
similar procedures. We will also assess the
potential impact on Medicare and beneficiaries of
hospitals’ claiming provider-based status for such
facilities.

OAS: W-00-17-30026 e« Expected Issue Date: FY 2017

Reconciliations of Qutlier Payments

Outliers are additional payments that Medicare
provides to hospitals for beneficiaries who incur
unusually high costs. The original outlier payments
are based on the cost-to-charge ratio from the
most recently settled cost report. The actual
cost-to-charge ratio for the year in which the
service was provided is available only at the time of
cost report settlement for that year. CMS performs
outlier reconciliations at the time of cost report
settlement. Without timely reconciliations and
final settlements, the cost reports remain open and
funds may not be properly returned to the
Medicare Trust Fund (42 CFR § 412.84(i)(4)). We
will review Medicare outlier payments to hospitals
to determine whether CMS performed necessary
reconciliations in a timely manner to enable

Medicare contractors to perform final settlement
of the hospitals’ associated cost reports. We will
also determine whether the Medicare contractors
referred all hospitals that meet the criteria for
outlier reconciliations to CMS.

OAS: W-00-16-35451; various reviews ¢ Expected Issue
Date: FY 2017

Hospitals’ Use of Outpatient and Inpatient Stays
Under Medicare’s Two-Midnight Rule

CMS implemented the two-midnight rule on
October 1, 2013, to address concerns about
hospitals’ use of short inpatient and long
outpatient stays. The rule establishes that
inpatient payment is generally appropriate if
physicians expect beneficiaries’ care to last at least
two midnights; otherwise, outpatient payment is
generally appropriate. This rule represents a
change to the criteria used to determine the
appropriateness of payment for inpatient
admissions. We will determine how hospitals’ use
of outpatient and inpatient stays changed under
Medicare’s two-midnight rule by comparing claims
for hospital stays in the year prior to and the year
following the effective date of that rule. We will
also determine the extent to which the use of
outpatient and inpatient stays varied among
hospitals.

OEl: 02-15-00020 < Expected Issue Date: FY 2017
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Medicare Costs Associated with Defective
Medical Devices

According to FDA, recalls of medical devices nearly
doubled from 2003 through 2012. CMS has
expressed concerns about the impact of the cost
of replacement devices, including ancillary cost, on
Medicare payments for inpatient and outpatient
services. We will review Medicare claims to
identify the costs to Medicare resulting from
additional use of medical services associated

with defective or recalled medical devices.

OAS: W-00-15-35516; various reviews e
Expected Issue Date: FY 2017

Payment Credits for Replaced Medical Devices
That Were Implanted

Certain medical devices are implanted during an
inpatient or outpatient procedure. Such devices
may require replacement because of defects,
recalls, mechanical complication, etc. Federal
regulations require reductions in Medicare
payments for the replacement of implanted
devices that are due to recalls or failures (42 CFR
§8§ 412.89 and 419.45). Prior OIG reviews have
determined that Medicare Administrative Contractors
made improper payments to hospitals for inpatient
and outpatient claims for replaced medical devices.
We will determine whether Medicare payments for
replaced medical devices were made in accordance
with Medicare requirements.

OAS: W-00-16-35745; various reviews ¢ Expected Issue
Date: FY 2017

Medicare Payments for Overlapping Part A Inpatient
(laims and Part B Outpatient Claims

Overlapping claims can happen when a beneficiary
is an inpatient of one hospital and then sent to
another hospital to obtain outpatient services

that are not available at the originating hospital.
Certain items, supplies, and services furnished to
inpatients are covered under Part A and should

not be billed separately to Part B (42 CFR §§ 409.10
and 410.3). Prior OIG reviews and investigations
have identified this area as at risk for noncompliance
with Medicare billing requirements. We will review
Medicare payments to certain types of inpatient
hospitals to determine whether outpatient claims
billed to Medicare Part B for services provided
during inpatient stays were made in accordance
with Federal requirements.

OAS: W-00-16-35752 « Expected Issue Date: FY 2017

Selected Inpatient and Outpatient Billing Requirements

This review is part of a series of hospital compliance
reviews that focus on hospitals with claims that
may be at risk for overpayments. Prior OIG reviews
and investigations have identified areas at risk for
noncompliance with Medicare billing
requirements. We will review Medicare payments
to acute care hospitals to determine hospitals’
compliance with selected billing requirements and
recommend recovery of overpayments. Our
review will focus on those hospitals with claims
that may be at risk for overpayments.

OAS: W-00-16-35538; various reviews ¢ Expected Issue
Date: FY 2017
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Duplicate Graduate Medical Education Payments

Medicare pays teaching hospitals for direct
graduate medical education (DGME) and indirect
medical education (IME) costs. When payments for
DGME and IME costs are being calculated, no
intern or resident may be counted by Medicare as
more than one full-time equivalent (FTE) employee
(42 CFR §§ 413.78(b) and 412.105(f)(1)(iii)). To
ensure that this incorrect counting does not occur,
CMS created the Intern and Resident Information
System (IRIS). Prior OIG reviews determined that
hospitals received duplicate reimbursement for
DGME costs. We will review provider data from
IRIS to determine whether hospitals received
duplicate or excessive DGME payments. We will
also assess the effectiveness of IRIS in preventing
duplicate payments for DGME costs. If duplicate
payments were claimed, we will determine which
payment was appropriate.

OAS: W-00-15-35432; various reviews ¢ Expected Issue
Date: FY 2017

Indirect Medical Education Payments

Teaching hospitals with residents in approved
graduate medical education programs receive
additional payments for each Medicare discharge
to reflect the higher indirect patient care costs of
teaching hospitals relative to those of nonteaching
hospitals (42 U.S.C. § 1395ww (d)(5)(B)). The
additional payments, known as the indirect medical
education (IME) adjustments, are calculated using
the hospital’s ratio of resident full-time equivalents
to available beds. Prior OIG reviews determined

that hospitals received excess reimbursement for
IME costs. We will review provider data to determine
whether hospitals’ IME payments were made in
accordance with Federal requirements. We will
also determine whether the IME payments were
calculated properly.

OAS: W-00-15-35722 « Expected Issue Date: FY 2017

Outpatient Dental Claims

With few exceptions, dental services are generally
excluded from Medicare coverage (SSA § 1862(a)
(12)). For example, Medicare reimbursement is
allowed for the extraction of teeth to prepare

the jaw for radiation treatment (CMS’s Medicare
Benefit Policy Manual, Pub. No. 10002, Ch. 15, §
150). OIG audits have found that hospitals received
Medicare reimbursement for noncovered dental
services, resulting in significant overpayments. We
will roll up the results of our audits of Medicare
hospital outpatient payments for dental services
to provide CMS with cumulative results and make
recommendations for any appropriate changes to
the program.

OAS: W-00-16-35603 « Expected Issue Date: FY 2017

Nationwide Review of Cardiac Catheterizations
and Endomyocardial Biopsies

Medicare payments for endomyocardial biopsies
are generally intended to cover right heart
catheterizations (RHC) when they are performed
during the same outpatient encounter. However,
under certain circumstances, a hospital may bill
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and receive payment for both procedures by including
a modifier 59 on the claim to indicate that the RHC
is “separate and distinct” (e.g., different session or
patient encounter) from the endomyocardial biopsy.
Prior OIG reviews found that some hospitals did not
comply with Medicare billing requirements because
they included modifier 59 in instances when the
procedures performed were not separate and distinct.
We will review Medicare payments to hospitals
nationwide for outpatient RHCs and endomyocardial
biopsies performed during the same patient encounter.

OAS: W-00-15-35721; various reviews ¢ Expected Issue
Date: FY 2017

Payments for Patients Diagnosed with Kwashiorkor

Kwashiorkor is a form of severe protein malnutrition
that generally affects children living in tropical and
subtropical parts of the world during periods of
famine or insufficient food supply. Itis typically not
found in the United States. A diagnosis of kwashiorkor
on a claim substantially increases the hospitals’
reimbursement from Medicare. Prior OIG reviews
have identified inappropriate payments to hospitals
for claims with a kwashiorkor diagnosis. We will
review Medicare payments made to hospitals for
claims that include a diagnosis of kwashiorkor to
determine whether the diagnosis is adequately
supported by documentation in the medical record.
We will roll up the results of our audits of Medicare
hospital payments for kwashiorkor to provide CMS
with cumulative results and make recommendations
for any appropriate changes to the program.

OAS: W-00-15-35715; various reviews ¢ Expected Issue
Date: FY 2017

Review of Hospital Wage Data Used to Calculate
Medicare Payments

Hospitals report wage data annually to CMS, which
is then used to calculate wage index rates to account
for different geographic area labor market costs.
Prior OIG wage index work identified hundreds of
millions of dollars in incorrectly reported wage data
and resulted in policy changes by CMS with regard
to how hospitals reported deferred compensation
costs. We will review hospital controls over the
reporting of wage data used to calculate wage
indexes for Medicare payments (SSA §§ 1886(d)(3)
and 1886(d)(3)(E)).

OAS: W-00-15-35725; W-00-16-35452; various
reviews e Expected Issue Date: FY 2017

CMS Validation of Hospital-Submitted
Quality Reporting Data

CMS'’s hospital inpatient quality reporting program
requires Medicare acute-care hospitals to submit
certain quality data, or they will receive a payment
reduction. CMS is required to establish a process
to conduct validation of this program (SSA §
1886(b)(3)(B)(viii)(XI)). CMS uses validated hospital
inpatient quality reporting data for the hospital
value-based purchasing program and the hospital
acquired condition reduction program. We will
determine the extent to which CMS-validated
hospital inpatient quality reporting data are accurate
and complete. This study will also describe the
actions that CMS has taken as a result of its validation.

OEl: 01-15-00320 ¢ Expected Issue Date: FY 2017
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Long-Term-Care Hospitals — Adverse Events in
Postacute Care for Medicare Beneficiaries

Long-term-care hospitals (LTCHs) are inpatient
hospitals that provide long-term care to clinically
complex patients, such as those with multiple
acute or chronic conditions. Medicare beneficiaries
typically enter LTCHs following an acute-care hospital
stay to receive intensive rehabilitation and medical
care. LTCHs are the third most common type of
postacute care facility after SNFs and inpatient
rehabilitation facilities. LTCHs account for nearly
11 percent of Medicare costs for postacute care
(S5.4 billion in FY 2011). We will estimate the
national incidence of adverse and temporary harm
events for Medicare beneficiaries receiving care in
LTCHs. We will also identify factors contributing to
these events and determine the extent to which
the events were preventable.

OEl: 06-14-00530 « Expected Issue Date: FY 2017

Hospital Preparedness and Response
to Emerging Infectious Diseases

Several HHS agencies, including CMS, CDC, and
Office of the Assistant Secretary for Preparedness
and Response (ASPR) provide resources, i.e.,
guidance and support, for hospitals as they prepare
for emerging infectious disease threats. Prior OIG
work identified shortcomings in such areas as
community preparedness for a pandemic (2009)
and hospital preparedness for a natural disaster
(i.e., Superstorm Sandy, 2013). We will describe
hospitals’ efforts to prepare for the possibility of
public health emergencies resulting from emerging
infectious disease threats. Additionally, we will

determine hospitals’ use of HHS resources and
identify lessons and challenges faced by hospitals
as they prepare to respond to emerging infectious
disease threats, such as Ebola.

OEl: 06-15-00230 < Expected Issue Date: FY 2017

Nursing Homes

Nursing Home Complaint
Investigation Data Brief

All nursing home complaints categorized as
immediate jeopardy and actual harm must be
investigated within a 2- and 10-day timeframe,
respectively. A 2006 OIG report found that State
agencies did not investigate some of the most
serious complaints within these required timeframes.
We will determine to what extent State agencies
investigate the most serious nursing home complaints
within the required timeframes. This work will
provide an update from our previous review.

OEl: 01-16-00330  Expected Issue Date: FY 2017

Skilled Nursing Facilities — Unreported
Incidents of Potential Abuse and Neglect

SNFs are institutions that provide skilled nursing
care, including rehabilitation and various medical
and nursing procedures. Ongoing OIG reviews at
other settings indicate the potential for unreported
instances of abuse and neglect. We will assess the
incidence of abuse and neglect of Medicare
beneficiaries receiving treatment in SNFs and
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determine whether these incidents were properly
reported and investigated in accordance with
applicable Federal and State requirements. We will
also interview State officials to determine if each
sampled incident was reported, if required, and
whether each reportable incident was investigated
and subsequently prosecuted by the State, if
appropriate.

OAS: W-00-16-35779 e« Expected Issue Date: FY 2017

Skilled Nursing
Facility Reimbursement

Some SNF patients require total assistance with
their activities of daily living and have complex
nursing and physical, speech, and occupational
therapy needs. SNFs are required to periodically
assess their patients using a tool called the
Minimum Data Set that helps classify each patient
into a resource utilization group for payment.
Medicare payment for SNF services varies based on
the activities of daily living score and the therapy
minutes received by the beneficiary and reported
on the Minimum Data Set. The more care and
therapy the patient requires, the higher the
Medicare payment. Previous OIG work found that
SNFs are billing for higher levels of therapy than
were provided or were reasonable or necessary.
We will review the documentation at selected SNFs
to determine if it meets the requirements for each
particular resource utilization group.

OAS: W-00-16-35784 « Expected Issue Date: FY 2017

Skilled Nursing Facility Adverse
Event Screening Tool

OIG developed the SNF adverse event trigger tool
as part of its study, “Adverse Events in Skilled
Nursing Facilities: National Incidence Among
Medicare Beneficiaries” (OEI-06-11-00370), released
in February 2014. The tool was developed with
assistance from clinicians at the Institute for
Healthcare Improvement (IHI), which also published
the tool for industry use. This product will describe
the purpose, use, and benefits of the SNF adverse
event trigger tool and the guidance document
released by IHI, including the methodology for
developing the instrument and the instrument’s
use in developing the February 2014 report findings.
The product will also describe the contributions of
OIG and IHI. The goal of this product is to disseminate
practical information about the tool for use by
those involved with the skilled nursing industry.

OEl: 06-16-00370 « Expected Issue Date: FY 2017

National Background Checks for Long-Term-
Care Employees — Mandatory Review

The ACA provides grants to States, through CMS,

to implement background check programs of
prospective long-term-care employees and providers.
The ACA requires that OIG conduct an evaluation
of this grant program, known as the National
Background Check Program, after its completion
(ACA § 6201). For States that closed their grants in
the preceding year, we will review the procedures
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States implemented for long-term-care facilities
and providers to conduct background checks on
prospective employees who would have direct
access to patients. We will determine the outcomes
of the States’ programs and whether the checks led
to any unintended consequences.

OEl: 07-16-00160 « Expected Issue Date: FY 2017

Skilled Nursing Facility Prospective Payment
System Requirements

Medicare requires a beneficiary to be an inpatient
of a hospital for at least 3 consecutive days before
being discharged from the hospital to be eligible
for SNF services (SSA § 1861(i)). If the beneficiary
is subsequently admitted to an SNF, the beneficiary
is required to be admitted either within 30 days
after discharge from the hospital or within such
time as it would be medically appropriate to begin
an active course of treatment. Prior OIG reviews
found that Medicare payments for SNF services
were not compliant with the requirement of a
3-day inpatient hospital stay within 30 days of an
SNF admission. We will review compliance with
the SNF prospective payment system requirement
related to a 3-day qualifying inpatient hospital stay.

OAS: W-00-16-30014 e« Expected Issue Date: FY 2017

Potentially Avoidable Hospitalizations of Medicare-
and Medicaid-Eligible Nursing Facility Residents
High occurrences of patient transfers from nursing

facilities to hospitals for potentially preventable
conditions could indicate poor quality of care. Prior

OIG work identified a nursing facility with a high
rate of Medicaid recipient transfers to hospitals for
a urinary tract infection (UTI), a condition that is
often preventable and treatable in the nursing
facility setting without requiring hospitalization.
The audit disclosed that the nursing facility often
did not provide UTI prevention and detection services
in accordance with its residents’ care plans, increasing
the residents’ risk for infection and hospitalization.
We will review nursing homes with high rates

of patient transfers to hospitals for potentially
preventable conditions and determine whether the
nursing homes provided services to residents in
accordance with their care plans (42 CFR § 483.25(d)).

OAS: W-00-17-35792 e« Expected Issue Date: FY 2017

Hospices

Medicare Hospice Benefit Vulnerabilities
and Recommendations for Improvement:
A Portfolio

The Medicare hospice program is an important
benefit for beneficiaries and their families at the
end of life. However, OIG and others have identified
vulnerabilities in payment, compliance, and
oversight as well as quality-of-care concerns,
which can have significant consequences both for
beneficiaries and for the program. We will
summarize OIG evaluations, audits, and
investigative work on Medicare hospices and
highlight key recommendations for protecting
beneficiaries and improving the program.

OEl: 02-16-00570 e Expected Issue Date: FY 2017
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Review of Hospices’ Compliance
with Medicare Requirements

Hospice provides palliative care for terminally ill
beneficiaries and supports family and other
caregivers. When a beneficiary elects hospice care,
the hospice agency assumes the responsibility for
medical care related to the beneficiary’s terminal
illness and related conditions. Federal regulations
address Medicare conditions of and limitations on
payment for hospice services (42 CFR Part 418,
Subpart G). We will review hospice medical records
and billing documentation to determine whether
Medicare payments for hospice services were
made in accordance with Medicare requirements.

OAS: W-00-16-35783; various reviews ¢ Expected Issue
Date: FY 2017

Hospice Home Care — Frequency of Nurse
On-Site Visits to Assess Quality of Care
and Services

In 2013, more than 1.3 million Medicare beneficiaries
received hospice services from more than 3,900
hospice providers, and Medicare hospice expenditures
totaled $15.1 billion. Hospices are required to
comply with all Federal, State, and local laws and
regulations related to the health and safety of
patients (42 CFR § 418.116). Medicare requires
that a registered nurse make an on-site visit to

the patient’s home at least once every 14 days to
assess the quality of care and services provided

by the hospice aide and to ensure that services
ordered by the hospice interdisciplinary group
meet the patient’s needs (42 CFR § 418.76(h)(1)(i)).
We will determine whether registered nurses made
required on-site visits to the homes of Medicare
beneficiaries who were in hospice care.

OAS: W-00-16-35777 « Expected Issue Date: FY 2017

Home Health Services

Comparing HHA Survey Documents
to Medicare Claims Data

Through the survey and certification process, CMS
and State agencies may identify potentially unqualified
or fraudulent providers because of their direct
contact with these providers. Home Health Agencies
(HHAS) supply patient information (i.e., rosters and
schedules) to State agencies during the recertification
survey process, but State agencies do not have access
to Medicare claims data to verify this information.
Therefore, fraudulent HHAs might intentionally
omit certain patients from information supplied to
State agencies to avoid scrutiny. Previous OIG work
has shown that the home health program is prone
to fraud, waste, and abuse. We will determine whether
HHAs are accurately providing patient information
to State agencies for recertification surveys.

OEl: 05-16-00510 « Expected Issue Date: FY 2018
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Home Health Compliance with Medicare Requirements

The Medicare home health benefit covers intermittent
skilled nursing care, physical therapy, speech-
language pathology services, continued occupational
services, medical social worker services, and home
health aide services. For CY 2014, Medicare paid
home health agencies (HHAs) about $18 billion for
home health services. CMS’s Comprehensive Error
Rate Testing (CERT) program determined that the
2014 improper payment error rate for home health
claims was 51.4 percent, or about $9.4 billion.
Recent OIG reports have similarly disclosed high
error rates at individual HHAs. Improper payments
identified in these OIG reports consisted primarily of
beneficiaries who were not homebound or who did
not require skilled services. We will review compliance
with various aspects of the home health prospective
payment system and include medical review of the
documentation required in support of the claims
paid by Medicare. We will determine whether
home health claims were paid in accordance with
Federal requirements.

OAS: W-00-16-35712; W-00-16-35501; various
reviews e Expected Issue Date: FY 2017

Medical Equipment and Supplies

Part B Services During Non-Part A Nursing
Home Stays: Durable Medical Equipment

If a beneficiary continues to reside in a SNF after
100 days, Medicare Part B may provide coverage
for certain therapy and supplies (non-Part A stay).
A July 2009 OIG report found that Medicare Part B

allowed inappropriate payments of $30 million in
2006 for durable medical equipment, prosthetics,
orthotics, and supplies (DMEPQS) provided during
non-Part A stays in SNFs. This study will determine
the extent of inappropriate Medicare Part B
payments for DMIEPOS provided to nursing home
residents during non-Part A stays in 2015. We will
also determine whether CMS has a system in place
to identify inappropriate payments for DMEPQOS
and recoup payments from suppliers.

OEl: 06-16-00380 < Expected Issue Date: FY 2017

Medicare Market Share of Mail-Order Diabetic
Testing Strips: April 1 through June 30,
2016 — Mandatory Review

OIG is required to report the market share of
diabetic testing strips (DTS) before each subsequent
round of the competitive bidding program pursuant
to section 1847(b)(10)(B) of the SSA. This first data
brief in a series of three will determine the market
share of DTS for the 3-month period immediately
preceding the implementation of the National
Mail Order Recompete on July 1, 2016 (i.e., April
through June 2016). The second report will be for
the 3-month period immediately after implementation
(i.e., July through September 2016). The third
report will be for a similar time frame 6 months
after implementation (October through December
2016). These data will help CMS determine how
the National Mail Order Recompete may impact
shifts in the market. This is the second time we
will conduct this series of three DTS market share
reports.

OEl: 04-16-00470 < Expected Issue Date: FY 2017
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Positive Airway Pressure Device Supplies —
Supplier Compliance with Documentation
Requirements for Frequency and Medical
Necessity

Beneficiaries receiving continuous positive airway
pressure or respiratory assist device therapy (PAP)
require replacement of the device’s supplies (e.g.
mask, tubing, headgear, and filters) when they
wear out or are exhausted. Medicare payments for
these supplies in 2014 and 2015 were
approximately $953 million. Prior OIG work found
that suppliers automatically shipped PAP device
supplies when no physician orders for refills were
in effect. For supplies and accessories used
periodically, orders or certificates of medical
necessity must specify the type of supplies needed
and the frequency with which they must be
replaced, used, or consumed (CMS’s Medicare
Program Integrity Manual, Pub. 100-08, Ch. 5, §§
5.2.3 and 5.9). Beneficiaries or their caregivers
must specifically request refills of repetitive
services and/or supplies before suppliers dispense
them (CMS’s Medicare Claims Processing Manual,
Pub. 100-04, Ch. 20, § 200). We will review claims
for frequently replaced PAP device supplies to
determine whether documentation requirements
for medical necessity, frequency of replacement,
and other Medicare requirements are met.

OAS: W-00-16-35240; W-00-17-35787 + Expected Issue
Date: FY 2017

Orthotic Braces — Reasonableness of Medicare
Payments Compared to Amounts Paid by Other Payers

Since 2009, Medicare payments for orthotic braces,
including back and knee, have more than doubled
and almost tripled for certain types of knee braces.
We will determine the reasonableness of Medicare
fee schedule amounts for orthotic braces. We will
compare Medicare payments made for orthotic
braces to amounts paid by non-Medicare payers,
such as private insurance companies, to identify
potentially wasteful spending. We will estimate
the financial impact on Medicare and on beneficiaries
of aligning the fee schedule for orthotic braces
with those of non-Medicare payers.

OAS: W-00-17-35756; various reviews ¢ Expected Issue
Date: FY 2017

Osteogenesis Stimulators — Lump-Sum Purchase
Versus Rental

Osteogenesis stimulators, also known as bone-
growth stimulators, apply an electric current or
ultrasound to the spine or a long bone (e.g., the
femur) and are used when a fusion or fracture
failed to heal or after a multilevel spinal fusion.
Medicare payments for these devices from 2012

to 2014 were approximately $286 million. Because
osteogenesis stimulators are categorized as
“inexpensive and other routinely purchased items,”
the beneficiary has the option of either purchasing
or renting the stimulators. We will determine
whether potential savings can be achieved by
Medicare and its beneficiaries if osteogenesis
stimulators are rented over a 13-month period
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(the period of consecutive months of rental at
which the Medicare payment is capped) rather
than acquired through a lump-sum purchase.

OAS: W-00-17-35747; various reviews ¢ Expected Issue
Date: FY 2017

Power Mobility Devices — Lump-Sum Purchase
Versus Rental

Power-operated vehicles (also known as scooters)
and power wheelchairs are collectively classified as
power mobility devices (PMDs) and covered under
the Medicare Part B DMEPQOS benefit. CMS defines
a PMD as a covered DMEPQOS item that a patient
uses in the home. From 2010 to 2014, Medicare
payments for complex PMDs totaled $343 million.
Effective January 1, 2011, the ACA eliminated the
lump-sum purchase option for standard power
wheelchairs. For PMDs not affected by ACA, the
beneficiary has the option of either purchasing or
renting the PMD. We will determine whether
potential savings can be achieved by Medicare if
certain PMDs are rented over a 13-month period
(the period of consecutive months of rental at
which the Medicare payment is capped) rather
than acquired through a lump-sum purchase.

OAS: W-00-17-35223; various reviews ¢ Expected Issue
Date: FY 2017

Competitive Bidding for Medical Equipment Items
and Services — Mandatory Review

Federal law requires OIG to conduct postaward
audits to assess CMS’s competitive bidding

program. (Medicare Improvements for Patients
and Providers Act of 2008 (MIPPA), § 154(a)(1)(E)).
We will review the process CMS used to conduct
competitive bidding and to make subsequent pricing
determinations for certain medical equipment items
and services in selected competitive bidding areas
under rounds 1 and 2 of the competitive bidding
program.

OAS: W-00-14-35241; various reviews ¢ Expected Issue
Date: FY 2017

Orthotic Braces — Supplier Compliance
with Payment Requirements

Medicare requires that suppliers’ claims for
DMEPOS be “reasonable and necessary”

(SSA § 1862(a)(1)(A)). Further, local coverage
determinations issued by the four Medicare
contractors that process DMEPQOS claims include
utilization guidelines and documentation requirements
for orthotic braces. Prior OIG work indicated that
some DMEPOQOS suppliers were billing for services
that were medically unnecessary (e.g., beneficiaries
receiving multiple braces and referring physician
did not see the beneficiary) or were not documented
in accordance with Medicare requirements. We
will review Medicare Part B payments for orthotic
braces to determine whether they were medically
necessary and were supported in accordance with
Medicare requirements.

OAS: W-00-17-35749 e« Expected Issue Date: FY 2017
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Nebulizer Machines and Related Drugs — Supplier
Compliance with Payment Requirements

A nebulizer machine changes medication from a
liguid to a mist so that it can be more easily inhaled
into the lungs. For CY 2014, Medicare paid
approximately $632.8 million for inhalation drugs.
Medicare requires that claims for nebulizer machines
and related drugs be “reasonable and necessary”
(SSA § 1862(a)(1)(A)). Further, the local coverage
determinations issued by the four Medicare
contractors that process medical equipment and
supply claims include utilization guidelines and
documentation requirements. A preliminary OIG
review identified that at least 50 percent of claims
reviewed were not paid in accordance with
Medicare requirements. We will review Medicare
Part B payments for nebulizer machines and
related drugs to determine whether medical
equipment suppliers’ claims for nebulizers and
related drugs are medically necessary and are
supported in accordance with Medicare requirements.

OAS: W-00-15-35465 « Expected Issue Date: FY 2017

Access to Durable Medical Equipment in Competitive
Bidding Areas

In an effort to reduce waste, the Medicare Prescription
Drug, Improvement, and Modernization Act of 2003
updated Medicare’s payment system for certain
DMEPOS from a fee schedule to a competitive
bidding program. Under this program, DMEPOS
suppliers compete on price to supply particular
geographic areas. Anecdotal reports allege that
competitive bidding has led to reduced access to

DMEPQS and, in turn, compromised the quality of
care that beneficiaries receive. We will determine
the effects of the competitive bidding program on
Medicare beneficiaries’ access to certain types of
DMEPOQOS subject to competitive bidding.

OEl: 01-15-00040; various reviews ¢ Expected Issue
Date: FY 2017

Other Providers and Suppliers

Monitoring Medicare Payments for Clinical
Diagnostic Laboratory Tests — Mandatory Review

Section 216 of the Protecting Access to Medicare
Act of 2014 (PAMA) requires CMS to replace its
current system of determining payment rates for
Medicare Part B clinical diagnostic laboratory tests
with a new market-based system that will use rates
paid to laboratories by private payers. Pursuant to
PAMA, OIG is required to conduct an annual analysis
of the top 25 laboratory tests by Medicare payments
and analyze the implementation and effect of the
new payment system. We will analyze Medicare
payments for clinical diagnostic laboratory tests
performed in 2016 and monitor CMS’s implementation
of the new Medicare payment system for these
tests. This work will build upon our previous
analyses of Medicare Part B laboratory test
payments in 2014 and 2015 and our review of
CMS'’s progress toward implementing the new
Medicare payment system.

OEl: 00-00-00000; 00-00-00000 = Expected Issue
Date: FY 2017



Medicare Parts A and B
Hospitals
Nursing Homes
Hospices
Home Health Services

Medical Equipment & Supplies

Other Providers & Suppliers

Prescription Drugs

Part A & B Contractors

Other Part A and B Management Issues

Medicare Parts Cand D
Medicaid

Health Insurance Marketplaces
Electronic Health Records

Related Legal and Investigative Activities

CENTERS FOR MEDICARE & MEDICAID SERVICES

Medicare Payments for Transitional
Care Management

Transitional Care Management (TCM) includes
services provided to a patient whose medical and/
or psychosocial problems require moderate or
high-complexity medical decision-making during
transitions in care from an inpatient hospital
setting (including acute hospital, rehabilitation
hospital, long-term acute care hospital), partial
hospital, observation status in a hospital, or skilled
nursing facility/nursing facility, to the patient’s
community setting (home, domicile, rest home,

or assisted living). Beginning January 1, 2013,
Medicare covered TCM services and paid for

them under the Medicare Physician Fee Schedule.
Medicare-covered services, including chronic

care management, end-stage renal disease, and
prolonged services without direct patient contact,
cannot be billed during the same service period

as TCM. We will determine whether payments for
TCM services were in accordance with Medicare
requirements.

OAS: W-00-17-35786  Expected Issue Date: FY 2017

Medicare Payments for Chronic
Care Management

Chronic Care Management (CCM) is defined as the
non-face-to-face services provided to Medicare
beneficiaries who have multiple (two or more),
significant chronic conditions (Alzheimer’s disease,
arthritis, cancer, diabetes, etc.) that place the

patient at significant risk of death, acute
exacerbation/decompensation, or functional
decline. These significant chronic conditions are
expected to last at least 12 months or until the
death of the patient. CCM cannot be billed during
the same service period as transitional care
management, home health care supervision/
hospice care, or certain end-stage renal disease
services. Beginning January 1, 2015, Medicare paid
separately for CCM under the Medicare Physician
Fee Schedule and under the American Medical
Association Current Procedural Terminology. We
will determine whether payments for CCM services
were in accordance with Medicare requirements.

OAS: W-00-17-35785 e« Expected Issue Date: FY 2017

Data Brief on Financial Interests Reported
Under the Open Payments Program

The Physician Payments Sunshine Act (from the
ACA § 6002) requires that manufacturers disclose
to CMS payments made to physicians and teaching
hospitals. Manufacturers and group purchasing
organizations must also report ownership and
investment interests held by physicians. We will
analyze 2015 data extracted from the Open Payments
website to determine the number and nature of
financial interests. We will also determine how
much Medicare paid for drugs and DMEPQOS
ordered by physicians who had financial relationships
with manufacturers and group purchasing
organizations. We will determine the volume

and total dollar amount associated with drugs
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and DMEPQOS ordered by these physicians in
Medicare Parts B and D for 2015.

OEl: 03-16-00420 < Expected Issue Date: FY 2017

Power Mobility Devices Equipment — Portfolio
Report on Medicare Part B Payments

Previous OIG work identified inappropriate payments
for power mobility devices (PMDs) that were
medically unnecessary, were not documented in
accordance with Medicare requirements, cheaper
to rent instead of purchase, or were fraudulent.
We will compile the results of prior OIG audits,
evaluations, and investigations of PMD equipment
paid by Medicare to identify trends in payment,
compliance, and fraud vulnerabilities and offer
recommendations to improve detected vulnerabilities.
This planned work will offer recommendations to
reduce Medicare PMD vulnerabilities that were
detected in prior OIG work.

OIG: W-00-17-35791  Expected Issue Date: FY 2017

Ambulance Services — Supplier Compliance
with Payment Requirements

Medicare pays for emergency and nonemergency
ambulance services when a beneficiary’s medical
condition at the time of transport is such that
other means of transportation would endanger the
beneficiary (SSA § 1861(s)(7)). Medicare pays for
different levels of ambulance service, including
basic life support, advanced life support, and
specialty care transport (42 CFR § 410.40(b)).

Prior OIG work found that Medicare made
inappropriate payments for advanced life support
emergency transports. We will determine whether
Medicare payments for ambulance services were
made in accordance with Medicare requirements.

OAS: W-00-17-35574; various reviews ¢ Expected Issue
Date: FY 2017

Inpatient Rehabilitation Facility Payment
System Requirements

Inpatient rehabilitation facilities (IRFs) provide
rehabilitation for patients recovering from illness
and surgery who require an inpatient hospital-
based interdisciplinary rehabilitation program,
supervised by a rehabilitation physician. Effective
for discharges on or after January 1, 2010, specific
medical record documentation, at the time of IRF
admission, must support a reasonable expectation
that the patient needs multiple intensive therapies,
one of which must be physical or occupational
therapy; is able to actively participate and
demonstrate measurable improvement; and
requires supervision by a rehabilitation physician
to assess and modify the course of treatment as
needed to maximize the benefit from the rehabilitation
process. Our prior reviews of individual IRFs have
identified substantial Medicare overpayments.

We will determine whether IRFs nationwide billed
claims in compliance with Medicare documentation
and coverage requirements.

OAS: W-00-15-35730 « Expected to be issued in FY 2017
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Histocompatibility Laboratories — Supplier
Compliance with Payment Requirements

Histocompatibility laboratories typically provide
testing required for bone marrow and solid organ
transplantation services. Cost information for
these laboratories must be accurate and in
sufficient detail to support payments made for
services provided (42 CFR § 413.24(a) and (c)).
Costs claimed in the cost report must be related
to the care of beneficiaries; reasonable, necessary,
and proper; and allowable under Medicare
regulations (42 CFR § 413.9(a), (b), and (c)(3)).
From March 31, 2013, through September 30,
2014, histocompatibility laboratories reported
$131 million in reimbursable costs on their most
recent cost reports. We will determine whether
payments to histocompatibility laboratories were
made in accordance with Medicare requirements.

OAS: W-00-16-35742 « Expected Issue Date: FY 2017

Review of Financial Interests Reported Under
the Open Payments Program

Manufacturers are required to disclose to CMS
payments made to physicians and teaching hospitals
(ACA § 6002). Manufacturers and group purchasing
organizations must also report ownership and
investment interests held by physicians. The Open
Payments Program provides public transparency
about provider-industry relationships. We will
determine the extent to which data in the open
payments system is missing or inaccurate, the
extent to which CMS oversees manufacturers’ and

group purchasing organizations’ compliance with
data reporting requirements, and whether the
required data for physician and teaching hospital
payments are valid.

OEl: 03-15-00220 < Expected Issue Date: FY 2017

Ambulatory Surgical Centers — Quality Oversight

Medicare sets minimum health and safety
requirements for ambulatory surgical centers
(ASCs) through the conditions for coverage (SSA §
1832(a)(2)(F)(i)). CMS requires that ASCs become
Medicare certified to show they meet these conditions
(SSA § 1865 and 42 CFR Part 416). Previous OIG
work found problems with Medicare’s oversight
system, including finding spans of 5 or more years
between certification surveys for some ASCs, poor
CMS oversight of State survey agencies, and little
public information on the quality of ASCs. We will
review the frequency of Medicare’s certification
surveys for ASCs.

OEl: 01-15-00400 < Expected Issue Date: FY 2017

Payments for Medicare Services, Supplies, and DMEPQS
Referred or Ordered by Physicians —Compliance

CMS requires that physicians and nonphysician
practitioners who order certain services, supplies,
and/or DMEPOS be Medicare-enrolled physicians
or nonphysician practitioners and be legally eligible
to refer and order services, supplies, and DMEPQOS
(ACA § 6405). If the referring or ordering physician
or nonphysician practitioner is not eligible to order
or refer, then Medicare claims should not be paid.
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We will review select Medicare services, supplies,
and DMEPOQS referred or ordered by physicians and
nonphysician practitioners to determine whether
the payments were made in accordance with
Medicare requirements.

OAS: W-00-17-35748 « Expected Issue Date: FY 2017

Anesthesia Services — Noncovered Services

Medicare Part B covers anesthesia services
provided by a hospital for an outpatient or by a
freestanding ambulatory surgical center for a
patient. We will review Medicare Part B claims for
anesthesia services to determine whether they
were supported in accordance with Medicare
requirements. Specifically, we will review
anesthesia services to determine whether the
beneficiary had a related Medicare service.

OAS: W-00-17-35753 « Expected Issue Date: FY 2017

Anesthesia Services — Payments for Personally
Performed Services

Physicians must report the appropriate anesthesia
modifier code to denote whether the service was
personally performed or medically directed (CMS,
Medicare Claims Processing Manual, Pub. No.
10004, Ch. 12, § 50). Reporting an incorrect
service code modifier on the claim as if services
were personally performed by an anesthesiologist
when they were not will result in Medicare paying
a higher amount. The service code “AA” modifier is
used for anesthesia services personally performed

by an anesthesiologist, whereas, the “QK” modifier
limits payment to 50 percent of the Medicare
allowed amount for personally performed services
claimed with the AA modifier. Payments to any
service provider are precluded unless the provider
has furnished the information necessary to
determine the amounts due (SSA § 1833(e)). We
will review Medicare Part B claims for personally
performed anesthesia services to determine
whether they were supported in accordance with
Medicare requirements. We will also determine
whether Medicare payments for anesthesia
services reported on a claim with the AA service
code modifier met Medicare requirements.

OAS: W-00-17-35706; various reviews ¢ Expected Issue
Date: FY 2017

Physician Home Visits — Reasonableness of Services

A home visit is when a physician provides
evaluation and management (E/M) services in a
beneficiary’s home. From January 2013 through
December 2015, Medicare provided $718 million in
payments for physician home visits. Physicians are
required to document the medical necessity of a
home visit in lieu of an office or outpatient visit.
Medicare will not pay for items or services that are
not “reasonable and necessary” (SSA § 1862(a)(1)
(A)). We will determine whether Medicare payments
to physicians for E/M home visits were reasonable
and made in accordance with Medicare requirements.

OAS: W-00-17-35754 « Expected Issue Date: FY 2017
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Prolonged Services — Reasonableness of Services

Prolonged services are for additional care provided
to a beneficiary after an evaluation and management
(E/M) service has been performed. Physicians
submit claims for prolonged services when they
spend additional time beyond the time spent with
a beneficiary for a usual companion E/M service.
The necessity of prolonged services are considered
to be rare and unusual. The Medicare Claims
Processing Manual includes requirements that
must be met in order to bill for a prolonged E/M
service code (Medicare Claims Processing Manual,
Pub. 100-04, Ch. 12, § 30.6.15.1). We will determine
whether Medicare payments to physicians for
prolonged E/M services were reasonable and
made in accordance with Medicare requirements.

OAS: W-00-17-35755 e« Expected Issue Date: FY 2017

Chiropractic Services — Part B Payments
for Noncovered Services

Part B pays only for a chiropractor’s manual
manipulation of the spine to correct a subluxation
if there is a neuro-musculoskeletal condition for
which such manipulation is appropriate treatment
(42 CFR § 410.21(b)). Chiropractic maintenance
therapy is not considered to be medically
reasonable or necessary and is therefore not
payable (CMS’s Medicare Benefit Policy Manual,
Pub. No. 10002, Ch. 15, § 30.5B). Prior OIG work
identified inappropriate payments for chiropractic
services. Medicare will not pay for items or
services that are not “reasonable and necessary”
(SSA § 1862(a)(1)(A)). We will review Medicare

Part B payments for chiropractic services to
determine whether such payments were claimed
in accordance with Medicare requirements.

OAS: W-00-16-35606; various reviews ¢ Expected Issue
Date: FY 2017

Chiropractic Services — Portfolio Report on Medicare
Part B Payments

Previous OIG work identified inappropriate payments
for chiropractic services that were medically
unnecessary, were not documented in accordance
with Medicare requirements, or were fraudulent.
We will compile the results of prior OIG audits,
evaluations, and investigations of chiropractic services
paid by Medicare to identify trends in payment,
compliance, and fraud vulnerabilities and offer
recommendations to improve detected vulnerabilities.
This planned work will offer recommendations to
reduce Medicare chiropractic vulnerabilities that
were detected in prior OIG work.

OAS: W-00-17-35770; OIG-12-14-03 « Expected Issue
Date: FY 2017

Selected Independent Clinical Laboratory
Billing Requirements

An independent clinical laboratory is one that is
independent both of an attending or consulting
physician’s office and of a hospital. Previous OIG
audits, investigations, and inspections have identified
independent clinical laboratory areas at risk for
noncompliance with Medicare billing requirements.
Payments to service providers are precluded unless
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the provider has and furnishes upon request the
information necessary to determine the amounts
due (SSA § 1833(e)). We will review Medicare
payments to independent clinical laboratories to
determine laboratories’ compliance with selected
billing requirements. We will focus on independent
clinical laboratories with claims that may be at risk
for overpayments. We will use the results of these
reviews to identify clinical laboratories that routinely
submit improper claims, and we will recommend
recovery of overpayments.

OAS: W-00-17-35726; various reviews ¢ Expected Issue
Date: FY 2017

Physical Therapists — High Use of Qutpatient Physical
Therapy Services

Previous OIG work found that claims for therapy
services provided by independent physical therapists
were not reasonable, were not properly documented,
or the therapy services were not medically necessary.
Medicare will not pay for items or services that are
not “reasonable and necessary” (SSA § 1862(a)(1)
(A)). We will review outpatient physical therapy
services provided by independent therapists to
determine whether they were in compliance with
Medicare reimbursement regulations. Our focus is
on independent therapists who have a high utilization
rate for outpatient physical therapy services.
Documentation requirements for therapy services
can be found in CMS’s Medicare Benefit Policy
Manual, Pub. No. 100-02, Ch. 15, § 220.3.

OAS: W-00-16-35220; various reviews ¢ Expected Issue
Date: FY 2017

Portable X-ray Equipment - Supplier Compliance with
Transportation and Setup Fee Requirements

Portable x-ray suppliers provide diagnostic imaging
services at patients’ locations — most often
residences including private homes and group
living facilities, such as nursing homes — rather than
in a traditional clinical setting, such as a doctor’s
office or hospital. Medicare generally reimburses
for portable x-ray services if the conditions for
coverage are met (42 CFR §§ 486.100-486.110).
However, previous OIG work found that Medicare
may have improperly paid portable x-ray suppliers
for return trips to nursing facilities, i.e., multiple
trips to a facility in 1 day. We will review Medicare
payments for portable x-ray equipment services to
determine whether payments were correct and
were supported by documentation. We will also
assess the qualifications of the technologists who
performed the services.

OAS: W-00-16-35464 e« Expected Issue Date: FY 2017

Sleep Disorder Clinics — High Use
of Sleep-Testing Procedures

An OIG analysis of CY 2010 Medicare payments for
Current Procedural Terminology® codes 95810 and
95811, which totaled approximately $415 million,

5The five-character codes and descriptions included in this document
are obtained from Current Procedural Terminology (CPT®), copyright
2015 by the American Medical Association (AMA). CPT is developed
by the AMA as a listing of descriptive terms and five-character
identifying codes and modifiers for reporting medical services and
procedures. Any use of CPT outside of this document should refer to
the most current version of the Current Procedural Terminology
available from AMA. Applicable FARS/DFARS apply.
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showed high utilization associated with these
sleep-testing procedures. To the extent that
repeated diagnostic testing is performed on the
same beneficiary and the prior test results are still
pertinent, repeated tests may not be reasonable
and necessary. Medicare will not pay for items or
services that are not “reasonable and necessary”
(SSA § 1862(a)(1)(A)). We will examine Medicare
payments to physicians, hospital outpatient
departments, and independent diagnostic testing
facilities for sleep-testing procedures to assess
payment appropriateness and whether they were
in accordance with other Medicare requirements.
Requirements for coverage of sleep tests under
Part B are located in CMS’s Medicare Benefit Policy
Manual, Pub. No. 100 02, Ch. 15, § 70.

OAS: W-00-17-35521; various reviews ¢ Expected Issue
Date: FY 2017

Prescription Drugs

Drug Waste of Single-Use
Vial Drugs

The FDA approves vial sizes for single use
submitted by manufacturers but does not control
the vial sizes submitted for approval. Savings might
be realized if single vial sizes currently available in
other countries were available in the United States
and if manufacturers were to market these smaller
vials at lower prices. The Medicare Claims Processing
Manual, Pub. 100-04, Ch. 17, § 40 provides policy
on the use of the “JW” modifier for discarded Part
B drugs and biologicals to track the amount of

reimbursed waste in single-use vials effective
January 1, 2017. We will determine the amount
of waste for the 20 single-use-vial drugs with the
highest amount paid for waste as identified by the
JW modifier and provide specific examples of where
a different size vial could significantly reduce waste.

OAS: W-00-17-35788 e« Expected Issue Date: FY 2017

Potential Savings from Inflation-Based
Rebates in Medicare Part B

Each year, statutorily mandated rebates enable
Medicaid to recoup a substantial portion of the
billions spent by the program on prescription
drugs. In contrast, Medicare Part B also spends
billions annually on prescription drugs; however,
no similar rebate authority exists for Part B to
reduce the costs of drugs to the program. OIG
will examine the amount the Federal Government
could potentially collect from pharmaceutical
manufacturers if inflation-indexed rebates were
required under Medicare Part B, which builds
upon earlier OIG work examining existing inflation-
based rebates in Medicaid and potential rebates
in Medicare Part B. The study will select a sample
of 50-100 Part B drugs. We will calculate the
amount covering the difference between the
existing rebate policy in 2015 and a scenario where
an inflation-based rebate methodology similar to
Medicaid had been in place for drugs covered
under Medicare Part B and in absence of industry
adjustments to such rebate agreement.

OEl: 12-16-00560 < Expected Issue Date: FY 2017
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Comparison of Average Sales Prices to Average
Manufacturer Prices — Mandatory Review

In 2005, Medicare began paying for most Part B
drugs using a new methodology based on the
average sales prices (ASP). The enabling law
required that OIG compare ASPs with average
manufacturer prices (AMP) (SSA § 1847A(d)(2)(B).
Pursuant to the requirement, OIG conducts such
reviews and issues quarterly and annual reports

of its findings. When OIG finds that the ASP for

a drug exceeds the AMP by a certain threshold

(5 percent), OIG notifies the HHS Secretary, who
may disregard the ASP for the drug when setting
reimbursement amounts, e.g., apply a price
substitution policy. We will review Medicare Part B
drug prices by comparing ASPs to AMPs and identify
drug prices that exceed a designated threshold.

OEl: 03-16-00540; 03-16-00580; 00-00-0000 « Expected
Issue Date: FY 2017

Payments for Inmunosuppressive Drug Claims
with “KX” Modifiers

Medicare Part B covers FDA-approved
immunosuppressive drugs and drugs used in
immunosuppressive therapy when a beneficiary
receives an organ transplant for which
immunosuppressive therapy is appropriate (SSA §
1861(s)). Since July 2008, suppliers that furnish an
immunosuppressive drug to a Medicare beneficiary
annotate the Medicare claim with the “KX” modifier
to signify that the supplier retains documentation
of the beneficiary’s transplant date and that such
transplant date preceded the date of service for

furnishing the drug (CMS’s Medicare Claims
Processing Manual, Pub. No. 100 04, Ch. 17, § 80.3).
Prior OIG reports found that Medicare claims for
immunosuppressive drugs reported with the “KX”
modifier may not always meet documentation
requirements for payment under Part B. We

will determine whether Part B payments for
immunosuppressive drugs that were billed with

a service code modifier “KX” met Medicare
documentation requirements.

OAS: W-00-15-35707; various reviews ¢ Expected Issue
Date: FY 2017

Part A and B Contractors

Administrative Costs Claimed by Medicare Contractors

CMS administers the Medicare program through
contractors. Contracts between CMS and the
Medicare contractors define the functions to be
performed and provide the reimbursement of
allowable administrative costs incurred in the
processing of Medicare claims. We will review
administrative costs claimed by various contractors
for their Medicare activities, focusing on costs
claimed by terminated contractors. We will also
determine whether the costs claimed were reasonable,
allocable, and allowable. We will coordinate with
CMS regarding selection of the contractors that we
will review. Criteria include Appendix B of the
Medicare contract with CMS and the Federal
Acquisition Regulation (FAR) at 48 CFR Part 31.

OAS: W-00-17-35005; various reviews e Expected Issue
Date: FY 2017
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Contractor Pension Cost Requirements

Medicare contractors are eligible to be reimbursed
a portion of their pension costs and are required
to separately account for the Medicare segment
pension plan assets based on the requirements

of their Medicare contracts and Cost Accounting
Standards. We will determine whether Medicare
contractors have calculated and claimed
reimbursement for Medicare’s share of various
employee pension costs in accordance with their
Medicare contracts and applicable Federal
requirements. We will determine whether
contractors have fully implemented contract
clauses requiring them to determine and separately
account for the employee pension assets and
liabilities allocable to their contracts with Medicare.
We will also review Medicare contractors whose
Medicare contracts have been terminated, assess
Medicare’s share of future pension costs, and
determine the amount of excess pension assets as
of the closing dates. Applicable requirements are
found in the FAR at 48 CFR Subpart 31.2; Cost
Accounting Standards 412 and 413; and the
Medicare contract, Appendix B, § XVI.

OAS: W-00-17-35067; W-00-17-35094;
various reviews ¢ Expected Issue Date: FY 2017

Contractor Postretirement Benefits and Supplemental
Employee Retirement Plan Costs
CMS reimburses a portion of its contractors’

postretirement health benefits costs and the
supplemental employee retirement plans costs.

The reimbursement is determined by the cost
reimbursement principles contained in the FAR,
Cost Accounting Standards as required by the
Medicare contracts. We will review the postretirement
health benefit costs and the supplemental employee
retirement plans of Medicare contractors to determine
the allowability, allocability, and reasonableness of
the benefits and plans, as well as the costs charged
to Medicare contracts. Criteria are in the FAR at 48
CFR §§ 31.201 through 31.205.

OAS: W-00-17-35095; various reviews ¢ Expected Issue
Date: FY 2017

Medicare Contractor Information Systems Security
Programs: Annual Report to Congress —
Mandatory Review

Federal law requires independent evaluations of
the security programs of Medicare Administrative
Contractors and requires OIG to assess such
evaluations and report the results of its
assessments to Congress (Medicare Prescription
Drug, Improvement, and Modernization Act of
2003, § 912). We will review independent
evaluations of information systems security
programs of Medicare Administrative Contractors.
We will report to Congress on our assessment of
the scope and sufficiency of the independent
evaluations and summarize their results.

OAS: W-00-17-41010 e« Expected Issue Date: FY 2017
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Collection Status of ZPIC and PSC — Identified Medicare
Overpayments

OIG issued several reports regarding the tracking
and collection of overpayments that Medicare’s
contractors have made to providers. In response,
CMS stated that it added reporting requirements
that would improve overpayment tracking among
the claims processors and Zone Program Integrity
Contractors (ZPICs) and Program Safeguard
Contractors (PSCs). ZPICs and PSCs are required to
detect and deter fraud and abuse in Medicare Part
A and Part B in their jurisdictions. They conduct
investigations, refer cases to law enforcement, and
take administrative actions such as referring
overpayments to claims processors for collection
and return to Medicare. We will determine the
total amount of overpayments that ZPICs and PSCs
identified and referred to claims processors in 2014
and the amount of these overpayments that claims
processors collected. We will also review the
procedures for tracking collections of overpayments
identified by ZPICs and PSCs.

OEl: 03-13-00630 « Expected Issue Date: FY 2017

Other Part A and B Program
Management Issues

Delivery System Reform

Accountable Care Organizations: Beneficiary
Assignment and Shared Savings Payments

The Medicare Shared Savings Program (MSSP),
established by section 3022 of ACA, introduc