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MPFS Final Rule - Changes Coming In 2015
CMS has released the 2015 Medicare Physician Fee Schedule (MPFS) Final Rule. 
Click here to view the final rule in its entirety.

The final rule addresses payment changes to the calculations of RVUs, payment 
amounts for specialty services, payment caps, etc. Additionally, the final rule  
addresses the payment adjustments for failure to participate in various incentive  
programs. 

On December 2nd, MLN Connects hosted a National Provider Call to summarize 
the 2015 MPFS Final Rule and the 2017 payment adjustments that relate to actions 
taken during the 2015 calendar year. Click here for the slide presentation for the 
National Provider Call.

Changes to the PQRS Program

   •   23 measures and 2 measures groups have been added. 
   •   88 measures and 4 measures groups have been removed.
   •   Eligible Professionals (EPs) reporting via claims-based or registry-based reporting must now select at least one  
       “cross-cutting” measure to report on as a part of their PQRS measures.
   •   6-month reporting option for measures groups has been removed. 
   •   Measures groups are required to have 6 or more measures within the group
   •   The deadline to register as a group for PQRS reporting is extended to June 30, 2015 for the 2015 reporting year. 

Physician Compare

   •   CMS finalized that successful participation in the EHR Incentive Program based on 2015 data will be reflected on  
       the Physician Compare website in 2016.
   •   Public reporting on Physician Compare will also include all PQRS GPRO measures, all 2015 individual PQRS  
        measures, and 2015 QCDAs Measures Data. 

Value Based Payment Modifier

The Value Based Payment Modifier (VBPM) in 2017 is based on satisfactory reporting in 2015.
   •   Groups with 2-9 EPs and solo practitioners receive only the upward or neutral VM adjustment under quality-tiering. 
   •   Groups with 10+ EPs can receive upward, neutral, or downward VM adjustment under quality-tiering. 

  Continued on next page.
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   •   The potential adjustment amounts vary by group size
   •   EPs consist of physicians, practitioners, physical or occupational therapists, qualified speech-language  
       pathologists, and qualified audiologists.  
   •   A group of physicians is defined by its Medicare-enrolled Taxpayer Identification Number (TIN).

2017 VM Policies for Groups with 2-9 EPs and Solo Practitioners

   •   The automatic downward adjustment for not successfully  
       reporting PQRS is -2.0% 
   •   Under quality-tiering, the potential upward adjustment is up to   
       +2.0x  (‘x’ represents the upward payment adjustment factor).
   •   Groups with 2-9 EPs and physician solo practitioners can earn  
       only an upward or neutral (no) adjustment under quality tiering  
        in 2017.

2017 VM Policies for Groups with 10+ EPs

   •   The automatic downward adjustment for not successfully  
        reporting PQRS is -4.0%
   •   Under quality-tiering, the potential upward adjustment is up to  
       +4.0x (‘x’ represents the upward payment adjustment factor).  
       The payment at risk is -4.0%.

Value Modifier Policies for 2015, 2016, and 2017

  Continued from previous page.



As of the release of this newsletter, the reporting period in 2015 is a full calendar year for any eligible professional who 
is beyond their first year of MU reporting. Anyone scheduled to complete their second year of Stage 1 or their first year 
of Stage 2 in 2015 will need to be ready on January 1st.

Tips for being successful with Meaningful Use in 2015:

   •   Licensed or Credentialed staff members can now enter CPOE for it to count for the eligible professional, but you  
        have to set it up in Centricity Administration in order for it to work!

   •   GE is moving to a cloud based reporting system in 2015. If you are currently using any custom reports to assist  
      in meeting Meaningful Use then you will need to review the new reporting requirements and potentially make  
        some form changes or workflow changes so that you can meet MU under the reporting system. 

   •   Clinical Visit Summaries must be printed using the new CVS CCDA form in 2015. If you are currently printing the  
        Clinical Visit Summary handout or *Patient Instructions handout, you will need to change your workflow in order to  
        meet this measure in 2015. 

   •   A Patient Portal is required for Stage 1 and Stage 2 Meaningful Use in 2015. If you don’t already have a portal in  
      place, you are late! Portal implementations take about 12 weeks so contact ALN Support to get a Patient Portal 
       Quote today.

   •   Most of the Menu measures from Stage 1 are now a CORE requirement in Stage 2. If you’ve been ignoring some  
       of the less favorable Menu measures, now is the time to start addressing them.

   •  CPS 12 and higher includes new functionality that is required in order to meet some of the Meaningful Use  
     Measures. GE has released Computer Based Training (CBTs) related this new functionality. Click here for 
         instructions on accessing these CBTs. 

   •   Also on the CBT website is a section on the left side of the page called ‘Manuals/Comparison Guides’ where you 
       can download the CPS Meaningful use 2014 User Guide which tells you exactly how each measure is calculated  
       within Centricity Practice Solution. 

ALN offers Meaningful Use Consulting at an hourly rate. For more information and pricing, contact ALN Support. 

Preparing Meaningful Use (MU) in 2015 

According to an article by FierceEMR a minimum of 20,000 eligible professionals are expected to be audited this year 
under the EHR Incentive Program. 

While audits are random, there are a few “red flags” that will increase your likelihood of being selected for a Meaningful 
Use Audit.  

Some of the red flags that the auditors are looking for include:

   •   Inconsistencies within the provider’s own data, such as exclusions that may be inconsistent with other measures  
        a provider is attesting to or discrepancies with numerators and denominators

   •   Years where scores are combined, say while transitioning from one EHR to another, midyear

   •   Attestation data that is inconsistent with CMS supplemental data, such as measures or exclusions inconsistent  
         with the provider’s patient mix or inconsistencies between the attestation and a state or local public health agency’s  
       capabilities

Simply failing one component of Meaningful Use will result in a failed audit, and the stakes are high is a provider fails an 
audit. If they have already been paid for the attestation year, the provider will be required to return the incentive money. 
Additionally, the provider will receive the payment adjustment associated with the failed MU reporting year. 

A provider who fails an audit  will be flagged for another audit of another participating year. If the provider fails the  
second audit, CMS will keep auditing until the eligible professional passes a program year. For eligible professionals in 
their second or third year of Meaningful Use, this could have a detrimental financial impact. 

How to Prepare for a Meaningful Use Audit
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So what can you do to reduce the risk of getting audited, or passing an audit if you get selected?

1. Maintain evidence that you’ve met the requirements:  The documentation should include a thorough security risk 
analysis, screen shots, reports, calculations, a copy of the EHR purchase agreement, EHR implementation documents, 
public health reporting documentation and other information to support the data for the Meaningful Use objectives and 
clinical quality measures. If you’re attesting for 2014 via the new flexibility rule, make sure you have evidence to justify 
why you’re doing that.

2. Collect and store the documentation on an ongoing basis: EMRs are constantly being upgraded to keep up with the 
MU regulations. FierceEMR recommends taking screenshots multiple times throughout the reporting period to support 
the Yes/No measures. 

3. Store the Meaningful Use documentation for at least 6 years: Documentation for each of the measures should be 
stored electronically and the documentation should be organized by provider. Meaningful Use is a provider centric  
program and audits will be performed by provider, not by practice or location. Audits can be performed any time in the 
6 years after the attestation and there is a tight deadline to respond to audits so it is imperative that the documentation 
is organized well and that multiple staff members know where to find the documentation. 

4. Assign Meaningful Use to a team led by a designated individual: Monitor the provider’s reporting progress on an 
ongoing basis. If the provider is low on a particular measure, it needs to be addressed sooner rather than later. We see 
many providers who think they are doing everything correctly and then come to find out that the action they were taking 
does not correlate with the CMS regulations or the reporting capabilities of the EHR. As the year comes to a close, it is 
becoming too late to fix an issue and still meet MU for the year, so make sure the measures are being tracked regularly 
and all inconsistencies are addressed in a timely manner. 

5. Be on the lookout for new developments regarding the Meaningful Use audit process: The audit process is constantly 
evolving, and the industry as a whole is learning more and more about the audit requirements as we experience audits  
first-hand.  For instance, it’s been widely reported that many providers are failing audits because they lacked an  
appropriate security risk analysis of their system’s vulnerabilities, a core objective. 

6. Watch for the red flags that might increase the likelihood of an audit: Try to avoid or eliminate them (see list above).

7. Check patient mix before attesting to Medicaid Meaningful Use: Don’t have a physician attest that he/she had at least 
30 percent Medicaid population unless you’re sure he/she meets the threshold.

8. Set up a Meaningful Use audit committee, just in case: This way the provider can quickly respond to an audit, since 
the timeframe for submitting supporting documentation for a Medicare audit can be just two weeks. The committee 
should include the compliance officer, the security officer, the legal department, finance, IT and clinical leadership,  
according to FierceEMR.

9. Ensure that relevant staff can identify what a Meaningful Use audit letter looks like: The audit letter is typically sent 
directly to the eligible professional using the information provided in the Registration section of the CMS Attestation 
Process. If the provider or supporting staff are not familiar with the audit process, they could accidently delete or ignore 
the audit letter, resulting in an automatic failed audit. 

FierceEMR also has recommended steps to take is presented with an audit letter:

1. Respond with the requested documentation within the stated deadline.

2. Contact your EHR vendor for help.

3. Your Security Risk Assessment (SRA)  is/should be very lengthy. Provide the auditors with a summary and table of  
contents of the SRA to help them in reviewing this documentation.

4. Review all material before submitting it to an auditor.

5. If you fail the audit, consider appealing a negative determination if there’s a good chance you can overturn it.

If you have questions about preparing or responding to a Meaningful Use Audit and would like ALN’s help, please send 
a request to the ALN Support Team and we will contact you with pricing and additional information. 

http://www.fierceemr.com/special-reports/audits-are-randomto-point
http://www.fierceemr.com/special-reports/audits-are-randomto-point
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We’ve been talking about ICD-10 for a while now. With an original compliance date of 10/1/2014 many providers began 
preparing for ICD-10 at the beginning of 2014. Not long after the ICD-10 preparations began, CMS released a delay in 
the ICD-10 compliance date, moving it to 10/1/2015. 

Even now, as we are beginning to prepare for the new ICD-10 compliance date, there is talk about delaying it once 
again. We’ll be monitoring this closely, but for now, we encourage everyone to begin taking basic steps to prepare for 
the ICD-10 transition.

ALN has identified 4 core areas of focus when preparing for the new code set.

1. Understand the New Code Set

Coders, or physicians who select their own codes, need a thorough understanding of the new code set. 

ICD-10 has roughly 3X the number of codes as ICD-9. While that number seems daunting, keep in mind that you will 
only need to focus on the codes that impact your specialty. Some specialties will see minimal changes, while others, 
such as OBGYN, Orthopedics, and Emergency Medicine, will see a monumental increase in codes when transitioning 
to ICD-10. 

In order to minimize denials and delayed reimbursements, coders will need to understand the new code set and the 
levels of specificity that are required. Unspecified codes will begin to be denied as payers begin to expect greater  
specificity such as laterality, OB trimester, and initial or subsequent encounter.   

2. Conform to the New Documentation Requirements

If you read part 1 (above) then you know why provider documentation is so important. If provider documentation does 
not give coders the information required to code at greater specificity then the practice will begin receiving denials,  
delayed payments, and lower reimbursement. 

Better documentation allows us to better measure quality and efficiency, assures accountability and transparency,  
allows us to better capture level of risk and severity, and provides better business intelligence. Furthermore, better  
documentation aids clinical research, enhances communication amongst providers, and ultimately facilitates good  
patient care. 

New concepts of the ICD-10 code set include: Initial/subsequent encounters, right/left laterality, routine/delayed healing, 
nonunion/malunion fracture type, assault/self-harm/accidental injury type. 

3. Leverage Technology

Technology will be an important resource when transitioning to ICD-10. 

For providers still charting on paper and using paper superbills, technology such as mobile phone apps or computer 
assisted coding will greatly aid in the ICD-10 transition.

For those who use EHR and Practice Management systems, your systems have been upgraded to comply with ICD-10 
coding, however there is still work that you will need to do beyond installing the technology.

You’ll find that most systems utilize GEMs mapping to aid in cross mapping ICD-9 to ICD-10 codes and reverse map-
ping from ICD-10 to ICD-9 codes. GEMs mapping lays the foundation for coding in both ICD-9 and ICD-10 by mapping 
a code from one set to its most basic equivalence in the other code set.  However, even with GEMs mapping, many 
codes will only have an approximate match, one-to-many matches, or no match at all. It is important that your practice 
have a plan in place for reviewing the mapped codes and manually making any adjustments. 

4. Create a Project Plan

When we ask our clients what they are doing to prepare for ICD-10, most of them respond with these first three areas of 
focus: coding training, documentation training, and upgrading or adopting technology. While these are all very important 
areas of focus, a successful transition requires a significant amount of project planning. 

Practices should begin taking an inventory of all areas that are impacted by ICD codes. Identify systems that are  
impacted, superbill changes, upgrades that may be required. Practices should also begin reviewing contracts for  
reimbursement changes, coverage determinations, and documentation requirements. 

Most importantly, practices should understand that no amount of preparation will prevent a cash flow disruption during 
the first few months of the transition. Payments will be delayed, if not denied and reworked. Practices are recommended 
to have 3-6 months of cash flow reserves on hand to cover overhead costs during the first few months of the transition. 

For more information about ICD-10, visit the CMS website.

Preparing for the ICD-10 Compliance Date in 2015

http://www.cms.gov/Medicare/Coding/ICD10/index.html?redirect=/icd10


CMS has defined four new HCPCS modifiers effective 1/1/2015 to selectively identify subsets of Distinct Procedural 
Services (-59 modifier) as follows:

      • XE Separate Encounter, A Service That Is Distinct Because It Occurred During A Separate Encounter 

      • XS Separate Structure, A Service That Is Distinct Because It Was Performed On A Separate Organ/Structure 

      • XP Separate Practitioner, A Service That Is Distinct Because It Was Performed By A Different Practitioner 

      • XU Unusual Non-Overlapping Service, The Use Of A Service That Is Distinct Because It Does Not Overlap Usual  
        Components Of The Main Service 

Note:  Per CMS modifier 59 should not be used when a more specific modifier is available and the new modifiers to be 
used for their purpose are XE, XS, XP, and XU.

What do you need to do?

      • Everyone should be aware of the new codes and understand when to use them.
      • If you outsource your RCM to ALN then we will add these codes to Centricity for you.
      • If you do not outsource your RCM to ALN then you will need to add the codes to Centricity PM and EMR.

Adding a new billing modifier on the PM side of Centricity: 
To go Administration > on the List editor click on the Codes folder > Billing System > Billing Modifiers > click the New 
button > enter the Description > enter the modifier in the NSF code field > click Save (See screen shot A below left)

Adding a new billing modifier on the EMR side of Centricity: 
To go Administration > on the List editor click on the Codes folder > Charts > Clinical Modifiers > click the New button > 
enter the modifier in the Code field > enter the Description > click OK to save (See screen shot B below left)

Screen shot A (version CPS12.06)  

     

                                                                                                            

                                                                                                              Screen shot B (version CPS12.0.6)

New CMS HCPCS Modifiers



 ALN Support:                 alnsupport@alnmm.com      866.434.8019

Follow us on Twitter for even more news and information - @ALNMM

Centricity Electronic Data Interchange (EDI) Services is an all-payer clearinghouse and proactive services offering that 
helps you reduce costs and A/R days, while maximizing profitability. Centricity EDI 
Services enables scheduling-to-payment workflow that electronically connects you to 
virtually any payer. 

Exclusively for Centricity Practice Solution customers, Centricity EDI Services fully 
integrates eligibility, claim, and remittance data into your Centricity revenue cycle  
solution to help you improve efficiency and reduce inaccuracies in the billing process.

Centricity EDI Services allows your organization to process and track claims through 
the entire billing cycle. Beginning with the first patient encounter, your staff can  
proactively verify insurance eligibility.

Once claims are submitted, Centricity EDI Services provides daily proactive monitoring of all transactions to identify 
issues and prevent claim processing delays—before they can have a negative impact on your bottom line.

For more information about Centricity EDI and Eligibility Checking, contact the ALN Support Team.

Centricity EDI and Eligibility Checking

CallPointe provides automated patient communication services that will help streamline business activities and allow 
staff to spend time on other important tasks. The following services can be accessed via CallPointe. 

Automated Appointment Reminders
CallPointe’s automated appointment reminder call service allows providers who need to contact their patients the ability  
to schedule and automatically call their patients with a personalized human voice message. These services have  
proven to dramatically reduce no-shows and last minute cancellations. CallPointe integrates with your scheduling  
software to extract appointment information, encrypt it, and send it to CallPointe to make the calls on your behalf.  
Messages can be customized per provider or even per visit type.

Is CallPointe’s automated appointment reminder service right for you?
• No one in the office needs to learn software  or hardware to make the calls. CallPointe seamlessly integrates with your 
scheduling software and many customers often forget it is even there
• Pay only for the calls you make - no large check to write to purchase hardware/software
• Never worry about hardware failure or maintenance
• No office space or phone line have to be used for a computerized calling system
• As enhancements are made in the network they are automatically included in the service you receive every day

Automated Lab Result Services
CallPointe’s lab result services provide your patients with convenient, secure, unlimited access to their test results.  
CallPointe will set your practice up with a toll free number form which patient can call in and receive their lab  
information when it is convenient for them. Patients can retrieve their information from any touch-tone phone and offers  
customized messages, the ability to add a PIN for extra security, and an audit trail to track when your patients access 
their lab results via CallPointe.

Practice Recalls
When recalling patients 3 months, 6 months, or even a year after their last appointment, let CallPointe do the work for 
you with their automated patient recalls.

Practice Cancellation Messages
When scheduling conflicts arise and a patient visit must be cancelled, CallPointe will call the patient for you, inform them 
of the appointment cancellation, and remind them to call into your practice to reschedule the appointment.

Patient No-Show Calls

When patients fail to show up for their appointment, use CallPointe’s automated services to call the patient and  
reschedule the missed appointment.

To start using CallPointe or to learn more about these services, please contact the ALN Support Team.

CallPointe Automated Appointment Reminders
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