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3676.
ENFORCEMENT OF PROVIDER BILLING TIMELINESS AND

ACCURACY STANDARD TO CONTINUE PIP

A.
General.--To remain on PIP, providers, with the exception of HHAs, must submit 85 percent of its bills timely and accurately.  Timely and accurately means that 85 percent of its bills (excluding those listed below) are submitted within 30 days of discharge and pass your front-end edits for consistency and completeness.  A bill is not considered received unless it can pass your edits.  Accumulate statistics on inpatient and SNF billing performance for each PIP provider to monitor whether it meets this requirement.  Accumulate statistics for home health and use internally as an alert for potential problems.  Assist the HHAs in identifying and correcting inaccuracies.  These instructions do not effect bi-weekly payments for pass-thrus (Provider Reimbursement Manual §2405.2) and for adjustments to indirect cost for medical education (PRM §2405.3).

The evaluation for timeliness of billing should be consistent with the frequency for monitoring the payment amounts under the PIP program.  Thus, for non-PPS providers the evaluation process is scheduled at 3 month intervals and PPS providers are evaluated every 4 months.  The evaluation includes data from the entire 3 or 4 month period.  In determining whether a provider submitted its bills within 30 days of discharge or thru date on interim bills, count the date from item 22 to the date you receive it.  If the provider does not meet the criteria, discontinue PIP immediately, except for HHAs.  The periodic performance report that you provide in accordance with subsection B will constitute advance notice before discontinuing PIP.

Exclude the following:

o
MSP cases (value codes l2-l6);

o
PRO prepayment review cases (code l or 3 in Item 87);

o
Discharge before October l, l985;

o
Any other special situations identified by the provider or you that are documented as beyond provider control.  Exclusions must be approved by the RO; and

o
Bills that have not passed your front-end edits for acceptance.  (Such bills are counted only when acceptable to your edit processes.)

Accumulate statistics monthly.  Summarize them  for the entire evaluation period.

B.
Procedure for Measuring and Reporting to Providers.--Accumulate a record for each bill that passes your front-end edits. Count the bill in the month received regardless of the discharge month.  No later than l0 work days after the end of the month, provide a report to each provider, except HHAs,  for the month indicating the following:

o
The total number of bills received;

o
The number not excluded;
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o
The number not excluded received in 30 days or less;

o
The percentage not excluded received in 30 days or less.

Also, for providers that fail to meet the standard, provide individual case identification of claims that were not billed within 30 days of discharge.  List only claims that are not excluded identified in subsection A.  Furnish the report in electronic media, unless you determine paper listing would be cheaper to process.  If electronic media is used, use the following record format.  Determine the physical characteristics of the file.

Fld.
Description
Psn.
Picture
Just.
From
Thru
l
Provider Number
6
X(6)
L
00l
006

2
Blank
3
X(3)

007
009

3
Blank
l
X

0l0

4
HIC Number
l2
X(l2)
L
0ll
022

5
Blank
l
X

023

6
Beneficiary Surname
6
X(6)
L
024
029

7
Blank
l
X

030

8
Patient Control Number
l7
X(l7)
L
03l
047

9
Blank
l
X

048

l0
From Date
6
9(6)

049
054

ll
Blank
l
X

055

l2
Discharge or Thru Date
6
9(6)

056
06l

l3
Blank
l
X

062

l4
Date Bill Received
6
9(6)

063
068

l5
Blank
l
X

069

l6
Days Elapsed
4
9(4)
R
070
073

If sub-provider identification is used, positions 7, 8, and 9 may be utilized.

C.
Reinstatement of PIP.--Do not reinstate PIP for a provider until it meets all criteria in PRM §§2405.lB and 2407 and has met the requirements in subsection A for timeliness and accuracy for 6 consecutive months.
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D.
New Request for PIP.--Evaluate new requests for PIP as in subsections A and B. At least 3 months experience is required for new requests, (except for new providers with less experience).

E.
Hospitals on l00 Percent PRO Prepayment Review.--The 30 day requirements for submitting bills to intermediaries is not applicable.  The RO makes determinations of timely and accurate bill submission by hospitals for which the PRO reviews l00 percent of the discharges before payment.  However, other standards remain applicable for retaining PIP in such cases.  See PRM §§2405.lB and 2407 for the requirements.

F.
Intermediary Electronic Reporting of Provider Remittance Data.--At the provider's option send an electronic remittance record to an institutional provider for each claim submitted electronically.  The recommended format is the format of the UNIBILL file which you submit to HCFA (§§387ff.); however, use any format mutually acceptable to you and provider.  Items to negotiate with the provider:

o
Physical file characteristics.

o
Electronic media by which data will be sent.

o
Frequency of transmission.

o
Coordination of remittance file with provider payments.

Remittance file goes directly to providers.

Remittance file goes through third party billers.

1.
Association of Remittance Data With Provider Records.--To assist in the association of the remittance record with the provider's files, return to the provider an association number it supplied on the related provider bill.  This number could be Item 3, Patient Control Number on the HCFA-l450 or the medical record number, whichever you and the provider agree upon.

2.
Scope of Remittance to be Electronically Reported.--Within these procedures we contemplate only the transmission of remittance data directly associated with a claim.  Report separately adjustments such as provider suspensions, accelerated payments.

3.
Implementation of Capability to Electronically Report Provider Remittance Data.--Initiate contacts with electronic billers to set up arrangements for supplying the appropriate electronic remittance records.  Negotiate with the provider the specific implementation dates.
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3678.
ESTABLISHING PACEMAKER REGISTRY RECORDS - PACEMAKER RELATED ICD-9-CM PROCEDURE CODES

THIS PROCEDURE WAS EFFECTIVE THROUGH 10/1/96.  DO NOT USE THESE INSTRUCTIONS FOR SERVICES FURNISHED ON OR  AFTER 10/2/96.  PUBLIC LAW 104-224 SIGNED OCTOBER 2, 1996 REPEALED §1862(h) OF THE SOCIAL SECURITY ACT (42 U.S.C. 1395y) AS AN UNNECESSARY MEDICAL DEVICE REPORTING REQUIREMENT OF P.L. 98-369.  IT IS NO LONGER NECESSARY TO COLLECT PACEMAKER DATA. 
A.
General.--Public Law 98-369 requires the Secretary to provide a registry for all permanent pacemaker devices and leads for which payment is made under Medicare.  For inpatient services rendered through September 30, 1987 edit all hospital bills for ICD-9-CM codes 37.70 and/or 37.73-37.85 inclusive.  For inpatient services rendered beginning October 1, 1987 edit all hospital bills for new ICD-9-CM codes 37.70-37.77 and/or 37.80-37.89 inclusive.  For outpatient services rendered beginning January 1, 1988 edit all hospital bills for CPT-4 codes 33200-33208, 33212, 33216, 33218, 33219, and 33232. Where any of these are present, request additional data from the provider. If the hospital refuses to supply the information, deny the claim.  The hospital may not charge the beneficiary in such cases except for deductible and coinsurance.

Submit the collected data to HCFA using the format in subsection B and the instructions below.

You have several options as to how to request the data.

o
Mail the letter shown in subsection E to the provider.  Print it locally;

o
Supply your providers with a stock of letters that they can complete as they prepare bills involving pacemakers and leads; or

o
Give your providers an electronic format for wire submission.  Use specifications identical or similar to those in subsection B to facilitate retransmittal to HCFA.  An electronic format enables you to refuse bills without accompanying pacemaker data, reducing your processing costs by avoiding postpayment denials.

Under any of these methods establish a control to assure that the pacemaker registry data is obtained.

The report from the hospital identifies all components implanted, explanted, or replaced in the specific procedure.  Prepare a separate electronic record to send to HCFA on a quarterly basis for each device implanted or explanted during the subject procedure.  For example, if a pulse generator were replaced, prepare two records: one for the explanted and one for the implanted pulse generator. In the case of implanted leads, there may not be an explant since leads that are replaced are often not explanted.

Submit the file to HCFA by the l5th day of the month following the end of each calendar quarter. Include all registry data collected since your last transmission.

Quarter Ends
Submit by
3/3l


4/l5

6/30


7/l5

9/30


l0/l5

l2/3l


l/l5
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Submit a magnetic tape file conforming to the following physical characteristics.

Physical File Specifications - Magnetic Tape.--Tape characteristics - 9 track, 8 l/2" to l0 l/2" reels with silver mylar reflector (standard reels) with write ring removed.

Parity - Odd

Recording Density - l600 bytes per inch

Recording Code - Extended Binary Coded Decimal

File Label - None.  The tape must have an end of file mark.  The first data record on the file contains the acronym PACEMAKER in the first nine positions of the record, blanks in the remaining positions and serves the function of a file label.

Physical Record Length 148 characters

Block Size 148 characters
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B.
Data Format for Submission to HCFA.--

Field

Number
Field Name
Picture
Justified
Positions
l
Provider Number
X(6)
L
l-6

2
HICN
X(l2)
L
7-l8

3

Patient Name

Last
X(6)
L
l9-24

First Initial
X

25-25

Middle Initial
X

26-26

4

Procedure Date (MMDDYY)
9(6)
L
27-32

5

Ordering Physician Number
X(l6)
L
33-48

6

Ordering Physician Name
X(l3)
L
49-61

7

Operating Physician Number
X(l6)
L
62-77

8

Operating Physician Name
X(l3)
L
78-90

9

Record Identification Code
X

91-91

l0

Manufacturer Identification
XXX
L
92-94

ll

Model Number
X(l5)
L
95-109

l2

Serial Number
X(20)
L
110-129

l3

Warranty Expiration Date 
X(6)
L
130-135

(MMDDYY)

14

Implant Date (explanted 

or replaced device) (MMDDYY)
X(6)
L
136-141

15

Lead Left in Patient

yes(Y) no(N)
X

142-142

l6

Returned to Manufacturer

yes(Y) no(N)
X

143-143

17

Intermediary Number
X(5)
L
144-148

C.
Field Definitions.--

l.
Provider Number: The Medicare provider number identifying the hospital in which this procedure was performed.

2.
HICN: The Health Insurance Claim Number of the beneficiary receiving this procedure.

3.
Patient Name: The name of the patient receiving this procedure.

4.
Procedure Date: The date this procedure was performed.  (MMDDYY)

5.
Ordering Physician Number: The unique physician identification number (UPIN) of the physician who ordered the implant or explant for services on or after January 1, 1992. 

6.
Ordering Physician Name:  The last name of the physician who ordered the implant or explant.

7.
Operating Physician Number: The identification number of the physician performing this procedure.  Use the UPIN.
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8.
Operating Physician Name:  The last name of the physician performing this procedure.

9.
Record Identification Code:

A one position code identifying the type of procedure.  Where multiple procedures are performed submit a separate record for each.

l = Implanted Pulse Generator

2 = Implanted Atrial Lead

3 = Implanted Ventricular Lead

5 = Explanted Pulse Generator

6 = Explanted Atrial Lead

7 = Explanted Ventricular Lead 

10.
Manufacturer Identification: The following list has been revised to cross-refer models and brand names (which had been incorrectly listed as manufacturers) with appropriate manufacturers.  Clarifying information is in parenthesis.  Use the code indicated in parenthesis to identify the correct manufacturer. This information identifies the manufacturer of the implanted or explanted device. Identification numbers follow.

00l
American Medical Instruments (formerly R.E. Brown - a lead mfg)

002
Bently Laboratories

003
Biostim Inc.

004
Biotronik Sales

005
Cardiac Control Systems Inc.

006
Cardiac Pacemakers Inc. (Div. of Eli Lilly)

007
Cardio-Pace Medical 

008
Cook Pacemaker Corp.

009
Coratomic Inc.

0l0
Cordis Corp.

0ll
Ela Medical

0l2
Intermedics Inc.

0l3
Medtronic Inc.

0l4
Pacesetter Systems Inc.

0l5
Siemens-Elema Pacemaker Systems

0l6
Teletronics 

0l7
Synthemed

0l8
Vitatron Medical

0l9
A W Showell (Surgicraft)

020
Alto Development Corp.

02l
AMP, Inc.

022
Bloom Associates, Ltd.

023
Cardioframe - Compagnie Francaise D'Elect (Cardio France)

024
Coats Pacesetter, Ltd. (British Firm)

025
Cordis Europa, N.V. (European Div. of Cordis-code 010)

026
Criticon, Inc.

027
Daig Corp.

028
Eastlake Corp.

029
Electro-Catheter Corp.
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030
Ethicon, Inc. (Lead Mfg.)

031
Gardio - Pace Med Inc. (Cardio - Pace-code 007)

032
Gatron Corp.

033
KMA, Inc.

034
Mancock/Extracorporeal (Hancock - Extracorporeal)

035
Medi-Dyne Instruments Inc. (Lead Mfg.)

036
Norland Corp.

037
Omikron Scientific Ltd.

038
Siemens Elema (Siemens-Elema Pacemaker Systems-code 015)

039
Stockert Instrumente (Lead Mfg.)

040
Transpace, Inc.

04l
Vascular Products, Inc. (Lead Mfg.)

042
Win Hirsch and Associates (Lead Mfg.)

043
ARCO Medical Products

044
Encor Paramus

*045
Tel Autima II (A Pacemaker made by Teletronics-code 016)

*046
AFP (A Pacemaker made by Pacesetter-code 014)

*047
Cosmos (A Pacemaker made by Intermedics-code 012)

*048
Spectrax (A Pacemaker made by Medtronic-code 013)

*049
Quantum (A Pacemaker made by Intermedics-code 012)

050
General Electric

051
Unipolar

052
Cardio Dynamics

053
Oscor Medical Corp.

054
USCI Div., C.R. Bard Inc. (C.R. Bard, Inc. - Lead Mfg.)

055
Medcor

056
Future Tech

057
Pace Medical Inc.

*058
Optima - MPT (A Pacemaker made by Teletronics-code 016)

*059
Minilith (A Pacemaker made by Cardiac Pacemakers, Inc.-code 006)

*060
Symbios (A Pacemaker made by Medtronic-code 013)

061
Trans Venus

062
Kyrel

063
Edwards

*064
Cyberlith (Pacemaker made by Intermedics-code 012)

*065
Activitrax (Pacemaker made by Medtronic-code 013)

066
American Optical

067
American Technology Inc.

068
Micro-Thin

*
Brand Names or Model Designation.

11.
Model Number: The model number of the device implanted or explanted in this procedure.

12.
Serial Number: A number that uniquely identifies the specific device.

13.
Warranty Expiration Date: The expiration date of the warranty on  the particular device (MMDDYY).  If there is a lifetime warranty, use code 999999.  If no warranty exists, use code NNNNNN.  If unknown, use code UUUUUU.  (Code UUUUUU is acceptable for explants only.)
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14.
Implant Date (explanted or replaced device): For explanted or replaced devices only (Record Identification Codes 5, 6, or 7) give the date of implant for the explanted or replaced device (MMDDYY).   If unknown, fill the field with Us (i.e., UUUUUU).

15.
Lead Left in Patient: A code to indicate whether a lead explant was performed in connection with an implant (Record Identification codes 2, and 3) or whether the former lead was left in the patient.  Use this coding for implant records only.  Y = Former lead left in patient; N = Former lead explanted or no former lead exists.

l6.
Returned to Manufacturer: A code to indicate whether a device which has been explanted has been returned to the manufacturer.  Y = Returned; N = Not Returned.

l7.
Intermediary Number: The Medicare number of the intermediary servicing the provider identified in this record.

D.
Edit Specifications.--

Field
l

Provider Number - lst 2 positions - Valid State code; 3rd position may be alpha or numeric.  If alpha: S=Psychiatric Unit, T=Rehabilitation Unit, U=Swing-Bed Hospital, and V=Alcohol Drug Unit.

Check that the last four digits are correct for that type of provider.

000l-0999, l200-l299, 2000-2299, 3025-3099, 3300-3399, 4000-4499.

2

HICN

If the HICN starts with a number, it should conform to the following specifications:

The lst three digits, the "area," must fall within the ranges 00l-626 or 697-729.

The next two digits, the "Group" must fall within the range 0l-99 (00 is not assigned).

The last four digits, the "serial" must fall within the range 000l-9999 (0000 is not assigned).

The next position must contain one of the following tellers:

A, B, C, D, E, F, J, K, or W.

A is followed by a blank.
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B is followed by a blank, 1-9, A,D,G,H,J,K,L,N,P,Q,R,T,W,Y.

C must be followed by any number 1-9, or any letter A-Z.

D may be followed by a blank, 1-9,A,C,D,G,H,J-N,P-T, or V-Z.
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E may be followed by a blank, l-9, A-D, F-H, J, L, or M.

F must be followed by l-8.

J must be followed by l-4.

K must be followed by l-9, A-H, J, L, or M.

W may be followed by a blank, l-9, B, C, F, G, J, R, or T.

T may be followed by a blank, A-H, J-N, Q-Z, 2-9.

M may be followed by a blank.

If the HICN starts with a letter, it should conform to the following specifications:

If the letter is A, it is followed by 00000l-99l273, 995000-999999.

If the first two characters are MA, WA, CA, or PA, or the first 3 characters are WCA, the next six characters must be in the ranges 00000l-4l5935, 995000-999999.

RRB HICN must conform to the following specifications:

A.
Six Digit Numbers

Prefix
6 Digit Number
A, MA, WA, CA, WCA, PA, JA
00000l-99l273, 995000-999999

WD, WCD, PD
00000l-4l5935, 995000-999999

H, MH, WH, WCH, PH
00000l-049l59, 995000-999999

B.
Nine Digit Numbers

The valid prefixes are as shown on A, above.  The number portion must meet the same specifications as a non-RRB HICN.

3.
Patient Name 
No edits.

4.
Procedure Date (MMDDYY)
Month portion must be 0l-l2

Day portion must be 0l-3l

Year portion must be greater than 84, but not greater than the year tape created.

5.
Ordering Physician Number
Edit according to §3606 items 92 and 93.

6.
Ordering Physician Name
Blank is not acceptable.
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7.
Operating Physician Number
See 5, above.

8.
Operating Physician Name
Blank is not acceptable.

9.
Record Identification Code
Must be in range l-7 excluding 4.

10.
Manufacturer Identification
Must be valid number as shown in field

definition.

11.
Model Number
Blank is not acceptable.

12.
Serial Number
Blank is not acceptable.  For explained devices whose serial numbers cannot be read, enter UUUUUU in the first six positions of the field.  (It is not necessary to fill the 20 position field with Us, but you may do so in the interest of saving programming costs.)

13.
Warranty Expiration Date
Must be valid date greater than, or equal to field 4 (this applies only to implants; i.e., record codes l, 2, and 3).  

Enter:

o  NNNNNN if no warranty exists,

o  UUUUUU if unknown, or 

o  999999 if a lifetime warranty.

14.
Implant Date of Explanted 
Must be valid date less than field 4

or Replaced Device
above or UUUUUU if unknown.

15.
Lead Left in Patient
Must be "Y" or "N."

16.
Returned to Manufacturer
Must be "Y" or "N."

17.
Intermediary Number
Constant - must be your intermediary number.

Duplicate Records:

Effective with the quarter ending 9/30/86, a new check is being added to the pacemaker computer process.  When exact duplicate records (all l48 fields alike) are submitted, the first duplicate record will be processed normally (it may have field rejects or be accepted).  All subsequent duplicates will reject with a message--

"DUPLICATE RECORD" printed on line one above the PROV, HICN, and NAME fields.
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E.
Sample Letter To Secure Pacemaker Data From Providers
1.Date:_________

2.Name of Hospital:_____________________

3.Provider Number:____________




(MMDDYY)

4.Patient Name:__________________________________

5.HICN:_____________

6.Date of Admission:_________

(MMDDYY)

7.ICD-9-CM Procedure Code:_____
8.Procedure Date:_________
9.Medical Record #:___________________

(MMDDYY)
10.Patient Control #:___________________

The medical information on the claim you recently submitted for the above confinement indicates pacemaker related services.  Section 2304 of P.L. 98-369 requires that we obtain from you the information listed below for inclusion in the Food and Drug Administration's Pacemaker Registry.  Your response to this request within 60 days of the date of this letter is appreciated.  Please see Section 449.F for instructions on completing the form.

11.Physician Identification:

Physician Ordering Implant/Explant


Operating Physician




Number a.___________________




Number c.___________________

Name b.___________________




Name d.___________________

12.Pacemaker Information:










              IMPLANTS ONLY
   EXPLANTS ONLY
 
















      
Leads Left 

Returned  Date De-

Component

Mfgr
Model#

Serial #



 Warranty 




In Patient

To Mfgr

vice Im-

Expiration










planted

Implants











Date (MMDDYY)










(MMDDYY)
(1)Pulse Generator

a)____
b)_________
c)____________________
d)_________

(2)Atrial Lead

a)____
b)_________
c)____________________
d)_________
e)Y_
or
N_

(3)Ventricular Lead
  a)____
b)_________
c)____________________
d)_________
e)Y_
or
N_

Explants

(5)Pulse Generator

a)____
b)_________
c)____________________
d)_________





f)Y_
or
N_
g)_____________

(6)Atrial Lead

a)____
b)_________
c)____________________
d)_________





f)Y_
or
N_
g)_____________

(7)Ventricular Lead
  a)____
b)_________
c)____________________
d)_________





f)Y_
or
N_
g)_____________

Rev. 1299
Rev. 6-405

3678 (Cont.)
BILL REVIEW
10-86

F.
Use of Sample Letters to Secure Pacemaker Data from Providers.--The sample letter to secure pacemaker data from providers must have the header information entered by you.  Fill-in items l-l0 at the top of the sample letter and send it to the provider for completion.  You may manage the sample letter as needed to fit your equipment (e.g., if you choose to, it may be turned sideways).

Upon receipt of the completed form from the provider, key the following items:  (If you key in the following order, no reformatting will be necessary.)

3.
Provider Number; 

5.
HIC Number; 

4.
Patient Name (as defined in the data format, subsection B above); 

8.
Procedure Date; 

ll.
a, b, c, and d, the physician name and number for both ordering and operating physicians.  (When keying physician name, key first l3 letters of surname only.); 

l2.
(l), (2), (3), (5), (6), or (7) if more than one line is filled in, you have to create a separate record, repeating all of the above elements for each such line.  In any event, key a-d for each line keyed and e) Lead Left in Patient for implant lines (2), or (3) keyed, and f)-g) Returned to Manufacturer and Prior Implant Date for each explant ((5), (6), or (7)) line keyed.); and

You must also key your intermediary number.  

Follow the Data Format for Submissions to HCFA shown in subsection B above.  Prior to submission perform all the edits specified in subsection D. HCFA will also perform these edits.

G.
Rejected Records.--Records you submit that fail edits in subsection D. will be listed and sent to you by CO in the format shown below.  Incorrect fields will be marked with asterisks.  Make necessary corrections and include the corrected records in the pacemaker tape you submit the following quarter.
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THIS PAGE RESERVED FOR 


REJECTED PACEMAKER RECORDS FROM INTER______ BLUE CROSS OF ___________
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H.
Payment Denial for Failure to Submit Required Pacemaker Registry Data.

--For implants provided September 21, 1987 or later, either implement edits to refuse bills received without accompanying pacemaker data or continue your post-payment development process.  If you continue your post-payment development process, deny claims and recover payments when the registry data is not furnished.  Send written notice of your denial determination to the beneficiary with a copy to the provider.  Inform the beneficiary that the hospital may not charge him/her for such services, with the exception of the deductible and coinsurance.  State the reason for the determination and the effective date and grant the provider 45 days from the date of this notice to submit information or evidence to demonstrate that the determination is in error.  Also, inform the provider of its right to a hearing.

If you install a prepayment edit (use edit criteria in subsection D to assure accurate data) that precludes payment until registry data is furnished and the provider insists on payment, issue a denial letter and follow the above instructions.

When receiving tapes from providers refer to §3600, Addendum A, B, C, and D.

For magnetic tape records, record type number 81 must be included for procedure codes listed in §3678A.

When processing paper bills return incomplete bills to providers for required pacemaker data before payment.

Records failing edits are returned to you each quarter.  Correct them and resubmit them with new pacemaker records for the next quarter.
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3680.
RELEASE SOFTWARE 

The CMS intends to continue to closely manage standard system software changes to assure that an effective change control process is in place.  This means that maintainers must receive approval from their CMS system maintenance lead (see section VI) or CMS project officer before any follow-up release by the standard maintainer can be scheduled and installed.



A.
Control of System Changes.--All maintainers of the standard systems (CWF, FISS, APASS, MCS, VMS, GTEMS, and HPBSS systems) must use the same quarterly release schedule, i.e., on or about January 1, April 1, July 1, and October 1.  The specific schedule for each quarterly release will be determined by CMS.


All follow-up release changes (except emergencies) to the quarterly schedule must be held and released on a predetermined schedule in coordination with CMS.  Emergency changes may be released as problems are identified without prior approval.  The schedule for follow-up release of changes must be forwarded to your CMS system maintenance lead or CMS project officer for prior approval.


Follow-up release changes are to be limited to the correction of priority 1 and 2 problems and errors that prevent effective operation of the production system.  Priority 3, priority 4 and/or priority 5 problems may be corrected in a follow-up release when pre-approved by CMS.  The CMS maintenance lead will advise you of the approval decision within 24 – 48 hours.


If a system problem is identified, Medicare organizations must submit documentation to their CMS system maintenance lead outlining the problem and the reason correction is needed at this time.  Section V of this instruction outlines the minimum information required by CMS for approval.



B.
Problem Priority Classifications for Follow-Up Releases.--Listed below are CMS’s 

problem priority classifications and examples.  These are similar to the problem priority classifications that were used for the Y2K re-certification testing period.



1.
Emergency – An emergency includes any change in which code must be fixed immediately in order for the normal standard system functions or services to continue.  For example, the system is down in a mainline job causing the cycle to not complete.  The maintainer may make emergency changes on its own authority.  These corrections must be reported to the CMS maintenance lead or to the project officer the next business day.



2.
Priority 1 – The problem prevents the accomplishment of a mission critical capability. This means the problem prevents the payment of benefits.  For example, the system is pricing a significant volume of claims incorrectly causing over or under payment of claims.  There is no manual work-around to fix this problem.  The maintainer may make priority 1 changes on its own authority. These corrections must be reported to the CMS maintenance lead or to the project officer the next business day.




3.
Priority 2 – The problem adversely affects the accomplishment of a mission critical capability so as to degrade performance and for which no alternative work-around is known.  This means the problem adversely affects the payment of benefits, the completion of CMS required reporting, or inaccurate information is being sent providers, beneficiaries or CMS so as to degrade performance and for which no alternative work-around is known.  For example, the information on an outgoing document to the provider community is incorrect.  There is no manual work around to fix this problem.  The system maintainer must request CMS approval to implement.
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4.
Priority 3 – The problem adversely affects the accomplishment of mission critical capability so as to degrade performance and for which an alternative work-around is known.  This means the problem adversely affects the payment of benefits or completion of CMS required reporting so as to degrade performance and for which an alternative work-around is known.  There is a manual work-around in place to handle the situation until changes are made to fix the problem. The system maintainer must request CMS approval to implement.




5.
Priority 4 – The problem is an operator inconvenience or annoyance, which does not affect a required mission essential capability.  This means the problem is an operator inconvenience or annoyance, which does not affect payment of benefits or the completion of CMS required reporting. The system maintainer must request CMS approval to implement.




6.
Priority 5 – All other documented system problems.  These could include operator errors, an inability to reproduce the reported problem, a problem with insufficient information, a documentation error, such as in a user’s manual that incorrectly specifies proper operation, or a situation that results in a request for a change or enhancement.  The system maintainer must request CMS approval to implement.


Below are some examples of the problem priorities 1-5:



Emergencies:




-
Production abends, inability to run a cycle; and



-
File loss.



Priority 1:


· Inaccurate payment or no payment of claims with significant dollar impact, or requiring significant claims volume to be held;

· Correct payment of claims that was corrupted by recent fixes or changes;

· Necessary file updates cannot be accomplished (payment files, history files);

· Interface failures affecting a mission critical capability; and

· Problems that affect the integrity of multiple processes.




Priority 2:


· Inaccurate payment or no payment of claims where claims volume or dollar amount is small;

· Interface failures;

· Problems that affect the integrity of multiple processes; and

· Inaccurate messages to the beneficiary, provider or CMS.




Priorities 3, 4 and 5:


· Problems correctable by contractor workarounds;

· Impact of problem is minimal;

· Problem affects non mission critical functions; and 

· Contractor requested enhancements.



C.
Routine File Maintenance/Updates.--The CMS does  not require pre-approval or special documentation of routine file maintenance/updates or other routine activities necessary for effective operation of the Medicare system, Medicare processes and/or testing (e.g., MR/UR screen updates, provider and beneficiary file updates).  All contractors and data centers should continue with their normal file maintenance routines.
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D.
Testing Prior to Installation of CMS Approved Follow-up Releases.--The CMS explains expectation for each Medicare organization’s testing responsibility (i.e., standard system maintainers testing, contractor testing, CWF host testing, Beta testing).



E.
Information Required for Requesting CMS Approval.--The following must be submitted to the CMS maintenance lead or project officer when requesting that a problem be implemented in a follow-up release.  If the system maintainer already has a process in place for communicating system problems to CMS, that process may be used as long as all information below, at a minimum, is captured.


MAINTAINER NAME:


Problem Description:

Brief non-technical business description of the fix.


How Found:

Explain how the problem was found.  Also explain why you believe it was not found by release testing.


Problem Impact:

This information is needed to determine the scope of the problem in terms of payments, provider types, beneficiaries, number of potential claims impacted, it a work around is available, etc.


Problem Priority Classification:

Is this problem prioritized as an emergency, 1, 2, 3, 4, or 5.


Release Options:

Explain the options for scheduling and implementing the fix.


Technical Recommendation for Release timing:

Explain the recommended timing for installing the release.



F.
CMS System Maintenance Leads.--Maintainers must forward schedules and documentation of all changes as required in the memorandum to your CMS maintenance lead as indicated below. If your current process is to forward this information to your project officer, continue to do so.  Your CMS maintenance leads will advise you of backup staff.


3681.
CONTRACTOR TESTING REQUIREMENTS


The goal of combined systems testing efforts is to ensure that all changes function as intended and that the implementation of the changes does not degrade or otherwise unintentionally affect existing system capability and function prior to implementation. This identifies the overall testing responsibility for each organization to help achieve this goal.  Generally, all organizations shall test each quarterly release (and interim releases as appropriate) to meet the goal of systems testing.  Definitions are provided in this section.


All organizations shall have processes in place to meet the requirements with the testing activities associated with CMS's third quarterly release in July 2001.  Testing activities will generally begin 3 to 4 months in advance of the release date, particularly for standard system maintainers and the CWF maintainer.
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Standard System and CWF Maintainer Testing


Each maintainer of the Fiscal Intermediary Shared System, Arkansas Part A Standard System, Multi Carrier System, VIPS Medicare System, Verizon, CMS Part B Standard System, and Common


Working file systems shall test all changes and software releases before distributing them to a beta test site or their users.  For quarterly systems releases, prior to distribution to a beta test site or their users, maintainers shall:


· Perform unit/module and stringtesting, system testing, and regression testing (see Definitions section);


· Utilize a standard set of test claims representative of typical claims received by their users. This standard set of test claims shall be used to test every quarterly release;


· Create new test cases to test specific changes, as indicated by change requests; and test typical interactions (sending claims and receiving appropriate responses) with CWF, through a selected CWF host.


The maintainers shall report to CMS (through their project officer or CMS maintenance contact) and the recipients of a release of any identified problems found during testing and subsequent fixes to those problems. CMS encourages maintainers to inform CMS and the recipients of the release of identified problems and fixes on a continuous basis, but report no later than with the distribution of the release. Maintainers shall communicate this information in writing (e-mail, fax, etc.) and where the capability exists, a centralized database such as INFOMAN.


Maintainers shall obtain approval from their CMS project officer or maintenance contact for all non-quarterly release changes.  All changes outside of a quarterly release (interim releases, mini-releases, table/fee schedule updates, elevates, and emergency fixes) shall be tested to the extent feasible within mandated time constraints.  The maintainer shall not distribute any changes without performing unit/module testing, at a minimum.


Standard System Beta Testing


A selected user of the following systems will perform beta testing on quarterly, emergencies, and fix releases prior to general distribution to all users: FISS, APASS, MCS, and VMS/DMERC.  Beta test sites are required by contract with CMS, and before the maintainers send the release to its users for their testing, to:


· Review standard system maintainer documentation of the changes contained in the release for completeness and accuracy, providing feedback to the maintainer and CMS;


· Develop tests to conform with the conditions described in the maintainer specifications for all changes contained in the release (CMS mandates and other changes);


· Test all claim types for Part A, Part B, and DMERC claims processing (as it applies);

· Test claims providers are likely to submit that are incorrect (as it applies to each CR);

· Create a variety of claims, process them through the new release version of the standard system software, and evaluate the processing results against specifications;
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Perform regression and volume testing (see Definitions section) in addition to performing and evaluating individual test cases;


· Submit test files through the CWF beta site and evaluate the processing results against Specifications.

The beta test sites will report all test results to CMS and the individual maintainer.  Beta testing, separate and apart from user testing, will continue to occur until the implementation date of the release.  It is CMS’s goal to have Beta test sites begin testing 8 weeks prior to release implementation, which is approximately 4 weeks prior to the start of user testing.  Individual determinations will be made on the timing of Beta testing for each quarterly release.


CWF Host Beta Testing


The CMS has currently designated Great Western and Southwest CWF hosts to perform beta testing of each CWF quarterly software release.  By contract, the Great Western CWF host will beta test all CWF change requests, perform regression and volume testing, test out-of-service-area (OSA) processing, and will test with each standard system maintainer and the four standard system beta sites. The great Western host will test all CWF quarterly, emergency and priority releases.  The Southwest host will test all CWF quarterly releases and perform OSA testing with the Great Western host.


Contractor (User) Testing


Each contractor shall test, at a minimum, all CMS change requests contained in their standard system's quarterly release.  This testing may be done in collaboration with other users of the contractor's data center or standard system.


Each contractor shall perform the following processes when appropriate:


· Process test claims through their front-end processing system, entering test claims through their own EMC software, DDE, and OCR mechanisms, emulating production claim submission;


· Process test claims through the standard system, including a minimum of one submission to their primary CWF host site (more than one submission is strongly recommended);


· Process test claims through their back-end processing system, producing ERAs, RAs, EOMBs, and MSNs);


· Develop and execute test cases designed to test specific changes, which may include criteria to ensure other back-end processes and interactions function in accordance with specifications (e.g., ensuring correct data flow to the financial or reporting systems/modules);


· Test claims providers are likely to submit that are incorrect (as it applies to each CR);


· Develop and execute test cases designed to test any variations in the system or claim/provider mix local to that contractor; and


· Report problems, including pertinent documentation and impact information, found during testing to their data center or standard system maintainer, as appropriate, through their regular release reporting system (e.g., INFOMAN).


It is CMS’s goal that all data centers for contractors will receive quarterly release software from their standard systems maintainer no later than 4 weeks prior to the implementation of the quarterly release.  Individual determinations will be made on the timing of contractor testing for each release.
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All changes outside of a quarterly release (interim releases, mini-releases, table/fee schedule updates, elevates, and emergency fixes) shall be tested prior to implementation to the extent feasible within 

any time constraints.  All testing should be done to meet the goals of systems testing.


In addition, to improve the overall testing process, contractors may suggest test cases or test claims for their standard system maintainer to use during maintainer testing of the release.


The CMS strongly encourages each contractor to implement some level of quality assurance and quality control of their testing within their current resources. Because of funding limitations, CMS is not mandating any quality assurance requirements for contractors at this time.


CWF Host Testing


Each CWF host is required to install the CWF quarterly release software in their test region and make the software available to their satellites (contractors) for testing.  The host shall send out Satellite software and documentation, test the release using current files submitted by maintainer, report release problems to CWFM and CMS.  In addition, each CWF host will verify with CMS that each of its satellites submitted at least one test file during user testing.


Documentation


It is important for all testing organizations to retain documentation of their testing activities (and any quality assurance and quality control activities), and the factors that affect their ability to test timely and completely.  Testing organizations (maintainers, beta test sites, hosts, and users) shall retain documentation that allows a reviewer (CMS or its agents) to determine what specification or requirement was being tested, how it was being tested, and whether the test criteria was successfully met.  Documentation may be hard copy or electronic, as long as it is accessible to reviewers.  Additional requirements for selected standard system and CWF maintainers, beta test sites, and CWF hosts are contained in these organizations' individual contracts.


All testing organizations shall complete a testing log.  Recognizing that testing and test plans change throughout the testing period, maintainers shall update a testing log on a weekly basis, beginning at the start of system testing (see Definitions section).  Beta test sites shall update a testing log on a weekly basis, beginning 1 week after receipt of the release for testing.  Hosts and contractors (users) shall complete a testing log within 1 week after receipt of the release for testing.  All testing organizations must update their testing logs to current testing status within 15 calendar days of the quarterly release implementation date.  The testing log shall contain information regarding all of the contractor's testing activities for the quarterly release testing period.


The log is designed to show the testing activities a contractor performs to test each CMS change request or other change contained in the quarterly systems release.  A template log is attached.  Contractors may complete a log using a format differing from the template, but all logs shall contain the following:


· The CMS change request or other change request requirement number tested;


· A descriptive list of tests for the CR or requirement;


· The functional area of Medicare processing each test addresses;


· Problems reported;


· Test results; notes of any other factors affecting the ability to execute and evaluate a particular  test; and 
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· A short narrative describing the outstanding problems that exist at the time the release is implemented into production.

All testing organizations must retain testing documentation for four quarterly releases at a time.  This will approximately relate to 1 calendar year.


Definitions


The following definitions are provided for clarity and common understanding.


Unit/Module Testing - Testing typically conducted by a programmer or coder to ascertain if the unit or module performs correctly, independent of the system.


String Testing - Testing of several key units or modules to ascertain if they perform correctly together when interfaced.


Systems Testing - Testing conducted by the development team (the maintainer) to ensure that the entire system performs successfully.


Regression Testing - Testing designed to show that functionality that existed prior to a change has not been lost or unintentionally modified by the coding performed to implement the change.


Volume (or Stress) Testing - Testing performed with massive volumes of data to ensure that the system will continue to perform correctly and within acceptable CPU time when introduced into production.
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	Change Request or Requirement Number
	Test Identifier or Business Process
	Claims Electronic

Collection
	Claims Entry and Initial Validation
	Claim Adjudication CWF - Claims Payment
	Correspondence 

MSN / EOMB
	Customer Service Correspondence

Tracking Letter

Generation
	Reporting
	Financial  Processing

Remit-Checks-Cash

Receipts -

Overpayments


	Problem Number
	Status of Testing

	Requirement 1
	Test 1.1
	X
	
	
	X
	X
	
	
	
	PASS

	
	Test 1.2
	
	X
	
	
	
	X
	X
	
	PASS

	
	Test 1.3
	
	
	
	X
	X
	X
	
	
	PASS

	
	
	
	
	
	
	
	
	
	
	

	Requirement 2
	Test 2.1
	X
	
	
	
	
	
	X
	
	PASS

	
	Test 2.2
	
	X
	X
	X
	
	
	X
	XXXX
	PASS AFTER FIX XXXX

	
	
	
	
	
	
	
	
	
	
	

	Requirement 3
	Test 3.1
	X
	
	
	
	
	
	X
	
	PASS

	
	Test 3.2
	X
	
	X
	X
	X
	
	
	
	PASS

	
	Test 3.3
	
	
	
	
	
	X
	X
	XXXX
	

	
	Test 3.4
	
	X
	
	X
	X
	
	
	
	PASS

	
	
	
	
	
	
	
	
	
	
	


At the time test cases are being developed, the functional areas of Medicare processing should be determined documented as per the example above.  Once testing has started, any applicable problem numbers and status of testing should be documented.
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