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GSP Phase Out, Medicare Enrollment and MAOs
Plenty of work for internal auditors, even with Congressional attention on 
healthcare
By Duane C. Abbey, PhD, CFP

C
MS has recognized that the Global Surgical 
Package (GPS), which is part of the Medicare 
Physician Fee Schedule (MPFS), is not working as 
intended. The basic idea is that for each surgery 

there is a postoperative payment that may be made to the 
surgeon or another physician who performs the surgery. 
Of course, both the surgeon and the other physician must 
correctly file their claims using the -54 (intra-operative) and 
-55 (postoperative) modifiers.

This is the point at which the process often breaks down, 
with both the surgeon and other physician being paid for 
the postoperative services.

MPFS, through the Resource Based Relative Value Scale 
(RBRVS), lists all of the surgeries along with their postoperative 
periods, which can be 0 days, 10 days or 90 days. For MPFS, 
the 90-day postoperative surgeries are designated as major 
surgeries while the others are minor surgeries.1

For each surgery within RBRVS, there is a percentage split 
between pre-operative, intra-operative and postoperative 
services. A brief review of RBRVS will indicate that there 
are only a few different percentage breakdowns, and these 
appear to have been developed for payment purposes, 
not to accurately reflect any sort of detailed analysis of the 
actual postoperative services.

If CMS is to eliminate the postoperative component, then 
each surgical service must have its RVUs (relative value units) 
1 Different definitions of the terms minor and major surgeries are used in other 

payment systems such as the IPPS (Inpatient Prospective Payment System) 
and OPPS (Outpatient Prospective Payment System).

recalibrated to reflect only the intra-operative component. 
The postoperative component (and for that matter, the pre-
operative component) will be paid separately through their 
own RVUs. Thus, CMS needs good, solid data concerning the 
intra-operative and postoperative services for each surgery.

In order to gather this necessary data, CMS is using a three-
pronged approach. While oversimplified, the three efforts 
being undertaken starting in 2017 are:

1. Claims analysis
2. Surveys
3. On-site observation

Although the intricacies of this data collection are complex, 
there is certainly concern about the quality of the data. 
For instance, CPT code 99024 is being used to measure 
postoperative activity, to some extent. CPT code 99024 is 
typically used as a no-charge, postoperative visit. If you audit 
physician claims you will probably find that some physicians 
are very fastidious about its use while others are much more 
casual. What does this mean relative to the quality of data? 
Internal auditors in organizations that involve physician 
services should carefully follow developments in this area as 
there could be major reimbursement impacts.

CMS-855 enrollment process
Revalidation of an organization’s Medicare enrollment is 
an ongoing process that requires careful attention. While 
you can concentrate on the accuracy and timeliness of the 
various CMS-855 forms, care should be taken to look at the 
process involving the development and maintenance of 
these forms.
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Hospitals are often the hubs of integrated delivery systems 
(IDS's) so that there are many different enrollment forms that 
must be maintained. The hospital may have provider-based 
clinics, freestanding clinics, otherwise employ (and bill for) 
physicians, and have durable medical equipment (DME) 
companies. The list can become quite lengthy.

In terms of process there are many concerns. Here are a few 
that are worth consideration.

Determining what is on file
If you are performing a revalidation, it is really nice 
if you know what is on file with your MAC (Medicare 
Administrative Contractor). A simple request may yield the 
current CMS-855 form. In some cases, obtaining current 
information may be more difficult. Be particularly careful if 
the information received is several years old.

Competent personnel
The range of information on these forms can go well beyond 
the knowledge of a single person. Particularly with the 
hospital CMS-855-A. Research may be needed to determine 
the proper information to file with this form.

Organizational structuring
Fully understanding the organizational structure of 
even a small IDS can be intimidating. The organizational 
structuring must dovetail with the proper use of the NPIs 
(National Provider Identifiers) and TINs (Tax Identification 
Numbers). Contractual arrangements, joint ventures, 
holding companies, ownership arrangements, etc., must all 
be considered.

Medicare enrollment along with Medicaid and private 
third-party payer enrollment is not a straightforward or 
simple clerical task. You should review the process for the 
development and ongoing maintenance of these forms.

Medicare Advantage programs
Medicare Advantage (a k a Part C) is growing and popular 
in certain parts of the country. There are various Medicare 
Advantage Organizations (MAOs). The main types of MAOs 
are: HMOs (Health Maintenance Organizations), PPOs 
(Preferred Provider Organizations), Private Fee-for-Service 
(PFFS), and Special Needs Plans (SNPs). Coverage provided 
by these plans must include at least what traditional 
Medicare covers.

From the perspective of the Medicare beneficiary, these 
programs are of definite interest in that they provide 
coverage as with traditional Medicare, and the coverage 
afforded may be significantly increased to include 

dental, optical, wellness programs and, in some cases, 
Part D outpatient drug coverage. Thus, for the Medicare 
beneficiary a cost benefit analysis can provide some insight 
into the decision making process. As long as the costs are 
commensurate with the benefits, then there will an impetus 
to at least consider such coverage.

For providers such as hospitals, clinics, physicians and 
skilled nursing facilities, the MAO programs create more 
complexity.

Providers may negotiate contracts with certain MAO 
programs and thus their coding, billing and reimbursement 
will fall under the provisions of the contract. In other 
instances a provider may simply be filing a claim with an 
MAO with whom there is no relationship. Will there be any 
unusual filing requirements? How will payment be made? 
Providers will find challenges in proper coding and billing, 
and then in verifying that proper payment has been made.

There is a third perspective that must be considered. In order 
to encourage MAOs to accept sick patients and/or those 
with chronic conditions, there are risk-adjusted payments 
from Medicare to the MAOs. The process of calculating the 
risk adjustment factor depends upon proper coding.

In order to make certain that overpayments or 
underpayments are not being made, there is an auditing 
process called Risk Adjustment Data Validation (RADV). 
Section 6411(b) of the Patient Protection and Affordable 
Care Act of 2010 requires that the Recovery Audit 
Contractors become involved in these audits.2 In a letter3 
dated April 7, 2017, to the CMS Administrator, Senator 
Grassley voiced concern that there may be billions of 
dollars in overpayments through the RADV process. Internal 
auditors should take note and follow developments. 

2 This coverage includes Part C, Part D and Medicaid.

3 See https://kaiserhealthnews.files.wordpress.com/2017/04/grassley-letter.pdf.
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