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Medicare Enrollment, Chargemaster Pricing 
and the OIG Work Plan
Many opportunities exist for internal audit involvement
By Duane C. Abbey, PhD, CFP

E
nrolling with the Medicare program involves 
completing and filing various CMS-855 forms. 
Six different CMS-855 forms exist, plus a special 
form for physician ownership of a hospital. The 

required periodic updates (revalidation) need a great deal of 
organizational effort.

Medicare providers must revalidate their enrollment record 
information every three or five years, depending on their 
provider type. For internal auditors the concern is whether 
the organizational processes and related infrastructure are 
adequate for updating and refiling these forms.

Even for a small integrated delivery system (IDS) that 
involves a hospital, clinics, physicians and other types 
of providers, the number of CMS-855 forms can easily 
exceed 100. The question then becomes, who is filling out 
these forms? Who has the knowledge to properly assess 
whether the information being filed is adequate and 
correct?

Failure to revalidate Medicare enrollment could result in 
a hold on payments and deactivation of billing privileges. 
Providing hospital data can be quite different from physician 
data in that hospitals generally require more detail. 
Care must also be taken to assure that any revalidation 
requirements are being met timely. CMS provides a 
revalidation application checklist that can aid in the 
process.1

1 www.cms.gov/Medicare/Provider-Enrollment-and-Certification/
MedicareProviderSupEnroll/Downloads/RevalidationChecklist.pdf

Chargemaster pricing
The chargemaster, or charge description master (CDM), 
is the electronic listing of charges for services and items 
provided in the hospital setting. A CDM is often a large file 
with many charges.

One of the constraints for altering charge structures is that 
hospitals often have many contacts paying for services on a 
percentage of charges basis. Thus, altering pricing structures 
could result in reduction of charges and, in turn, reductions 
in actual payments under these contracts. Auditing 
personnel should work with CDM and cost accounting 
personnel in making certain that pricing is visible and 
understandable.

Supply and device categorization is a major issue for the 
CDM that involves charge compression, where hospitals 
mark up high-cost items less than low-cost items. Over 
the last several years, CMS has made some significant 
changes in this area to assure that proper cost-to-charge 
ratios (CCRs) are in use for expensive implantable devices. 
While this is certainly a technical area, internal auditors 
should ensure proper classifications in this area have been 
achieved.

OIG Work Plan updates
The Office of the Inspector General (OIG) for Health 
and Human Services (HHS) publishes a work plan on 
their website to disclose audits and evaluations that are 
underway or planned.2

2 https://oig.hhs.gov/reports-and-publications/workplan/index.asp
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Duane C. Abbey, PhD, CFP, is president of 
Abbey & Abbey Consultants, Inc., which 
specializes in healthcare consulting 
and related areas. He also teaches 
workshops and makes presentations 
to hospital associations and medical 
societies. He is a leading expert 
nationally on Pages/Paces. You can 
reach Duane at Duane@acciweb.com.

Items added with the monthly update for October 2017 
cover some significant topics.3 Here are selected issues, with 
the OIG’s review objectives, that apply to many provider 
organizations:

 • Intensity Modulated Radiation Therapy (IMRT) – Ensure 
complex coding accuracy.

 • Malnutrition – Review for upcoded DRGs.

 • Chiropractic – Identify Part B payments for noncovered 
services.

 • Sleep Laboratory – Evaluate appropriateness of medical 
necessity.

 • Provider-based clinics – 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.

More regulatory emphasis will be placed on the possible 
overlap of Part A and Part B services and associated 
payments for provider-based clinics. A similar overlap also 
applies to home health agency and hospice services and 
payments.

What issues are missing from the OIG Work Plan? Two that 
come to mind are Medicare Secondary Payer (MSP) and 
Medicare Advantage (MA). Auditors should evaluate these 
3 https://oig.hhs.gov/reports-and-publications/workplan/active-item-table.asp

areas, particularly MSP, which is often relegated to the back 
burner because of its complexity.

The number of CMS-855 
forms can easily exceed 100.

Medicare Advantage (MA) programs are becoming more 
popular with seniors, but regulatory concerns exist 
with overpayments to the programs due to inflated risk 
adjustments. Auditors should periodically review the status 
of their MA programs and the validity of the underlying data 
for the risk adjustments.

Summary
For each of these specific areas, see if compliance issues 
exist for your organization and whether proper auditing and 
monitoring processes are in place. 

Failure to revalidate Medicare enrollment could result in a 
hold on payments and deactivation of billing privileges.

Knowledge speaks, but wisdom listens. ~ Jimi Hendrix
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