>> Welcome to medicine dish.

I'm Dorothy Dupree, your host.

today's program will provide a brief overview of the legislative authority extended to Indian health providers as well as an overview of Medicare program specifics applicable to Indian health providers.

we are also joined by a representative of the Indian health service with valuable information specific to their health program.

thank you for joining us.

I'm looking forward to you, members of our viewing audience, joining us with your questions.

all this and more on this installment of medicine dish.

¶¶

¶¶

>> Welcome to our November medicine dish broadcast.

our topic today is Medicare 101.

our panel will be providing you an overview of Medicare as the program relates to providers.

Our panel is comprised of Terri Harris, health insurance specialist from the centers for Medicare management.

Paula Hammond, technical advisor, Medicare fee for service branch, region 6, and Elmer Bruceer, Indian health service.

the panel will provide a brief overview of the Medicare program and provide information pertinent to Indian health providers.

should you have questions during this medicine dish presentation you can contact us during this broadcast by following one of the two options.

You can call 1, (800)953-2233 and ask your question live or you can fax your question to (410)786-0123.

now I'd like to turn the mic over to our first panelist Terri Harris who will provide a brief overview of changes to Medicare legislation that have impacted Indian healthcare programs over the last several years.

Terri is with the centers for Medicare management and was introduced to the world of Indian health in 2000 when we began working on the implementation of (indiscernible).

she's a great resource and I'm happy she's able to join us today.

Terri.

>> Thank you, Dorothy.

it's been quite an experience for me to learn about Indian health and the system of care established to serve the American Indian Alaska native population.

I have learned a tremendous amount over the years and have enjoyed the opportunity very much.

the United States government has a historical and unique legal relationship with and resulting responsibility to tribal government and the American Indian and Alaska native population.

a major goal of the United States is to provide the quantity and quality of health services which will permit the health status of Indians to be raised to the highest possible level and to encourage maximum participation of Indians in the planning and management of those services.

the healthcare delivery system for tribes with this unique government to government relationship consists of Indian health service owned and operated healthcare facilities, Indian health service owned facilities that are operated by tribals, Indian tribes and other tribal organizations under 638 agreements which consists of contracts, grants, or compacts.

And facilities owned and operated by tribes or tribal organizations under such agreements.

the IHS is a primary healthcare provider to the American Indian and Alaska native Medicare population.

the Indian healthcare system consisting of tribal, urban and Federally operated IHS health programs delivers a spectrum of clinical and preventive health services to its beneficiaries via a network of hospitals, clinics, and other entities.

while sections 1814-C and 1835-D of the Social Security act generally prohibits payment to any Federal agency an exception is provided for IHS, facilities under section 1880 of the Social Security act.

the passage of the Indian healthcare improvement act in 1976 provided for an exception for facilities of the IHS whether operated by IHS, Indian tribes or tribal organizations.

effective July 1, 2001, section 432 of the benefits improvement and protection act known as BIPA extended payment to services of physicians and non-physician practitioners furnished in hospitals and ambulatory care clinics.

this meant that clinics associated with hospitals and free-standing clinics that are owned and operated by IHS or that are tribally owned by IHS operated are considered to be IHS.

and are authorized to do Medicare for part B services identified in section 432 of BIPA.

this legislation opened up a new billing authority and allowed many Indian healthcare providers to seek Medicare reimbursement payable under part B by Medicare carriers.

it had one distinct limitation and that it applied only to services payable on a physician fee schedule.

since January 1, 1992, Medicare has paid for physician services under section 1848 of the Social Security act.

the Social Security act requires that payments under the fee schedule be based on national uniform relative value units that reflect the relative resources required to perform each service.

section 1848-C of the Social Security act requires that the national uniform relative value be established for physician work, practice expense and malpractice expense testimony Medicare physician fee schedule proposed regulation is usually published in the Federal register in the month of July with the final regulation published in the month of November.

for calendar year 2008 the Medicare physician fee schedule will be published in the Federal register on November 27th.

effective January 1, 2005, another ledge laytive change through the -- legislative change through the 2003 Medicare modernization act further broadened the scope of service for which Indian country providers could bill Medicare it allowed IHS facilities to bill for other part B services not covered under section 1848 of the Social Security act.

the MMA section 630 expanded the scope of items and services for which payment may be made to IHS facilities and other suppliers in the IHS system to include all other part B covered items.

this completed that missing piece from BIPA section 432 and allowed Indian healthcare providers to bill for the full range of Medicare part B covered services.

however, this authority is only for a five-year period of time beginning January 1, 2005 and ending December 31st, 2009.

I hope this has been helpful.

a team of Medicare staff is involved in the administration of the services paid for by Medicare.

it can be daunting when seeking out assistance on any particular issue.

you can always contact the Native American contact in each regional office or tribal affairs group at central office or you can find a detailed information concerning Medicare payments to any health services facilities at the resources you see on your screen.

www.CMS.gov/manuals, Internet only manuals, publication 100-04 chapter 19 Indian health services.

Thank you for your time and now I'll turn it back to Dorothy.

>> Thank you, Terri.

I would like to take a moment to introduce you our viewing audience to an important Medicare resource available to help providers understand our program.

the CMS Medicare learning network otherwise known as medLER.

recently we received feedback from one of the IHS administrative staff on the usefulness of the MPI article.

one of the articles published by the Medicare learning network.

this article is one of many educational products published by the med learn matters staff.

let's take a moment to hear more about this important resource in the following video.

>> Are you puzzled by Medicare?

Learn how to fit the pieces together.

accurate billing, timely payments, and navigating the latest changes in the program.

get the tools you need to see the big picture.

visit the Medicare learning network.

it's official, it's free, and it can help.

>> Our next panelist is Paula Hammond.

Paula is technical advisor working in the Medicare program in region 6.

Paula is extremely knowledgeable about Medicare and Indian health program and is one of the first people I turn to whenever I need technical assistance.

today Paula will be providing an overview of Medicare and what providers need to be aware of.

>> Thank you, Dorothy.

the Indian health service is the primary healthcare provider to Medicare beneficiaries who are members of Federally recognized tribes.

the Indian healthcare system consisting of tribal, urban and Federally operated IHS health programs delivers a broad spectrum of clinical and preventive health services.

to its beneficiaries via a network of acute care hospitals including critical access hospitals or CAHS.

free standing clinics.

Federally qualified health centers, rural health centers, or RHCs and other entities.

sections 1814-C and 1835-D of the Social Security act as Terri pointed out generally prohibit payment to any Federal providers of services or other Federal agency.

however, passage of the Indian healthcare improvement act in 1976 provided an exception amending 1880 of the Social Security act for facilities of the IHS whether they were operated by IHS, an Indian tribe, or tribal organization, as defined in section 4 of the Indian healthcare improvement act.

that exception under section 1880 of the Social Security acts limited payment to Medicare services provided in hospitals and skilled nursing facilities.

for many years trail blazer help and enterprises functioned as the designated fiscal intermediary for these services.

section 13556 of the OMNIBUS reconciliation act of 1993 amended section 1861-AA of the Social Security act by adding payment for outpatient health programs or facilities operated by a tribe or tribal organization under the Indian self-determination act or by an urban Indian organization receiving fund under title 5 of the Indian healthcare improvement act as entities eligible to participate in Medicare as Federally qualified health centers known as FQHCs.

all FQ 8Cs are currently processed by national government services formerly united government services.

effective July 1st, 2001, legislative changes made to the Medicare, Medicaid and S chip benefits and improvement and protection act of 2000 or BIPA expanded the scope of services for which Indian country providers could bill Medicare.

section 432 of BIPA extended payment on a fee for service basis to services of physician and non-physician practitioners furnished in IHS hospitals and free-standing clinics that are owned and/or operated by IHS.

this meant that clinics associated with hospitals are free-standing clinics owned and operated by IHS or tribally owned by,HS operated were considered to be IHS and, therefore, authorized to bill the designated specialty carrier for Indian country.

Trailblazer.

other clinics associated with hospitals and free-standing clinics that were not considered to be IHS, for example, IHS owned by tribally operated or tribally owned and operated could continue to bill their local part B carrier for the full range of the covered Medicare services and they were not restricted to the limitations of the BIPA provision.

this legislation opened up a new billing authority and allowed many Indian country providers to seek Medicare reimbursement payable under part B by carrier.

it had one distinct limitation in that it only applied to services which can be paid under the physician fee schedule under section 1848 of the Social Security act.

effective January 1, 2005, another legislative change through the 2003 Medicare modernization act or MMA further broadened the scope of services for which Indian country providers could bill Medicare.

section 630 of MMA allowed IHS facilities to bill for other part B services which were not covered under 1848 of the act.

MMA 630 expanded the scope of items and services for which payment may be made to IHS facilities and other suppliers in the IHS system to include all other part B covered items and services for a five year period beginning January 1st, 2005.

I would like to point out that payment for services under MMA 630 sun sets or ends effective December 31st, 2009 unless legislative action occurs.

this piece completed a missing piece in BIPA and allowed Indian country to bill for the full range of Medicare part B covered services.

IHS operated entities bill the designated carrier Trailblazer for covered part B services.

Trailblazer operated providers properly operated providers have a choice to bill either their local carrier or the designated carrier Trailblazer for covered part B services.

However, they are prohibited from billing both entities.

Services that were added by MMA-630 are, ambulance services, clinical laboratory services, drugs processed by the the D & E Medicare administrative contractor or DME max.

flu and pneumonia injections, durable medical equipment and supplies, prosthetics, or nottics and prosthetic devices, surgical dressings, splints and casts, and screening and preventive services not already covered.

On August the 25th, 2006 CMS issued chapter 19 Indian health services under publication 100-04, the Medicare claims processing manual of CMS's Internet only manual.

a copy of this instruction can be located on the C MS website at www.CMS.HHS.gov/manuals/downloads/CLM 104C 19.PDS.

the transmittal number was 1040 and the change request number was 52   306789 this was an effort by CMS to delineate a number of the special guidelines or instructions that are unique to Indian country.

I would like to address services paid by fiscal intermediaries.

First, acute hospitals.

in-patient services provided in IHS hospitals are paid according to the in-patient hospital prospective payment system.

based on diagnosis related groups or DRGs, just like regular Medicare hospitals.

the only difference is that IHS hospitals receive a slightly higher DRG based off a higher wage index.

the PPS pricer system recognizes IHS hospitals as provider type 08.

the in-patient hospital services are paid by Medicare part A trust fund moneys and claims are submitted via a UBL-4 or its electronic equivalent to the designated fiscal intermediary Trailblazer.

although IHS acute care hospitals are currently exempt from traditional cost reporting requirements, they did prepare and submit to CMS each year a modified method E-cost report which is used to calculate the all inclusive rate or the AIR, which is for reimbursement of outpatient hospital services.

since they are paid the air, outpatient services provided an IHS hospitals are not subject to the outpatient prospective payment system or OPPS.

the air for outpatient services is updated annually using the data from the submitted cost reports, approved by the office of management and budget and published in the Federal register each year.

upon release of the notice in the Federal register, CMS issues instructions to the medical fiscal intermediary to begin using the new rates with the appropriate effective date and to process any necessary claim adjustments.

Claims for outpatient services are submitted via UBL-4 or electronic equivalent to Trailblazer.

payment of outpatient hospital services comes from part B trust fund moneys.

hospital ambulance services are reimbursed based on the ambulance fee schedule.

outpatient hospital services as I have mentioned these services have been briefly addressed above and are payable through the air.

however, the following services are billed outside of the air.

these include orthoOTICS and prosthetics under revenue code 0274, influenza, PNEUMOCOCCAL, registration code is 0771.

knew knownia and hepatitis B, vaccine revenue code 0636.

ambulance, revenue code 0540, physical therapy, revenue code 0420, and occupational therapy, 0430, and speech, language pathology, 0440.

surgical dressing is revenue code 0623.

under skill nursing facility, or SNF swing bed services in Indian health service hospitals, effective July 2002 IHS SNFs or hospital SNF swing bed services began being paid according to the SNF perspective pay system or SNP PPS.

currently there are no free standing IHS SNFs but a few hospitals have designated hospital SNF swing beds.

Payments for these services are made from the Medicare part A trust fund and billed on the UBO-4 claim form or electroin this case equivalent.

IHS caws are paid 100% of an all inclusive facility specific per diem rate for covered in-patient services on or after January 1, 2004.

this payment rate is different than the outpatient air.

for cause, an average of 96 hours of acute in-patient air in a CAU shall be paid by Medicare part A.

CAU in patient swing bed services are exempt from SNF PPS and instead are paid at 101% of an all inclusive facility specific per diem rate.

CAU outpatient services are paid at 101% of an all inclusive facility specific rate.

CAU ambulance services are paid at the ambulance fee schedule unless they meet the 35-mile criteria and qualify for 100%, not 101%, of reasonable cost.

CAUs file a method E cost report and these are used to set the facility specific rate for the coming year.

Federally qualified health centers or FQ-8Cs are free standing and paid on a facility specific FQHC encounter rate, not to exceed a national cap.

there is a different national cap for urban versus rural centers and these amounts are updated annually.

outpatient health programs are facilities operated by a tribe or a tribal organization under the Indian self-determination act or an urban Indian organization receiving funds under title 5 of the Indian healthcare improvement act can qualify to be FQHCs.

clinics can be located in rural or urban areas to meet the health needs of the medically underserved population.

FQHC services include the same services as rural health clinics plus a set of preventive services.

all FQHCs including tribal FQHCs currently enroll with national government services which is the national fiscal intermediary for all FQHC claims.

FQHC claims are billable via the UBO-4 claim form or its electronic equivalent and payments are made from the Medicare part B trust fund.

FQHCs file a full annual cost report which is subject to audit and cost settlement.

and is used to set the epicounter rates for the following year.

the completion for the full cost report is much more extensive than the method E-cost report used to calculate the error for outpatient hospital services.

free-standing FQHCs must also enroll with the part B carrier to file via CMS 1500 claim form or its electronic equivalent or non-FQHC services which are the same as your non-RHC services.

Rural health clinics or RHCs are free standing and paid on a facility-specific RHC encounter rate.

not to exceed a national cap that is updated annually.

RHC services include those of physician, nurse practitioner, physician assistant certified nurse midwife, clinical psychologist and clinical social worker.

visiting nurse services can also be provided in areas where the state agency confirms that there is a shortage of home health agencies.

these services are billable via the UBO-4 or its electronic equivalent to the regiman, rural regional rural health carrier fiscal intermediary and payments are made from the Medicare part B trust fund.

RHCs also saw full annual cost reports that are subject to audit and cost settlement and are used to set the encounter rates for the following year.

free-standing RHCs must also enroll with the part B carrier to file via the 1500 claim form or its equivalent for all the non-RHC services such as lab, technical components of diagnostic tests, and physician and practitioner services provided in hospital settings.

the non-RHC services are also paid from the Medicare part B trust fund.

there are services paid by the carrier.

these include physician and non-physician practitioners.

you have physicians, physician assistants, nurse practitioners, clinical nurse specialists, certified nurse midwives, clinical social workers, clinical psychologists, medical nutrition professionals, and certified registered nurse anesthetist.

these providers are reimbursed under the physician fee schedule except for the CRNAs which are reimbursed under the anesthesia fee schedule.

physician assistants, nurse practitioners and clinical nurse specialists and medical nutrition professionals are reimbursed 85% of the physician fee schedule.

clinical psychologists are reimbursed at 100% of the fee schedule, similar to physicians.

clinical social workers are reimbursed at 75% of the fee schedule.

and certified nurse midwives are reimbursed at 65% of the fee schedule.

if these services are provided in an IHS hospital-based outpatient clinic, they are separately payable from the air.

and claims are submitted to the designated carrier Trailblazer.

free-standing IHS physician directed clinics can also bill the designated carrier Trailblazer for the full range of services that are payable in a physician's office.

tribal 638 physician directed clinics may either bill their local carrier, or the designated carrier but not both.

incident 2 services and supplies such ads injectable drugs provided by auxillary staff working under the direction of physicians, physician assistants, nurse practitioners, clinical nurse specialist, certified nurse midwifes or your clinical psychologists can also be included on the part B carrier claims when they are provided in the free-standing clinic setting.

in the hospital based clinic environment these incident 2 services are included on the hospital's bill to the fiscal intermediary, not on the physician or practitioner bill to the carrier.

ambulance suppliers.

Free-standing IHS ambulance suppliers would enroll with the designated carrier Trailblazer and would submit claims via CMS-1500 or its electronic equivalent.

reimbursement is based on the ambulance fee schedule.

tribal ambulance suppliers may enroll with the designated carrier or the local carrier.

however, hospital-based ambulance suppliers do not bill the carrier for their services.

these services are billed to the designated intermediary Trailblazer, via the UBO 4 claim form or its electronic equivalent.

clinical laboratory services.

Medicare part B payment may be made to free-standing facilities for covered clinical lab tests as a result of MMA-630.

payment is based on the clinical lab fee schedule.

durable medical equipment suppliers.

Medicare part B payment may be made for covered DME, prosthetics, ORTHOTICS and supplies to IHS or tribal suppliers that finish DME for use in the beneficiaries home.

hospitals can also make DME available upon discharge for use in the patient's home and available for use by the patients seen in the hospitals outpatient clinics.

while DME is not covered for in-patients, hospitals can bill the DME Medicare administrative contractor for DME provided on an outpatient basis as described.

in such cases, the hospital would need to contact the national supplier clearinghouse and obtain a DME supplier number and bill the appropriate DME administrative contractor.

certain oral self-administered drugs are also reimbursed by the durable medical equipment contractor.

these include immunosuppressor drugs, oral anti-cancer and oral anti-MEDIC drugs.

If a facility decides to bill for items on DME schedule they have to enroll as a DME supplier to the national supplier clearinghouse and Bill the appropriate DME Medicare administrative contractor for their service area.

therapy services.

covered physical therapy, occupational therapy and speech pathology services are payable by the designated carrier or local carrier as appropriate.

therapy services are paid based on the physician fee schedule and are currently legislatively capped as of January 1, 2006 at 1,780 for physical and speech therapy and a separate cap, 1,780 for occupational therapy and outpatient settings.

the cap does not apply to therapy services provided in a hospital setting.

these services are billed to the hospital's fiscal intermediary Trailblazer.

the above list of provider types or services is not intended to be an all-inclusive list but represents the most common services billed by Indian country to Medicare.

for a complete list and detailed instructions or assistance, providers should refer to chapter 19 of the CMS instructions or their appropriate Medicare intermediary or carrier.

important resource or educational information for CMS can be found on our home page at www.CMS.HHS.gov.

this is also where you can locate our chapter 19 Indian health services.

its web address is www.CMS.HHS.gov/manuals/downloads/CLM104C 19.PDS.

also at www.CMS.HHS.gov/medlearn/matters.

CMS correct coding edits can be located on our website at CMS at www.CMS.HHS.gov/physicians/CCIedits/default.AST.

also important to physicians are the ENM documentation guidelines.

They can be located at www.CMS.HHS.gov/MLNEDWEBguide25 underscore EM.ASP.

Trailblazer health enterprises has valuable educational information.

their home page can be found at www.Trailblazerhealth.com.

under the home page you will see a separate listing for IHS under part A and parse B provider sections.

you're encouraged to sign up for Trailblazer's list serve specific to Indian country issues, especially if they are your servicing intermediary or carrier.

part A Indian health provider customer service for the fiscal intermediary Trailblazers, their general phone number is 1, (888)763-9836, they can be reached Monday through Friday from 9 a.m. to 3:30 p.m. central standard time.

email inquiries to the intermediary can be sent to IHS part A@trailblazerhealth.com.

for part B Indian health provider customer service at Trailblazer phone inquiries including request force redeterminations which is a first level appeal can be reached by calling (866)448-5894.

they're available Monday through Friday from 8 a.m. to 4 p.m. central standard time.

email inquiries can be sent to part BTX@Trailblazerhealth.com.

Indian inquiries directed to this part B email box are segregated as an IHS inquiry and forwarded to the IHS customer service representatives for handling.

there is a number of provider education and training opportunities.

in addition to their regular provider education workshop, Trailblazer offers a number of computer-based training modules including one specifically developed for CAUS.

provider specific manuals for example ambulance services are downloadable from Trailblazer's website.

The opportunity for web-based training is another viable option.

the Trailblazer web-based training center is a live, interactive virtual learning program that allows participants to communicate with the Medicare representative during the training session.

it is a cost-effective time-saving training method that enables Medicare provider outreach and education staff to conduct large or small computer-based training workshops via the Internet.

Some providers desire special one on one provider training.

these types of training are not included in the CMS scope of work because of limited budget fund.

however, Trailblazer does offer special training requests when a facility has agreed to reimburse expenses for the IHS provider education representatives to provide individual site training if there will be more than 25 attendees.

this is quite a bit of information to absorb in such a short time.

but please remember that you have these resources to rely on.

thank you for your time and I now turn it back to Dorothy.

>> Thank you, paula.  

You present ad great deal of information.

I want to remind the viewers that they can download your presentation from CMS and NIH websites.

we're closer to that portion of our agenda where you'll be able to phone or fax your questions to our experts to give you time to gather your questions regarding this last segment, let's turn our attention to this important Medicare preventive services announcement.

>> Hi, I'm (indiscernible).

>> I'm Shannon (indiscernible).  As young Native American college students we have a deep love for our people and land.

we want to share an important message for tribal elders about Medicare.

>> For many generations we are relied on our elders to keep our travel communities strong and growing.

>> As their parents and grandparents age, it's important they remain healthy.

>> Medicare offers new preventive services to make it easier to maintain health and vitality.

>> preventive services include diabetes and cardiovascular screenings and they welcome medical physical exam for those new to Medicare.

These services increase the chances that our leaders stay healthy and remain active in our homes an communities.

next time you visit your Indian healthcare provider, remember to ask about the Medicare preventive services and which screenings you need.

>> My health, my Medicare, my community.

visit your Indian healthcare provider today or call 1-800-Medicare.

>> Indian health programs provide a great deal of preventive health services.

It's important to remember those that are reimbursed by Medicare.

okay.

let's quickly move on to our next panelists, Elmer BREWSTER, who most if not all of you know.

CMS works closely with the Indian health service in all that we do related to Medicare.

Elmer has been a strong advocate for increasing access to services for our Indian people.

and we're pleased that he could join us today.

Elmer.

>> Thank you, doorny.

-- Dorothy.

Medicare is definitely important to the Indian health service and tribes.

First is the importance of the Medicare program to IHS beneficiaries in increasing access to healthcare and secondly, the Medicare's program provide reimbursements to IHS for providing care to Medicare patients.

I also want to share with you the enrollment categories of Medicare patients in the Indian health service and ask that you follow-up to make sure that our patients are taking advantage of all alternate resources.

the reimbursements from the Medicare program parts A, B and D are critical to maintaining the Indian health service healthcare delivery system at its current level.

similar to other alternate resources that we use such as Medicaid, S chip and private insurance for most of the in-patient and outpatient services provided to enrolled beneficiaries the IHS receives payment force these services.

this revenue is used to maintain accreditation of our facilities and these reimbursement ace long with congressional appropriations pay for provider staff in our facilities such as doctors, nurses and pharmacists.

the Indian health service collects over $150 million from Medicare.

and these dollars are vital to the operation of 46 hospitals and over 100 outpatient clinics.

Overall, funds from third party resources represent up to 50% of the operating expenses at our hospital and clinics.

in addition, the Medicare program pays for services for beneficiaries who must receive care outside of the Indian health service for emergencies or contract health service referrals to specialty hospitals and physicians as we know, the CHS funds are limited especially in the last quarter of the fiscal year.

so Medicare payment for these referral services is very important because it saves CHS funds that can be used for additional services for patients who may not have a third party payer such as Medicare, Medicaid or S chip.

now, let me review the enrollment categories and some of the numbers in our patient registration system.

this slide provides a snap shot of our patients enrolled in the Medicare program.

As you can see our Medicare patients have various combinations of third party coverage, about 20% are dual eligibles.

Those with Medicare and Medicaid.

almost one-third have Medicare parts A and B+ private insurance.

about one-third have only parts A and B.

one category that needs your follow-up are those patients that are 65 plus and have no recorded insurance whatsoever.

I would like you to compare this information to what you have on the local level and please send me any questions or comments.

lastly, if you have any questions about Medicare in general, we work with CMS to provide training in each of our areas.

you can contact your local IHS or travel business offices who are available to answer your questions.

CMS also has a network of Native American contacts in each of their regional offices available to assist you.

now, let me ask you a question.

have you ever heard of resource smart?

Take a minute to listen to this next -- the next medicine dish minute from my co-worker (indiscernible) Burgess.

>> Many American Indian and Alaska nay active patients may not realize that there are programs available to them that provide healthcare benefits in addition to Indian health service coverage.

being resource smart means applying for additional resources that will help improve your health, your family's well being, and even your community.

we are highlightening particular the Medicare, Medicaid and S chip program.

through education, training, knowledge sharing, and partnership with the centers for Medicare and Medicaid services, and the Social Security administration, the Indian health service developed information on how to become resource-smart.

resource-smart information will begin to show up in the Indian health service waiting rooms in December.

We are asking staff to share and discuss this information with the patients.

The information highlights available programs and explains how these programs can help improve the access to healthcare services.

this effort is referred to as the resource smart approach.

and is quite simple.

we explain the many resources that are available.

we're ready to help you enroll.

we all become resource smart which benefits our health and benefits our community by bringing in the additional resources for healthcare services.

we want to educate the American Indian Alaska native community about Medicare, Medicaid, and S chip and how applying for these programs is the right choice.

then not only is your access to healthcare improve but so are the health services for your family and ultimately your entire community.

that is the essence of becoming resource smart.

>> That's a great message, Elmer.

the resource smart message and the new CMS enrollment video called, our help, our community, that was showed on our last program, this last month will compliment each other greatly in building awareness and increasing enrollment for those we serve.

now it's that time we move to that segment where we open the phones and facts to you, our and faxes to you our audience.

you can call 1-(800)953-2233 and ask your question live or you can fax your question to (410)786-0123.

if we don't know the answer we'll take your contact information and get back to you.

I want to encourage you to take advantage of the opportunity to talk to our experts.

for this, we'll provide you a brief moment again to get to your phones and faxes in order to ask the experts your questions.

We'll take a short break for this brief message regarding diabetes.

>> The future of our people is threatened by diabetes.

but we can fight it by controlling our blood sugar.

>> I choose healthy foods.

>> I exercise every day and keep my blood sugar close to normal.

>> I all take my medication.

>> control your diabetes, because our young ones look up to you.

we must take charge for future generations.

Control your diabetes for life.

call 1-(800)438-5383.

>> Welcome back.

so far we have provide ad brief legislative history of Medicare authority as it's been extended to Indian health, an over view by Paula on Medicare as it relates to Indian health programs and we've heard from the Indian health service.

we'd now like to open our telephones and faxes to you, our audience.

this is your time to ask today's panel about Medicare.

for this segment we're joined by Cindy Murphy from the centers for Medicare management.

you may be familiar with Cindy as she was part of our broadcast on the Medicare-like rates initiative that I'm sure all of you out there in Indian country are familiar with.

thank you, Cindy, for joining us.

>> Thank you, Dorothy.

>> Again, I want to remind you the 800 number is 1-(800)953-2233 to ask your questions live, or you can fax your questions to (410)786-0123.

we'll now turn to our questions.

why you're getting to the phones and faxes, I'd like to -- I have one -- actually several questions that have been faxed in.

that I would like to ask you.

and as we get callers live then we'll take them as they come in.

so the first question that we have by fax is just a general question related to an individual who is turning 65 and that individual wants to know what he should do.

Elmer, maybe I could turn to you and ask you.

>> I can speak to that from an Indian health service perspective.

I think the person first of all has to look out for what he's going -- he or she is going to receive in the mail.

if they have questions about that, they can go into either into our hospital or clinic to the business office or to CHS and actually share with them their question and share with them any information and they will assist them in making some decisions about the information that they receive from Medicare.

>> Thank you, Elmer.

does anyone else have anything to add?

Okay.

we do have a live caller calling in, Cindy from Denver.

Cindy, welcome to medicine dish.

you may ask your question.

>> Hi, my question was how would a provider or could someone bill for diabetes education or disease management under Medicare?

>> Okay.

thank you, Cindy.

does one of the panel is want to take that?

>> Medicare paid for diabetes self-management training and you would need to contact your physician or your clinical nurse practitioner about that.

but we do pay for that.

there are certain -- I would say there are certain requirements but generally if you have Medicare, you can receive diabetes self-management training.

>> Thank you, Terri.

I might add to that, I do know that in -- I think it was approximately 2000 or 2001 CMS staff, Medicare staff worked with the Indian health service to provide IHS with the authority to provide training to diabetes educators and to deem them certified.

so they now can in the course of their doing business working with their patients in Indian country who suffer from diabetes, they can bill for that diabetes training that they provide to those individuals.

So we felt it was extremely important given the high rate of diabetes in Indian country.

there are only two organizations nationally that have the authority to do this.

one is the American diabetes association and the second one is the Indian health service.

so we have done something that we see is very special for Indian health service and we hope that most of you out there are taking advantage of that opportunity.

okay.

we'd like to go on to another question that came in and that question is, how does contract health services work with Medicare?

And maybe Elmer, I can ask you since contract health services is an IHS program.

>> right.

first of all, you have to be contract health service eligible.

and if there's a referral that has prior approval through the Indian health service and refer for example to a specialist, then the Indian health service will pick up the co-pays and co-insurance for a viable type CHS referral.

so that's how CHS -- CHS will pay the co-insurance.

>> CHS dollars used to pay for premiums if they're to purchase other insurance?

>> No, not right now.

CHS dollars are not used to pay for premiums.

We do not have the authority to use CHS dollars in that manner.

>> Okay.

well, you may recall during our Medicare like rates broadcast we had two months ago, as a result of that broadcast a number of questions were coming in to our regional offices and the regional Native American contacts were getting a lot of questions about CHS.

so during our Native American contacts annual meeting that we had during the NIH consumer conference week we did have arrangements made with IHS.

in fact, through Brenda to provide us an overview of the CHS program and provided us also with a great deal of material that we can take back to the offices for our own review.

and hopefully with that we can be better prepared in our regional offices to provide responses to questions that they had.

about the CHS program.

it's quite important, I understand, and I know that you do use moneys quite often to refer people out when they can't receive services within your facilities.

>> It's very important under CHS to go through the CHS program.

because the referral must be approved.

>> Kind of like prior approval.

>> Prior approval, correct.

>> Okay.

another question that has been faxed in, and that is, as you know, we have a great deal of Native American whose are served by the Indian health service that are not only qualify for Medicare but also qualify for Medicaid.

and the question is, how does the Medicaid program work with Medicare?

I didn't know if either of you would like to take that question.

>> I can try to take a stab at it although I work in Medicare fee for service.

of course, each State's Medicaid plan is unique.

but if someone has Medicare and they have low income they might possibly qualify for Medicaid.

and so they should contact the state Medicaid eligibility to see if they can become entitled to Medicaid.

that's a term that Elmer referred to earlier is dual eligibles.

it's very advantageous to Indian country if someone has both Medicare and Medicaid.

with Medicaid the state gets 100% Federal matching fund from the Federal Government.

so it's kind of like a pass-through so it's not an additional burden on the state budget or the state COFERS.

>> Thank you.

I have a list of questions here but I do want to ask one more question, Cindy, I'm hoping you can respond to this.

The question is, does Medicare pay for nursing homes?

>> Medicare does pay for nursing home services.

so long as they are skilled services.

when we say skilled services we mean services render bid a registered nurse or an appropriately licensed physical, occupational therapist, or speech and hearing therapist.

those kinds of services are frequently offered in nursing homes to nursing home residents.

it's another step in the rehabilitation of an individual following an injury or illness.

and all of the activities which occur in the nursing home are designed to rehabilitate that beneficiary to make them able to live again on their own in the outside community.

>> Does that Medicare benefit have time limitations?

>> Yes, it duh.

Medicare -- does.

made care pay force the first 100 days.

Well, they pay for all of the first 20 days and then 80% of the next -- the next 80 days.

I'm getting lost in my calculation.

I'm sorry, folks.

after which then the beneficiaries' own money versus to come into play if they're still in need of skilled nursing care.

generally speaking, the average skilled nursing care is fairly short.

it only runs about two weeks.

based on our national data anyway.

and is basically a transition from the hospital to -- back to the community.

it's not intended to house people for long periods of time.

>> Custodial care like we may think a traditional nursing home resident.

it's skilled level of care.

>> At what point does part B kick in, the home care services?

>> Home care services only kick in if you have had a three-day hospitalization followed by at least a two-week -- I think it's a two-week nursing home stay in a skilled nursing facility.

Then you are eligible for what we call home health services and the home health episode of care generally runs 60 days.

and the services needed by the Indian, the Native American, the native AlaskaN, the beneficiary, whatever we're going to call this person have to conform to a plan of care drawn up generally by the physician but sometimes jointly by the physician and the therapist, and that plan of care then spells out what services the individual will receive over those 60 days.

>> Okay.

great.

thank you so much.

I'd like to thank the panelists now.

I would like to thank Cindy Murphy.

>> Thank you.

>> Paula Hammond.

Terri Harris and Elmer BREWST exR.

thank you for your participation today.

We're at the end of medicine dish hour and I want to again thank the panelists for their participation in our broadcast.

I want to take this opportunity to remind you that our next medicine dish broadcast is on December 12th and it's regarding Medicaid, a little bit of what you heard about today.

I want to remind you that you can access previous broadcasts of our medicine dish program at either www.CMS.HHS.gov, scroll down to the American Indian Alaska native center, or you can is access it through our arrangements with the national institutes of health at HTTP://videocast.NIH.gov.

thank you and I hope you enjoyed and benefited from today's medicine dish hour.

I'm Dorothy Dupree, your host of medicine dish wishing you a very productive day.

(captioning made possible by the centers for Medicare and Medicaid)
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