I. GENERAL:    

Organization Name, Your Name and Title:   

HIPAA Collaborative of Wisconsin (HIPAA COW), Suzanne Stewart –Board Member/EDI Taskforce Co-chair, Cathy Boelke – Former Board Member
Organization Type and Size:  

WEDI Regional Affiliate comprised of various health care entities impacted by HIPAA and the NPI.
Total Number of Respondents:

11

Number of Providers Responding:

7

Number of Health Plans:


3

Number of Vendors:



0

Associations:




0

Other:





1 – PPO Network (repricer)

Number w/more than one marked:

0

Products or functions your organization provides? (Please be brief)

HIPAA COW is a WEDI Regional Affiliate created in 2001 to:
· Assist covered entities, business associates, and other interested parties in implementing the practices required by the Administrative Simplification provisions of HIPAA and to foster public education about the impact of HIPAA;

· Facilitate and streamline HIPAA implementation through identification of "best practices" and benchmarking;

· Reduce duplicate efforts among payers and providers;

· Offer opportunities for partnering; and

· Identify and elevate regulatory issues in a non-partisan manner.  

HIPAA COW is an all-volunteer organization serving Covered Entities and Business Associates, including providers, payers, clearinghouses and vendors.  It conducts its work through a number of work groups.  The Collaborative has developed and posted more than 30 deliverables on its website, www.hipaacow.org.  These deliverables span all aspects of HIPAA and have been accessed by healthcare organizations throughout Wisconsin and the country.  

Contact Name, e-mail address, and phone number:

Suzanne Stewart, suzanne.stewart@aurora.org, 414-647-3398

Cathy Boelke, cathy.boelke@uwmf.wisc.edu, 608-829-5359
II. Provider Enumeration Readiness
How far along are you with enumeration; what worked, what obstacles have you faced / are you still facing; when do you anticipate completing enumeration, what suggestions do you have for improvement?

· A work group is set up to identify all those that need NPIs and is as far as the organization has gotten so far.

· Submitted applications for all, but a few, of our billing providers.  We are receiving NPIs back from NPPES, so in general, we feel the process is going well.  Our goal is to submit our DME and group provider NPI applications in late March/early April

1. Describe your current status of enumeration for Type 1 (Individual) providers. 

a. Have you started enumeration? If no, when do you plan to enumerate? 

· No:  We will be starting individual providers in March and then organizational type 2s shortly after that. (1), We will be starting within the next 1-2 months. (1)

· Yes:   We are enumerating department by department. (1), We have enumerated on behalf of our providers. (1), Applications have been submitted for all but a few of our individual providers. (1)

b. If you have started enumeration, please explain what worked or any obstacles you encountered.

· The manual nature and labor effort into getting this done. 
· Site has problems-can’t use same user name, also in edit can’t get in to change some demographic information; must call, takes for ever to get to a person.

· We haven’t encountered any.  We used a credentialing software program.  All of our providers are loaded into the database associated with this software.  We were able to scan the NPI application form into the program, point the data fields to the questions and auto produce applications for each of our providers.  We found this to be a simpler process than manually re-keying the data into the NPPES website.  It also provided us with an opportunity to have our providers review the applications and, thus, the data in our software program and to attest to the information.


c. If you are not enumerating your providers, how do you plan to obtain NPIs for those providers you are required to identify on claims for payment purposes? 

· We are enumerating our providers, but we’ll have a need to gather numbers for providers on our transactions, but not employed by us.  We’re hoping that there will be NPI databases available, preferably free, and similar to the UPIN registry.

· We will have a similar need as stated above.


d. Do you plan to use or have you used EFI?

· No – 4.  Comments:  EFI isn’t available in a timely fashion.  We did not believe this would be available in time to meet the CMS October 2006 deadline for submitting NPIs in conjunction with legacy numbers.

· Yes

2. Describe your current status of enumeration for Type 2 (Organizational) providers. 

a. What did you consider (or are you considering) when determining how you will enumerate your organization, including subparts?

· Any Federal Requirements where subpart enumeration is required, any Medicare needs because we get the impression they won’t pay accordingly if they don’t have the NPI numbers they need, if numbers after Medicare are not sufficient to fulfill our contracted payer needs and if we have any special needs for subpart enumeration (i.e. We’ve heard that because 3 hospitals are under one tax id, separating information/data is difficult without other information/numbers.).
· Those with separate Medicare provider numbers and or separate state or federal licenses.
· Current Medicare numbers assigned to that entity; carrier requirements for payments.

· Tax ID-broadly enumerate-commercial carriers need more information.  Determining if there is a 1:1-relationship with Tax ID and/or Medicare group numbers.

· We will enumerate subparts for DME.  Beyond that, we are still engaged in internal discussions regarding our organizational strategy with respect to enumerating each individual practice location.  Our general feeling is that any attempt by payers, including Medicare, to coerce providers into doing so violates the federal regulation, not to mention the underlying intent and spirit of NPI:  administrative simplification.  Moreover, DHHS, in the final rule, on page 3439, responded to a comment regarding the desire to have the NPI identify each service address by responding, “We believe that the location of service can properly be reported by use of data elements in the standard professional health care claims or equivalent encounter information transaction.”  All the elements necessary to adjudicate a claim are contained in both the electronic or paper claim submission.  If we are truly to achieve administrative simplification, the fact that payer legacy systems were built to ignore this data and rely, instead, on an archaic numbering scheme, must no longer be used as an excuse to impede industry progress.  If we are ever to move forward, payers, including Medicare, must be made to transform their technology from old, inflexible systems to state-of-the-art, nibble systems able to readily adapt to technology in the post 2000 era, just as providers have had to do.
· Medicare provider numbers [i.e., pysch, rehab, acute]


b. Do you feel you have all the information you need to make a decision as to which components of your organization you will be enumerating? If not, what is missing?

· We think we have enough information, but the problem is that we don’t know if the payers will accept this or be sticklers because they don’t have intelligence in these numbers.  Our concern is whether or not  - 1:  we’ll get paid, 2:  we’ll get paid correctly.
· Not yet.  Still struggling with understanding what a “subpart” is.  
· No.  There is very little information available and what’s out there is pretty vague.

· Missing definitive instructions on the enumeration process-for commercial & Medicare payers.

· Yes, the question is, what will our organizational strategy be for addressing payer issues.

· Clarification on impact on other payers who normally receive only one provider number from us and now will be getting one for rehab, one for psych, and one for acute.  


c. What are the most critical issues related to subpart enumeration and your current contracting relationships?  If you can’t align the enumeration of your subparts with current contracting practices of some payers, how will you, or did you decide which enumeration schema to use?

· Payers keep saying they can’t pay accordingly without a number.  They said Taxonomy codes, address information (including zip codes) are not sufficient.  Not sure what other intelligence they built behind the numbers, as some of them haven’t indicated what else drives these contracts or fee schedules.  We’re still trying to determine how to work with the payers and still get paid correctly, whether it’s using Taxonomy codes, zip code for locality, or other information within the transaction.

· Getting payors to understand that they can no longer use provider numbers to adjudicate at the services level.  Schemas not known otherwise at this time.

· It becomes very difficult to determine which subparts to enumerate with the uncertainty of the commercial carriers.  To begin with we have opted to have an NPI for each provider and a NPI for the organization.
· As noted above, we have not fully fleshed out our organization position on this.  We will be meeting with our largest payers within the next several months to discuss this issue.
· Not an issue for us.  Our contracted payers use our tax ID, not any provider number.
d. Did the Medicare Subpart Enumeration Expectations policy paper impact your decision on how to subpart? How? Did it raise any issues? 
· It gives the impression that if Medicare doesn’t get the numbers they need to process according to their “enrollment” of our numbers, then they can reject the claims.  This brings up the issue that any payer can then pick and choose which to pay if we didn’t properly “enroll” our providers.  A payer can’t “require” a provider to enumerate further, yet they can reject the transaction.  What happened to the provider having the choice to make it simplified?  
· It really did not help answer what is or is not a subpart (at least for my organization) anymore than what we were already planning to do.  
· It confirmed what we were thinking was appropriate. 
· It defined for us what we need to do with respect to DME.  Beyond that, it reinforced the need for us to develop an organizational strategy with respect to how we will respond to threats of reimbursement delays if we don’t enumerate subparts when the final rules states that (i) such enumeration is not required and, more importantly, (ii) payers may not force providers to enumerate non-required subparts.
· Yes – clarified our earlier decision to enumerate by Medicare requirements.  Only issue is the comment in item c.
e. Have you started enumeration? If no, when do you plan to enumerate?

· No:  1- now that we got this guidance and there doesn’t look to be anymore from anywhere, probably in March, April at the latest.  We may have more than one “rounds” of enumeration depending on what our payers come back with as issues once we communicate our numbers to them.  1 – within in the next 1-2 months

· Yes:  1 - with physicians 1 - Providers and Health Centers 1- We have submitted applications for all but a few of our 1100 + providers.  In late March/early April, we will submit applications for or DME locations as well as our Type 2 organizational provider.  1- We already have the numbers for the hospitals. Home Health and Hospice have been applied for.  Nursing Homes are kind of up in the air yet. 
f. Do you plan to use or have you used EFI? If so, what was your experience?  How did you proceed to obtain provider authorizations?  How did you collect and validate the application data with providers prior to submission?  

· 5 – No.  Comments:  After attending the WEDI conference in Tampa in November, we realized that EFI is woefully behind and inadequate to meet the needs of large providers.

· We will use EFI, if available by end of spring.

3.  What worked, or what obstacles have you faced or are you still facing with enumeration? 
a. Consider internal and external obstacles (for example, explain any difficulties you may have had with internal data gathering, or with NPPES.)

· Internal:  Crosswalking the numbers from the old to the new and how it’s going to work in transactions or current processes, reports.  Making sure we have numbers for every situation without little disruption to A/R.  Assurance that payers will pay correctly based on the NPIs we loaded and cross-walked.  Trying to determine if our current contracts cover us to help our employed providers enumerate as we have done all other identifiers in the past or whether another authorization was necessary.
External:  One of the concerns is on Claims submitted prior without the NPI, will payers systems be able to do status inquiries with the new data or will they need the old numbers?  Another potential issue is trying to collect providers not employed at our organization, but who are on our transactions.  

· The manual process of alerting providers, providing them education, and following up to make sure they do it.  

· We really haven’t had any.  Our practice management system is set-up to accept NPI within the provider master file, and the NPIs we have received, to date, are being loaded.  Our credentialing software contains the legacy provider numbers for all payers/providers, as well as the NPI.  We will be able to produce payer-specific reports providing the cross-map between the payer’s numbers and the NPI and plan to share these with our contracted payers.  We will also generate UPIN/NPI cross-maps and share with our hospital partners.

· NPPES had excellent customer service and were helpful in explaining the application process.
b. Describe any changes that can be made to improve the enumeration process.

· EFI was made more burdensome than really intended (EFIO process to become an EFIO, authorizations needed, additional requirements, etc…) and made not to be efficient.  Electronic process vs. paper differed in requirements for enumeration.   
· Make bulk enumeration available without all the obstacles currently in place.  
· Access to a list of provider NPI’s for validation.  The site can be accessed by password or identifying information that would allow access.

· It is very unfortunate bulk enumeration was not an option.
· None. We presently do not have complex issues for enumeration.  However, we continue to evaluate our current situation.
c. Do you have atypical service providers in your organization? (need to explain briefly what this term means);  If so, what do you think the impact of them not being able to be enumerated nationally via NPI will be in your business practices? 

· We believe we do have some atypical services.  Instead of being able to submit claims and other transactions electronically, we’ll have to drop to paper.  Also, for a health plan’s system, they’ll always have to maintain more than one identifier system, and so will we within our systems.  

· Not aware of any.

· No - 2.

III. NPI DISSEMINATION 

   a.  Describe how you plan to share your NPIs with health plans, other providers, clearinghouses and vendors. What tools or processes will/have you used? What works? What can be improved for dissemination?
1. Describe your current status of dissemination for Type 1 (Individual) providers and Type 2 (Organizational) providers. 

a. Will you be disseminating your NPIs prior to use on transactions? If yes, please describe the method(s) you plan to use or are using. Who will receive your NPIs? (Health Plans, Providers, Clearinghouses). If no, how will health plans learn of your NPIs?
· Yes :  we currently submit provider files to our larger payers and will probably update those and add the NPI field.  We may have to do something similar into each clearinghouse.  Waiting to also see if WEDI develops a template so that we can send the same file to other health plans that we don’t currently send these files to.  Looking to see if any entities are also stepping up, creating NPI databases, and considering participating in those to share NPIs, maybe even at the Regional Affiliate level. 

· Already forming focus groups with local large HMO’s to make implementation smoother.

· Yes.  Some payers have sent spreadsheets for us to enter NPI information.  Health plans will receive the number.

· We are required to provide NPIs to carriers.  We have not yet determined the mechanism-however, I suspect it will be through provider contracting or credentialing.

· Yes.  As noted above, our credentialing software contains the legacy provider numbers for all payers/providers, as well as the NPI.  We will be able to produce payer-specific reports providing the cross-map between the payer’s numbers and the NPI and plan to share these with our contracted payers.  We will also generate UPIN/NPI cross-maps and share with our hospital partners.
· Yes – plan on contacting payers to determine how they want to be notified.  Would be nice if there was some database, which gave instructions for each payer on where to send it, etc.  


b. Have your health plans explained how they want you to notify them of your NPIs?

· No 4, Besides Medicare doing dual use strategy.

· Yes 2:  We have received a few letters.  Some payers have sent spreadsheets for us to enter NPI information.  

· No, not to date, although we have asked the question of our provider relations representatives.


c. Do you have a strategy defined for collecting NPIs from other providers that you do business with (i.e. referring physicians)?  What has been your experience in doing so?  What would you recommend to improve this process?

· Our process to collect UPINs today was to use the UPIN registry and if none could be found, making calls and if we couldn’t track the provider down, then using OTH000.  With NPIs, since no NPI Registry available, this is going to be a very difficult process.  We’ll be running reports on a monthly basis regarding missing NPIs, communicating and providing tools to hopefully get as many as possible.

· We will be working closely with our physician group to capture additional referring providers

· No. CMS should make available a Registry similar to the UPIN registry.
· Require new providers to provide NPI.  Existing providers, credentialing department will contact office to obtain NPI.   Recommend access to a secure web site that allow for access to the NPI.
· No.  This is a great unknown.  We concur with the comments above; there needs to be a national registry.

· No experience yet, but plan on requiring staff physician to communicate to our Medical Staff Office.  For those not on staff, will be running reports on physicians who send patients here for tests and then contacting them via form letter  [highest to lowest frequency].  


d. What are your current expectations for requesting and obtaining NPI information about providers from NPPES? 

· Need to be able to authenticate that’s the provider you’re looking for.  If you can’t enter data search criteria such as SSN to validate against, this is going to be difficult.  Whether sufficient data will be within NPPES to get a good match.

· Haven’t discussed this yet.
· Expect NPPES to have the information accessible to view and validate.  
· We agree with the comment noted above.  We need to be able to search from providers and need search criteria which will result in an exact match or, at a minimum, a very close match.

· Ability to order a file, which also provides UPINS and state license, numbers which will facilitate matching to our current provider file.  In addition, the ability to enter a provider’s name and state and obtain the number like we do for UPINS now.

e. Do you plan to provide a crosswalk of your Type 1 and Type 2 providers to your health plans?  

· Yes:  1 - Provide the old legacy number along with the NPI. 2 – general yes.  1 – Yes as noted above.

· No

IV b.  RECEIPT AND USE OF NPIs 

Describe how you plan to obtain NPIs from providers. Do you plan to create a cross-walk? What tools or processes will/have you used? What works? What can be improved for dissemination?

1. Describe how you plan to receive NPIs. 

a. Have you communicated to your providers how you would like to receive their Type 1 NPIs?
· For providers not employed, we are sending out letters to request their numbers.  We’re considering providing tools such as web portals, email notifications, any way we can get the numbers.  For those employed, we have been communicating we will be assisting them through their enumeration process and to attain their NPI.

· No

· We have communicated with our providers that the process will be centralized through our provider enrollment department.  We have had no issues.  Providers have signed the applications we prepared for them and returned them to provider enrollment for processing.


b. Have you communicated to your providers how you would like to receive their Type 2 NPIs? 

· Same as a.

· No

· In our organization, this isn’t an issue.  Our providers are, largely, unaware of the type 2 provider requirements.  This will be handled centrally through provider enrollment


c. Have you started to receive NPIs? Describe the format/method you plan to employ to receive Type 1 and Type 2 NPIs. How does your process work? Are you facing any obstacles? 

· Not yet.  For receiving, we’re looking to get NPIs via email, mail, phone calls, any way we can collect it.  Obstacle is going to be in communicating to the providers the need for the numbers and collecting it in a timely fashion without disruption to A/R.
· Made provisions to store the NPI in the Provider record, however, that provision didn’t distinguish between Type 1 or Type 2.  We’ll be correcting that oversight.  As of now, we receive it only on paper with the Provider setup information.  It’s unclear how we’ll receive higher volumes of NPIs from Providers/Provider Groups.  From what we understand right now, our major obstacle will be the amount of time it will take Provider Groups to determine how they’ll use & disseminate the NPI to us.  We’ll likely get a large volume of NPIs in a very short time frame.

· Yes.  We are not finding any obstacles.  In fact, staff have commented on how much easier it is to work the NPPES staff.  We are receiving numbers and loading them into our practice management system as well as into our credentialing database.
d. What are your current expectations for requesting and obtaining NPI information about providers from NPPES?  

· Need to be able to authenticate that’s the provider you’re looking for.  If you can’t enter data search criteria such as SSN to validate against, this is going to be difficult.  Whether sufficient data will be within NPPES to get a good match.
· We did not count on receiving this information from NPPES.  We had planned on receiving this information from the Provider/Provider Groups.

· Same as above and answer to question 1d.


e. What percent of your Type 1 and Type 2 providers have informed you of their NPIs?

· 2 – None
· None.  Since we are doing the enumeration for them, this isn’t an issue.  Rather, we will be informing them what their NPI is.
 

2. Describe your current status of system readiness for receiving NPIs. 

a. Are you ready to receive NPIs and load into your system? If no, when will you be ready? 

· Yes 

· Yes, although not all systems are ready to receive it, the credentialing databases are and then the number will be disbursed to the systems that need it.

· We can receive the NPI, but not the NPI Type indicator.  Making a change to accept a Type Indicator should be a nominal effort.


b. Do you plan to or have you cross-walked NPIs to legacy identifiers?  How will you crosswalk, what data will you use? Do you have any issues around crosswalks? -What are your expectations on how your providers are enumerating Type 2 - organizations?  Are you working with your contracted providers to determine subpart impacts? Have you encountered any issues?

· Yes, our plans is to cross walk our numbers, based on Tax ID, Name/billing provider, locality, specialty and other information.  If we can’t derive what the old legacy numbers were based on, we’ll have to work with each plan for those that are “hanging” numbers.  Our plan is to plug the Medicare numbers in and cross walk commercial payers to see what’s left and where work is needed.  

· No we have not cross-walked legacy numbers. Our expectation is they will follow Medicare’s lead.  However, they are not so far.  One is requesting we obtain NPI for all of our sites (11).  That was not our intent.  Our intent was to have one NPI for the organization. 
· It’s unclear whether or not we’ll cross-walk the NPI, but it’s likely we’ll need to.  We use the Rendering TIN for claims processing, and would likely need to cross-walk the NPI with the Rendering TIN (it appears that the Rendering TIN will not consistently be sent on claims).

· Yes


c. How does the Medicare Subpart Enumeration Expectations policy affect your own enumeration expectations?  

· We think for other commercial health plans, it’s going to be difficult as not everyone knows how Medicare enumerates their providers today.  We get the impression, Medicare doesn’t necessarily even know.

· Uncertain at this time.


IV. TRANSACTION AND IMPLEMENTATION: 

Describe general concerns or solutions regarding the use of NPI in transactions. 

1. Describe impact of NPI on transactions and systems. 

a. What is the impact of NPI on internal systems and what are your remediation approaches? 

· Still determining the impacts and how to work on issues of crosswalks and data needs of health plans.

· The entire process to implement has been very costly-staff hours –Business & IS.
· The major impact is on our claims processing.  We currently use Rendering TIN and our assumption is that we will not always receive this on claims in the future.  We’ll likely need to build a process to cross-walk the NPI with the Rendering TIN, so we can continue to use it for claims processing.  The other major impact will be the EDI mapping changes related to using the NPI as the primary identifier on UB and HCFA claims.  Finally, we have received correspondence from some clients that are requesting we use the NPI on reporting/data dumps we provide to them.  Though not on the critical path to being HIPAA compliant, these requests are critical to customer service and will become a distraction to the project team.
· There should be little impact.  The NPI will reside in our provider master files along with legacy numbers.  We will modify our claims definition files to pull the number(s) required by payers until the full transition to NPI has occurred.
· Will require the implementation of new releases or upgrades of all our billing software.  Timing of these upgrades from the Vendor is a challenge.  Many applications will have bugs that the first customers will need to find in testing.  Concern there.  


b. Do you have a plan in place to monitor payment continuity and consistency? Please describe your plan or your concerns with payment consistency. 

· Health plans are telling us they can take the NPI in for the dual use, but can’t do payments based on this information, which is going to mean it’s a waiting game until everyone “flips the switch”.  We’re going to have to spot check accounts to make sure payments are correct.  It’ll be a time intensive process for providers.  We don’t want to wait until after May 23, 2007 to know it’s an issue because the A/R has decreased or we see issues within our tracking mechanisms.
· We plan to run dual system when available through CMS as a test.  Hopefully that should alert us to any payment issue prior to the implementation date.  We have a team to address issues as they arise in real time.
· Our practice management system has the ability to create “reimbursement contracts.”  This allows us to match remittances to expected amounts.  Where they don’t match, the transaction is dropped to a work queue for follow-up.  We will employ this functionality to ensure proper payment.

· We have a managed care application that monitors reimbursement amounts and allowances.  That will be used to determine whether payment is consistent with pre-NPI numbers.  We track A/R daily, so we can determine if there is slowdown in reimbursement and for which payer. 


c. Do you have any issues with the use of NPIs on electronic transactions? What is working?

· Concern on whether the health plans are going to try to force providers to enumerate beyond what is truly necessary so that they don’t have to change their system to process off of the information already within the transactions.  No assurances that health plans will process the NPI accordingly so risk in A/R is high – we think even higher than the implementation of the HIPAA Transactions.

· No process to validate NPIs.  

· Our practice management system vendor has coded both the dual use strategy available by October 1, 2006 and individual NPI use available by January 1, 2007 in the transaction code sets.  Our concerns are (i) payer ability to read both fields in the dual use strategy and (ii) the cross-mapping tables that clearinghouses use to augment and disseminate claims.
· Have not implemented the upgrades yet, so we do not have any experience with this yet
2. Describe your testing plans. 

a. How do you plan to test the use of NPI prior to production? 

· Would like to do dual use, but need the transaction to come back on transactions too such as remits.  It’s not a full tested process if we can’t see if we can process the NPI back into the system.  Also need to make sure the health plan cross walked accordingly within their system.  Would ideally like to test full payment processing prior to the compliance date, but not holding our breath for any health plan being ready.

· Same as 1b above.

· We will send/receive test EDI transactions.  We will send NPI claims through our entire claims processing system.  This will include the up-stream & down-stream processes; the processes that feed into our claims system and processes our claims system feeds.  We consider this a highly significant system change.

· We have not addressed this yet.

· Testing with each payer / clearinghouse.  Will start with Medicare and then as the other payers are ready, then will test with them.  We use Claredi for technical testing of the transactions.  Would like to do parallel with live patient data sent as a test so that reimbursement rates can also be verified.  Will need to determine whether this is feasible with any of the payers.  


b. Have you assessed the need to return identifiers submitted on inbound transactions when creating an outbound response? How do you plan to do this? Do you have any issues regarding sending NPIs on outbound responses / or receiving NPIs on the outbound response? 
· None at this time.  The testing phase should alert us to any issues.
· We will send and receive the NPI electronically on claims.  We will also send the NPI on other miscellaneous data extracts and reports we provide to our clients.  
· No
3. Please complete the readiness grid
Not all participants have indicated timelines, only a small number had dates established.

	TRANSACTION
	TESTING
	PRODUCTION

	
	If not started: Planned Start Date
	Percent in Testing
	Planned Completion Date
	If not started: Planned Start Date
	Percent in Production
	Planned Completion Date

	Institutional Claim 837I
	Q3 2006

Date not yet set
	
	
	Q2 2007

Date not yet set
	
	

	Professional  Claim 837P
	Q3 2006

Date not yet set 3
	
	
	Q2 2007

Date not yet set 3
	
	

	Dental Claim 837D
	
	
	
	
	
	

	NCPDP Pharmacy Claim 
	Q3 2006
	
	
	Q2 2007
	
	

	Remittance 835


	Q1 2007
	
	
	Q2 2007
	
	

	Eligibility 270/271


	Q1 2007
	
	
	Q2 2007
	
	

	Claim Status 276/277
	Q1 2007
	
	
	Q2 2007
	
	

	Referral/Auth 278


	Q1 2007
	
	
	Q2 2007
	
	

	Enrollment 834
	
	
	
	
	
	


V. ISSUES RELATED TO THE USE OF NPI ON PAPER FORMS (e.g. claims, remittances)

a. Do you have plans to begin using the NPI on paper transactions?  What transition issues do you see with the use of NPIs on paper transactions?

· If a health plan is not receiving electronic claims from us today, we’re curious if they’re going to accept the NPI on the forms or have any understanding about these numbers.  We would prefer to keep it consistent across the system, NPI used in every situation whether it’s on paper claims or electronic.

· Yes

· We haven’t made it this far in our planning.  We aren’t certain if manually entered claims are in the project scope.  

· We will record the NPI in the new HCFA 1500 form, as required.

· Yes, we will be setting up our paper claims to handle both legacy and NPI.  That way, the payer can take whichever one is needed.  Many of our payers do not require a provider number and work off of our Tax ID.  Since the regulations say that this is not a replacement for the Tax ID, the assumption is that we will continue using that with those payers.

VI. INDUSTRY AWARENESS AND READINESS

What measures can be taken to improve the overall process for future implementations? Are there other uses for NPI? Have you learned from your vendors or clearinghouses plans for transition to NPI? 

a. How can the industry, through efforts such as the WEDI NPI Outreach Initiative, be more effective in reaching out to the industry? What are the key messages that you believe each sector (providers, health plans, vendors, clearinghouses) needs to hear about the NPI?
· WEDI outreach is good, but associations need to get involved, health plans and everyone collaboratively.  Besides CMS as the health plan, CMS as the enforcement arm.  As many involved as possible, the better.  

· Providers need to know that this is their number and they are responsible.  They need to be aware of their number.  They need to know what provider groups are doing in regards to obtaining their numbers.    Clearinghouses & Vendors should serve as a provider for validation of NPI’s.
· It’s been quite an exercise gathering a complete set of facts about the NPI.  Each paper/presentation we find and each resource we tap into seems to shed a bit more light on the issue.  Often times we’ve had to dig through various white papers and PowerPoint presentations to find the information that is most relevant and useful.  It would be beneficial to find all of the facts we need in one central location.  The facts that we discovered on a HIPAA COW PowerPoint were highly valuable, but buried very deep (titled The National Provider Identifier (NPI): Business and Strategic Planning Issues; prepared by Walter G. Suarez).  We didn’t discover a number of these facts at any of the more official NPI FAQ sites.  
· Individual providers that do not send claims electronically, or may not be Medicare providers, may not get the message.  Contacting all the medical societies and stressing the impact to other providers if they don’t apply, would be a help for everyone.  
VII. NPI BENEFITS
Describe NPI uses and benefits. 
a. What do you believe are the most significant benefits that the NPI will bring to your organization? 

· Hopefully some consistency in numbers from plan to plan and number schemes.  Tired of maintaining different numbers for every payer because their system can’t process transaction data.

· Not sure.  Hopefully it will bring about every payer using the same number, but if the organization enumeration becomes different for each payer - we  wonder about the simplification.

· We haven’t identified the benefit at this point.  So far, there only seems to be cost associated with the NPI.
· Until payers, including Medicare, modify their systems to use one number and rely on the remaining claims information regarding location and taxonomy, we don’t really see the benefit of the NPI.  At this point, it feels much like we’re replacing one burdensome numbering scheme for another.  

b. What do you think are other potential uses of the NPI beyond HIPAA transactions?

· RHIOs, data exchange, consistency in information/identification.  Providers getting an NPI earlier, before becoming licensed will help in systems.  Maybe even using the identifiers as logins within systems so it’s easy to remember since it’s their number.

· Identifier for every transaction-clinical, MR, etc.

· Uncertain at this time.

· In the long-run, it will be beneficial for our ability to build a community health record.  
VIII. OTHER COMMENTS

Please tell us any other issues or concerns or questions you would like to raise about NPI readiness.

· Another concern is the readiness of the vendors with not only the NPI related changes, but claim forms.  Some of them do not understand the full impact of NPI changes, and are only adding fields for the NPI, not addressing other potential changes such as additional needed information in the transactions such as Taxonomy codes or the difficulty in crosswalking the old data to the NPI.  Also, their planned timelines do not allow providers much time to test with trading partners.

· Missing elements:
Validation & Repository –ability for the provider to access all NPI’s  & validate.

· No sense that commercial payers know exactly what they are going to do with enumeration and how they will collect the information since there is uncertainty with dissemination.

· Commercial carriers’ provider numbers had intelligence built into the number.  The NPI will not, so they are struggling with how to obtain that information.  That places a tremendous burden on the provider group as we make plans that for a process not yet clearly defined.

Major Issues Overall with NPI Projects Summarized from the HIPAA COW Participants:

1. Dissemination:  What will be allowed, how will the industry get the numbers and accurately?  The industry needs the information regarding this piece today.  There is concern about it coming in late 2006, causing the industry to rush and be behind the project process.

2. Crosswalking legacy to NPIs is an issue and difficulty that all entities are facing.  

3. Subparts – issues with providers going with less numbers vs. what health plans want.  Stress difference between large providers and small providers in how their systems work.  Larger have figured out the 837, populating correctly.  Small providers tend to have processes not as good as the large providers and some do not include information needed such as Service Facility.

4. EFI not available in a timely fashion.  Much of the industry and large providers originally waited for EFI, but due to the tardiness of this process, this caused many to wait and just get started with enumeration.

5. Additional data needed to process transactions correctly:  it’s still unknown what is all needed, locality/service information, Taxonomy or other things that the health plan may need.  Is everything within the transactions, not just claims?

6. Status of providers with lack of education, understanding that Individual and Organizations need NPIs.  There are entities that are hearing that they’re waiting for someone to tell them what to do.

7. Atypical providers and how to handle the situations regarding this vs. covered provider.  
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