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Dr. Schaening
I am Dr. Schaening I am the medical director for the JN MAC First Coast Service Options. We are the jurisdictions that base Medicaid claims for Part A and Part B for Florida, Puerto Rico, and the Virgin Islands. 

So, today, I expect a short meeting because usually the way these meetings goes there's a presenter that will comment on a proposal LCD and today we don't have any presenters. There were recent changes to the LCD development process to the 21st Century cures act where the open meeting is now the mandatory meeting that a contractor must have when he has a proposal LCD. 

The career advisor committee meeting is a meeting where we discuss the evidence. So, I would like to start with first since we have so much time I would like to present my staff. And as I mentioned as the Executive Medical Director, I have to follow the Contractor Medical Directors that are here. Alicia Campbell and Leslie Stevens. Could you stand up please? Thank you. Thank you. 

And also, part of our work team is our manager of medical policy and procedures. That is Janice Sanders. We have present here the medical policy coordinator that is Natalie Mohler and our group of analysts Brenda Rothermel, Tommy Davis, Jennifer Hawley, Valencia Oglesby. We also have present, Michel Butler that is our pricing and reimbursement consultant. 

So, with the presentations I would like to do a small presentation that we always do in the open meetings. For people know who we are and what we do and what sort of the current status of the Medicare program regarding payment of claims. 

So, we are part of Guidewell Source. We are owned by Guidewell Source. We have a sister company that is Novitas Solutions. As I mentioned with the JN MAC and Novitas Solutions has two jurisdictions the H and L jurisdictions. So, they are our big sister in comparison to us. 

As you can see, in the Medicare program the Part A and Part B contractors that have the responsibility of payment of claims has been consolidated throughout the years and currently, we have 12 jurisdictions that are being paid by five players. Novitas and First Coast as Guidewell's companies, as I mentioned have our three jurisdictions; national government services have two jurisdictions. And Palmetto and CGS that are related companies they have three jurisdictions, Noridian has two and WPS has two jurisdictions. So, 12 Medicaid jurisdictions administered essentially by five players, five companies. 
There are other contractors that do not have a responsibility regarding claims processing that you are aware of that Unified Program Integrity contractor is the one that deals with abuse and fraud. The quality innovation contractor, beneficiary and family centered and recovery contractor. And the QIC that is the qualified independent contractor that deals with the appeals process. 

As you can see, we handle the dangerous jurisdiction handles 85.4 million claims. We pay $20.6 billion and we just represent 7.5% of the marketplace. So our sister companies the L jurisdiction is 11% of the market, jurisdiction H is 13.5% of the market, so the three companies which represent 32% of the marketplace and that makes us the biggest player in the Medicare industry right now regarding claims processing of Part A and Part B claims. 

This has been an interesting time to see the money paid by the program from this data that came from the KFF Foundation you can see that in 2008, there was a total of $462 billion being paid. Where 50% of that money was represented by Part A Medicare. Part B represented 39% that is $180 billion and Part D Medicare represented $49 billion. 

Currently, in 10 years the program is paying $731 billion dollars, a significant increase of what was being paid 10 years ago. And, you can see that the Part B area has increase represents 46% that will be Part B as including Medicare Advantage and Part A now is just 41% and actually is representing less money than the Part B segment. So, this is an interesting shift on the payment of Medicare money that we have seen throughout the years. 

I want to briefly go over the LCD development process as now defined through the changes of the Program Integrity Manual Chapter 13 per the change request in 10901 to align us with the intents of the 21st Century Cures Act. 

With this change basically local coverage determination should be evidence based documents where it should only contain reasonable and necessary provisions. And LCD, local coverage determination should not contain regulatory language or coding. 

Coding should be part of a billing and coding article. The, so now you have seen our LCDs are being converted to a format when we are just leaving reasonable and necessary language and developing a coverage article containing the known reasonable and necessary language that is non-evidence based that is essentially our coding instructions of the procedures, to the diagnosis codes that are supported by the verbiage that establish coverage under local coverage determination. 

So, in this process once we view the evidence we can have a meeting with our contractor advisory committee where they can provide us feedback on the quality of the evidence. That may be the quality of the evidence they then we develop a local coverage determination that once it is posted for a comments is worth a period of 45 days of comments starts. 

The proposed LCD is posted for 45 days of comments and this 45-day countdown starts as soon as it's posted on the Medicare carrier database, a contractor database and LCD. 

So, after those 45 days we will develop a response to comment document and publish a final LCD for notice. And, we are going to provide 45 days of notice and that LCD basically will acknowledge the comments received that may modify or may not modify the LCD and if we decide not to modify we address that on our comment response document. 

And, that final LCD is posted for 45 days of notice. That simply means that hey, this is what our coverage is going to be on the 46th day. Basically, we are letting providers get their offices and systems align with that coverage and then they are expected to comply of with our coverage to receive payment of their claims on the 46th day, LCD is implemented. 
So, basically as you know, there is national coverage determinations and local coverage determinations. A contractor writes LCD under the authority provided by Social Security Section 1862(a)(1)(a) which allows us to provide reasonable and necessary coverage for both purposes of diagnosis or treatment of disease or malformed body member. 

National coverage determination can be under this authority but they also have the 1862(a) (1)(E) that is coverage with evidence development. So, that's an authority that CMS has that they can develop a national coverage determination for instances where the evidence is not there. But the agency wants to collect data to see if in the future there will be sufficient evidence to establish that technologies are reasonable and necessary for the treatment of Medicare beneficiaries. So they are providing coverage to an item that is being sort of experimental that there is not a sufficient supporting data for them to state that it is reasonable and necessary. 

But they are collecting that data to make that assessment in the future. And therefore, in the future this process in development of an LCD establishing coverage or an LCD establishing non coverage or an LCD establishing some sort of limited coverage based on the data collection. So, and that's not an authority that a contractor has. We are not allowed to cover experimental services with the section of the routine cost of a clinical trial or investigation of the device that has put an IDE exception they are allowed to get extra payment to process that allows the contractors to cover investigation of devices when they feel there is a CNS and D section for coverage. 

So, that gives you the background of coverage. Today, the only LCD that we have in place is the stereotactic radiosurgery and stereotactic body radiation therapy. And Dr. Alicia Campbell will go quickly over the reason behind this LCD. 

I forgot the most important person in the room when I was delivering the presentation, Monica McKenzie. If she is unsatisfied she can cut off the whole conference. Taking care of the slides, telephone and all of the support. We cannot do this without her sorry; I am at your mercy. Sorry about that. 

Alicia Campbell

Good afternoon. So, this is a policy that we've actually was originally effective October 5th of 2009. It is about 10 years old. There has been some new research and evidence that has come out over the past 10 years. And so, we thought it was time to update our LCD. So, we looked at what was the current information available and did a revision to include more current coverage that is supported by the current literature. 

So, what some of the highlights is that the literature did support which continue to support the stereotactic radiosurgery or SRS is for intracranial targets and lesions at the base of the skull. It did include both primary brain tumors and metastatic brain tumors and also, non-cancerous growths such as the pituitary adenomas, acoustic neuromas and also, arterial venous malformations in the brain. 

As far as the stereotactic body radiation therapy this is for patients who are not surgical candidates and have early stage non-small cell lung cancer and has cellular carcinoma, renal cell carcinoma. Also, the studies now support the use in low and intermediate risk prostate cancer. When the LCD was originally written 10 years ago prostate cancer was still questionable, so we were doing a lot of review of records before payment. But they have done enough research now to allow coverage so that that's an update. 

The studies continue to not support SBRT for the spinal arterial venous malformations. So, a couple of new things have been added to the SRS coverage are refractory epilepsy and hypothalamic hamartomas, as I stated for SBRT we did update the prostate cancer coverage and we updated some other items related to pelvic, and head and neck tumors that are recurrent and also, regarding bone metastasis to vertebrae and Para spinous areas. That's kind of the big picture of what was done with this particular LCD. 

Dr. Schaening
So, at this moment usually at this time usually we would present a presenter. There is no presenter, so this will adjourn our meeting. We certainly appreciate your presence here and the support of the JN MAC and we wish you all safe travels. 
Operator

The conference has ended. You may now disconnect your line. 
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