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   On July 28, 2011, Daniel 

Levinson, Inspector General 

of the U. S. Department of 

Health & Human Services 

(HHS) testified to the House 

of Representatives Commit-

tee on Oversight & Govern-

ment Reform’s Subcommit-

tee on Government Organiza-

tion, Efficiency and Financial 

Management on Improper 

Medicare Payments.  The 

testimony was an opportuni-

ty to update the Committee 

on the efforts of the Office of 

Inspector General (OIG) to 

“monitor and make recom-

mendations to reduce Medi-

care improper payments.”  

He stated that the mission of 

the OIG is to “protect the 

integrity of HHS programs, as 

well as the health and wel-

fare of program beneficiar-

ies.”  He told the committee 

that in 2010,  CMS reported 

improper payments totaling 

$47.9 billion.  That total is 

comprised of $34.3 paid to 

Medicare Fee-for-Service 

providers which equates to 

an estimated 10.5% error 

rate.  Another $13.6 billion is 

attributed to Medicare Part C 

which equates to an estimat-

ed 14% error rate. 

 Inspector General Levinson 

stated that “some but not all 

improper payments are the 

result of fraud.  Improper 

payments can also result 

from medically unnecessary 

claims, miscoded claims, 

eligibility errors, or insuffi-

cient documentation.  Exam-

ples of improper payments 

include payments made to 

an ineligible recipient, dupli-

cate payments, or payment 

for services not received.” 

  Levinson explained that the 

OIG performs “targeted re-

views to determine the 

scope of improper payments 

for specific service types and 

recommends actions to im-

prove the program safe-

guards.”  Through the re-

views he reports that they 

“uncover systemic payment 

vulnerabilities and make rec-

ommendations to address 

them.” 

  He stated that medically 

unnecessary services are a 

real concern because of the 

potential negative impact 

they could have to the bene-

ficiaries, such as, tests or 

procedures that have no 

benefit and may even cause 

harm to the beneficiary.  In 

addition, the beneficiary is 

generally responsible for a 

20% copayment for items 

and services provided under 

Medical Part B and therefor, 

suffers a financial harm. 

  As many hospitals are 

aware, the OIG is currently 

conducting a series of audits 

of “hospital compliance with 

Medicare requirements.”  

There have been 27 “high 

risk” hospital billing practic-

es that have been identified.  

Levinson stated, “Using data 

mining, we further focus on 

potential problem areas in 

selected hospitals, and then 

we select claims for testing.  

We conduct hospital site vis-

its to perform comprehen-

sive reviews of billing and 

medical record documenta-

tion.  In addition to identify-

ing and recovering improper 

Medicare payments, we are 

recommending improve-

ments to internal controls to 

prevent future improper 

billings.” 

  The testimony confirmed 

that investigative audits will 

continue as the OIG contin-

ues its efforts to “prevent 

fraud and promote compli-

ance.”     

  Click here for a link to the 

transcript of Inspector Gen-

eral Levinson’s testimony. 

  If you have questions re-

garding this article or how 

physician advisor services 

can help you strengthen your 

compliance program, please 

contact Ann Purdy at 205-

314-8859 or by clicking 

here. 
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Region A-DCS 

http://www.dcsrac.com/IssuesUnder

Review.aspx 

1-866-201-0580 

Region B-CGI 

http://racb.cgi.com/Issues.aspx?st=1 

1-877-316-7222 

Region C-Connolly  Healthcare 

http://www.connollyhealthcare.com/

RAC/pages/approved_issues.aspx 

1-866-360-2507 

Region D-HDI 

https://racinfo.healthdatainsights.co

m/Public1/NewIssues.aspx 

866-590-5598 (Part A) 

866-376-2319 (Part B) 
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R A C  FA Q S  -  E X C E R P T S  F R O M  C M S  W E B S I T E  
What is a  semi-automated re-

view?   

  It is a two-part review that is 

now being used in the Recovery 

Audit Program.  The first part is 

the identification of a billing ab-

errancy through an automated 

review using claims data.  This 

aberrancy has a high index of 

suspicion to be an improper 

payment.  The second part in-

cludes a Notification Letter that 

is sent to the provider explaining 

the potential billing error that 

was identified.  The letter also 

indicates that the provider has 

45 days to submit documenta-

tion to support the original bill-

ing.  If the provider decides not 

to submit documentation, or if 

the documentation provided 

does not support the way the 

claim was billed, the claim will 

be sent to the Medicare claims 

processing contractor for adjust-

ment and a demand letter will be 

issues.  However, if the submit-

ted documentation does support 

the billing of the claim, the claim 

will not be sent for adjustment 

and the provider will be notified 

that the review has been closed. 

  To view all of the CMS RAC 

FAQs, click here. 

CMS Reports 

RAC 3rd Quarter  

Results, Click 

here for link. 
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