Date: Fri, 08 Jun 2001 10:45:09 -0600
Author: "Kepa Zubeldia <Kepa.Zubeldia@claredi.com>
Subject: Identifiers myth number 47
Body: The issue of standard identifiers in HIPAA has created many myths. 
Almost as many as the security NPRM. I will try to dispel some of these
myths, one at a time. There will be a few of these emails over the next
few days/weeks, but I think the myths warrant separate discussions, so I
rather not lump them together.

Myth - Every payer assigns a different identifier to each provider. The
providers need to use these different identifiers in order to receive
correct reimbursement.

In reality, Medicare, Medicaid, CHAMPUS, Railroad Medicare, Blue Cross
and Blue Shield, and some high volume contracts (HMOs, Humana, Kaiser,
etc.) actually give one or more identifiers to the providers. The rest
of the payers (over 1,700 of them) may assign unique identifiers to the
providers, but they are for *internal* use by the payer.

Unless the provider has high volume of transactions with a payer, and
the payer is one that requires a provider unique identifier, the
provider normally will use the EIN/TIN as the identifier. In some cases
(universities, providers with multiple locations, etc.) the EIN/TIN is
supplemented by a "location" code of up to 4 digits/letters.

When a payer receives a claim from a provider identified with an
EIN/TIN, the payer's system does a lookup to find the payer's internal
provider ID number. This lookup uses the EIN/TIN, and in some cases it
is supplemented with the provider's ZIP code, telephone number, even
name. If the provider happens to have multiple contracts with the
payer, additional logic (based on other factors, such as patient
ID/group, procedure, or other variables) is applied to identify the
contract. A HIPAA standard provider identifier would make this lookup
totally predictable. More on this in another "myth".

If the payer has enough business with the provider, then the payer
typically will enter into some sort of "participating provider" contract
with the provider. Then the payer can issue the provider a specific
provider ID to be used by the provider with that payer, and the number
identifies the provider, the provider type, the contract, and some times
reimbursement specific situations (rural areas, hospital based, etc.)

In these last cases, it is to the benefit of the provider to use the
provider ID assigned by the payer, in order to get the contracted level
of reimbursement. In general these contracts provide higher
reimbursement than for providers that don't have a contract. So the
providers are eager to use these special numbers in order to maximize
revenue.

Of course, not all providers have contracts with all payers, so most of
the time the provider ID number is just the EIN/TIN. In fact, if the
payer does not have a contract with the provider, the payer has no
authority to ask the provider to use a specific identifier.

So, while it is true that most payers will assign an identifier (or more
than one) to each provider, the providers are only aware of a few of
these. The rest of the claims are filed using the provider's EIN/TIN
instead.

As a side note, even those payers that assign unique identifiers to
their providers (and the provider normally uses that ID) are able to pay
a claim that comes with just the EIN/TIN as a coordination of benefits
from another primary payer. It may "suspend" but it is still solvable.

The next "myth" talks about the provider's ability to handle the new
HIPAA identifiers.

Date: Fri, 15 Jun 2001 16:57:07 -0600
Author: "Kepa Zubeldia <Kepa.Zubeldia@claredi.com>
Subject: Identifiers myth #48
Body: [This is the second in a series. More next week.]

Myth: The providers will need a major system overhaul in order to
accommodate the new HIPAA identifiers.

The reality is that most provider systems will be able to accommodate
the new HIPAA provider identifiers (NPI) without any changes in their
system. The Payer ID is probably also a simple addition to their system
without changes, but we don't know yet. Employer ID is probably
irrelevant for providers, but, if needed, will fit in without changes.

Providers today use a variety of identifiers. For example, most
commercial claims are filed under the Provider's EIN or Tax ID number,
Medicare claims are filed under a different Medicare Provider ID Number
(PIN), Medicaid claims under a Medicaid PIN, etc. If the provider has
multiple locations or operates as multiple entities, the provider could
have multiple PINs, even for Medicare or Medicaid. For example, a rural
office will get a different PIN than the office in "Big City". If the
provider needs multiple numbers for commercial claims, they either get
multiple EINs from the IRS, or they use the same EIN but use a "suffix"
to distinguish the multiple locations. These suffixes are typically 4
positions alpha numeric.

Some numbers are all digits, others are alphanumeric. The length varies
from short PINs to very long numbers. TriCare (a.k.a. CHAMPUS) assigns
18 positions (Tax ID plus ZIP code plus a four digit code) for each
provider identifier. Practically all systems can handle these numbers,
although some older systems have trouble with the 18 positions TriCare
ID. In fact, even the NSF allows for enough positions as a Provider ID
to accommodate current uses.

So, if the final rule says that the Provider ID is the NPI, and the NPI
is 10 positions numeric, as we expect, it will fit just fine into the
existing data structures. If the final rule comes out along the same
lines of the proposed rule (which we don't expect to happen) with an 8
position alphanumeric identifier, that too will fit within the existing
data structures.

I hear someone in the room saying that his/her particular system only
allows for 9 positions numeric, and a 10 position number will not fit. 
Yes, it will. How? What we expect is a 10 position number whose last
position is the check digit. The check digit is used to avoid data
entry errors and data transmission errors. It allows the detection of
transposed or changed digits. Once you have validated the numbered
entered from the keyboard, you don't actually need to "store" the check
digit in the system. The check digit can be re-generated by the system
with a simple routine every time you need to output the complete ten
digit number. So, the NPI can still be stored as 9 digits internally in
your system. This is not the best way to do things, because it uses CPU
cycles every time you need to output the number, but it is a possible
solution. It does require some programming, about 20-30 lines of C
code. If you need the code, let me know. It is trivial.

All provider systems today have the logic already built in to select the
appropriate provider ID to use with each payer. It is automatic. The
correct provider ID is printed on the paper claims or sent on the
electronic claims.

So what happens when the NPI is deployed? The providers will get an
additional identifier to plug into their system configuration files. In
most cases they will have to continue using the older PINs until they
are certain that the payers can take the NPI, and then switch to using
the NPI. It varies from system to system, but the switch to using the
NPI in the electronic claims will be very easy for most systems. 
Probably just a change in the configuration files. And, if they so
desire, the paper claims can still be sent with the older PINs during
the transition phase.

Of course, I am not talking about any specific system, but the
transition to using the NPI for electronic claims should be equally
simple for all providers. The payers, on the other hand, have a
different problem. I will address that one in another "myth" article.

What about the Employer ID. That one has not changed. We have been
using the EIN issued by the IRS for years. Of course, it is not even
part of the claim, so the providers will most likely not use it. Let me
clarify this... The HIPAA Employer ID (the EIN is the adopted standard)
is used to identify employers. This is different from identifying
providers by their EIN. The current practice is to identify the billing
provider by the EIN when billing commercial claims, but that has nothing
to do with the HIPAA employer identifier. The HIPAA employer identifier
is to identify the employer of the subscriber. The fact that today they
both use the EIN issued by the IRS is a mere coincidence. Let's not
confuse those two identifiers. In fact, the 837 claim does not even
have a data element for the "subscriber's employer" or "patient's
employer" or "provider's employer" in it.

So, what about the Payer ID? This proposed rule has not been published
yet. But, back in '96 or '97 (seems like centuries ago) HCFA (CMS as of
today) published a white paper with their thinking on the issue. It
will probably be some sort of 10 digit numeric identifier. Also with 9
significant positions and a check digit. Probably all numeric. Until
the NPRM comes out we don't have a lot of information.

Currently most provider systems allow for a PayerID to be assigned to
each payer. Because of the influence of commercial clearinghouses in
this area, the current payer ID is alpha numeric and varies in length
from 5 to 9 positions. Most provider systems can accommodate 9
positions. In general, these are divided into two fields, the payer ID
(5) and the payer Sub-ID (4) and this is also represented in the NSF
structures.

So, if the payer ID under HIPAA is a 10 position (9+1) numeric
identifier, the provider systems will be able to strip the check digit
after validating the data entry, and store the 9 significant positions
in their databases without great effort. The check digit can be
re-generated and added during the claim output phase. Other systems
already have the field size that allows all 10 positions to be stored in
the database.

There are many other open issues with the Payer ID, but they are
business issues, like "who gets one of those" or "how many does each
payer get" that need to be addressed in the rule making process. The
technical question of the size of the identifier and how to handle it
internally in the systems is not much of a problem.

Having said all this about the provider's view of the identifiers, you
also need to know that the payer's side of the equation, the ability to
receive and correctly use these identifiers, is somewhat more complex. 
I will leave that for another "myth" message in the future.

Before I send the next "myth" to the list (myth #49: each provider gets
only ONE provider identifier) I would like to invite some comments on
this.

Kepa Zubeldia
Claredi

Date: Mon, 16 Jul 2001 22:56:28 -0600
Author: "Kepa Zubeldia <Kepa.Zubeldia@claredi.com>
Subject: IDENTIFIERS MYTH #49
Body: <Disclaimer> The myths #1 to #46 have not been compiled yet. This is
the third one. The other two (#47 and #48) were published in June. 
There will be more to come, but the numbers may not be in order. There
is no relationship between the number or anything else. This "myth"
does not express any official opinion of any organization, not even my
employer. Read it and enjoy it at your own risk. </Disclaimer>

This time I will try to dispel the myth that each Provider, once the NPI
becomes effective, will have only one identifier.

This is a particularly interesting myth, because the Final Rule on NPI
has not been issued yet, so I am using my educated speculation to debunk
a myth (in my eyes) that results from the difference between my own
understanding and some other people's understanding of the proposed
rules upon which we all speculate. Take it with a grain of salt. Maybe
even a pinch of salt. And, if you don't think the "single NPI per
provider" is a common myth, you can skip this message.

In theory, according to the NPI Proposed Rule, the NPI will be issued to
each health care provider. One per provider. The same number for life,
so if a provider changes careers (for example, a dentist that goes back
to school to become an oral surgeon) the number stays the same. And the
providers will be issued only one NPI during their lifetime.

This will be a great benefit to the entire healthcare system, as it will
provide a degree of continuity of the identity that we don't have today.
So, it is expected to replace the multitude of identifiers in use
currently.

Today each provider has several identifiers. Each payer assigns an
identifier to each provider. Medicare does it. Medicaid does it. The
Blues do it. The HMOs do it. Everybody does it. And not only one, but
many times the same provider will get a different identifier for each
contract that he or she has with each payer. This lets the payers
adjudicate the claims at different rates based on contractual
provisions. And not only contracts, but some times the place where the
provider works conditions the identifier to be used. For example, the
downtown clinic and the suburb office or the rural facility probably
have different identifiers that reflect different reimbursement rates.

To make life more challenging, the provider that has three identifiers
with Medicare, probably also has three identifiers with Medicaid
(different from the Medicare ones, of course) as well as three
identifiers with each HMO in which he or she participates, etc. A lot
of times it is many more than three. It is not unusual that the
provider's billing clerk keeps a "payer book" that reflects (among other
things) the different identifiers for each payer. Three ring binder, so
the pages can be changed easily. I have seen some with hundreds of
pages.

And, because there is no coordination on the assignment of these
identifiers, they are different for each payer-provider combination.

Having said all that, not every payer lets the provider know what the
internal identifiers are, so the providers end up using the Tax ID (EIN)
most of the time. I have discussed some of this last month, so I will
not repeat it here.

Life would be simpler for the provider if this "multiple identity"
disorder could be corrected.

The myth is that with HIPAA the provider will get only one NPI.

Some payers are up in arms about this, because with only one NPI the
payer will not be able to identify the different contracts or practice
locations anymore.

And I say "myth" because my understanding of the NPI, from the Proposed
Rule, is a little different. Let me explain.

As I understand it, each "warm body" provider will get one and only one
NPI. So far we are in sync. Also each "brick and mortar" provider will
get one and only one NPI. And each "entity" provider will get one and
only one NPI.

But, what is an "entity" provider? As I understand it, it is a legal
entity that has a distinct legal personality. Or maybe it does not have
to be "legally" unique? I am not a lawyer, so I won't elaborate. But
it seems to me that "Phil Good, MD" is different from "Main Street
Cardiology" and different from "Suburbia Cardiology" and different from
"Big HMO Cardiology Services" and different from "Cardiology
Specialists", even though all of them are different expressions of the
services rendered by Dr. Good.

So, each one of those entities, under the law (and the IRS?) is a
different provider that is entitled to a different NPI. So, how many
"entity NPIs" can Dr. Good have? As many as he needs. As long as each
one is a different "entity." And Dr. Good has control of how many
"entities" he creates.

In fact, I suspect that Dr. Good downtown and Dr. Good in the rural area
could be the same entity for tax reporting purposes and still be
different "entities" for NPI reasons. This is only a suspicion. We
will have to wait for the final rule to get the final word on this one.

The fundamental difference here is that Dr. Good is now in control. He
can request as many "entity NPIs" as he needs. Again, as many as HE
needs. He can tell the payer which NPI to use. In fact, Dr. Good
himself becomes the coordinator of his own NPIs. In the past there was
no coordination and the payers would issue NPIs as they would see fit. 
Now, under HIPAA, the provider will control how many NPIs he/she gets. 
Not the payer, but the provider makes that decision.

Of course, the provider has to make an informed decision. If the choice
is to get only one NPI, there could be restrictions as to how many
different contracting arrangements can be established with each payer. 
If the choice is to get multiple entity-NPIs the administrative burden
will be higher for the provider. But it is the provider's choice.

Of course, a payer may say: If you don't have a separate entity-NPI we
cannot contract with you under a separate contract. Then the provider
could obtain a brand new entity-NPI, or use an existing one, or choose
to do without the special contract or special reimbursement level for
the rural clinic. Provider's choice.

In fact, some of these "lifetime" entity-NPIs could be "retired" by
ceasing a particular business, or through mergers and acquisitions, or
other reasons under the provider's control. The provider's own
"warm-body" NPI will not be affected by changes in the "entity" NPI.

Business reality will, I suspect, dictate that providers obtain multiple
entity-NPIs. But, instead of having three different IDs with each
payer, the provider will have the same three NPIs for all payers. This
is "administrative simplification" in its purest form.

I am both exaggerating and speculating here, so use your pinch of salt. 
But you see the trend in the discussion, right?

Of course, if all this speculation turns out to be true, the provider ID
problem will be much easier to manage that it is today, and it will not
cause major disruption in payer systems, other than using multiple NPIs
instead of multiple internal IDs for each provider.

The final word is in the Final Rule on NPI, to be released "in the near
future", so stay tuned.

Kepa Zubeldia
Claredi

