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Letter from the Editor
Dear Readers,

This month’s MBJ is chock full of goodies. You’ll get the last installment of 

Navigating a Sea of Information, which will take you through the RAC websites. 

This one should help you prepare for audits. There is also an article about the 

new proposed list of hospital-acquired conditions, so you can prepare your 

practice to meet patient quality care standards in FY 2012.

We are also conducting a survey of MBJ readers. We want to get to know you 

better, so we can provide the most useful information to you and your career. 

Please take the survey at: 

http://www.surveymonkey.com/s/5VYYJZL

We really appreciate your participation in both the survey, and our MBJ 

community. Take a moment to congratulate yourself; the medical business 

world is not an easy career path. We hope that you enjoy this month’s issue, 

and look forward to all the interesting things we have lined up for the future. 

We encourage you to spread the word to people you think would enjoy a 

subscription to the MBJ.

Also, starting this month, you will need to use a password to get into the MBJ 

online. Podcasts are still free, but you will need to enter “vascular” as the user 

name and password when you try to view the current June MBJ. You will also 

be receiving an email with this information.

Thank you.

Christopher Myers

Editor-in-Chief, Medical Business Journal
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help Promote women’s health 
thE hEaLth oF thE hEaLth CaRE InDustRY DEPEnDs on It

The National Women’s Health Week coalition (May 8th – May 14th) was led by the National Asian Pacific America Women’s Forum, National Latina 
Institute for Reproductive Health and Black Women’s Health Imperative.  Each of the organizations helped host a national call in May to talk about the 
Affordable Care Act, how it works and why it’s necessary.  

According to Women and Health Care Reform, one fifth of employed women work in health care, and 80% of the health labor force is women.  
Therefore the initiative to improve the mental, emotional and physical health of women is imperative to the health of the industry as a whole.  

Nearly 72% of polled female health care workers said they are usually exhausted at work, spend an average of 10 hours at work and are often upset 
because of the huge pressures associated with work.

Poor mental health can include anxiety, depression, stress and addictions.  These symptoms are increasingly being recognized as work-related issues. 

Many women have chalked it up to “the new norm”, but that doesn’t have to be your reality.  Take the Affordable Care Act (ACA), for instance. Thanks to 
efforts by Michelle Obama and many others, they have recognized the need to focus on steps to make women’s health top priority.  By improving mental 
and physical health, women can greatly reduce the risk of certain diseases.   Remember, “if momma ain’t happy, no one’s happy”!  Additionally, studies 
show healthy workers are better for business.

Tips for Women:
Set reminders to schedule your annual check-ups and talk to providers about health screenings – many of which are free-of-charge due to the ACA. 
Connect with the Departments of Health and Human Services (HHS) for a number of programs geared toward women’s health.
www.partnership.hhs.gov
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CMs Releases Medicare Quarterly Provider Compliance newsletter
CoMMon CoDInG MIstakEs anD how to FIx thEM

The April 2011 issue of the Medicare Quarterly Provider Compliance Newsletter was released by the Centers for Medicare and 
Medicaid Services (CMS). It provides examples of common billing errors and tips on how to address and correct them. Below 
are some of the highlights:

Incorrect Discharge Status Code Inpatient Rehabilitation Facility (IRF)

Auditors found that a large number of improper payments were made for Medicare beneficiaries who were transferred from 
an inpatient rehabilitation facility (IRF) to another setting. When the length of the IRF stay is less than average for the case 
mix group, the claim should be paid a per diem amount, plus another half day for the day of admission. This is instead of the 
full Prospective Payment System (PPS) rate. A transfer is defined as when the new admittance occurs within the same day as 
the original discharge.

For example:
“If a patient is discharged on April 3rd from a facility and the claim is billed with an ‘02’ patient status code indicating the 
patient was transferred to an acute (short-term) hospital, but Medicare Systems do not reflect another hospital claim with the 
admit date equal to the discharge date, the first claim was billed incorrectly as well as reimbursed incorrectly. This reflects an 
underpayment as the first facility claim (billed with a Patient Status Code 02) was paid a per diem amount when they should 
have received the full DRG amount.”

Coagulation Disorders–Improper Coding of MS-DRG 813 Coagulation Disorders

MS-DRG 981, MS-DRG 982, MS-DRG 983 were often improperly assigned and resulted in overpayments to the hospital. 
In order to correctly code these, the health condition that is determined (after physician assessment) as the chief cause for 
the admission should be sequenced as the principal diagnosis. The present on admission indicator for both principal and 
secondary diagnoses must also be coded correctly. All documentation must be consistent with medical records.

Untimed Codes—Excessive Units

Untimed codes can only be documented as one unit per day. No matter how long the evaluation or service, the codes are 
untimed. The HCPCS codes involved are: 90901, 92506, 92507, 92508, 92526, 92597, 92605, 92606, 92609, 92610, 92611, 
92612, 92614, 92616, 95833, 95834, 96110, 97001, 97002, 97003, 97004, 97010, 97022, 97026, 97597 and 97598.

Technical Component of Radiology

The technical component (TC) of radiology is included in the Medicare Part B PPS for inpatient settings. It may not be 
separately billed. If the radiology service is provided in an outpatient or other setting, the radiology suppliers must bill the PPS 
hospital for the services. With the exception of Critical Access Hospitals (CAHs), the radiology services are included in the 
global PPS payment to the hospital.

For example:
“A 60-year-old male received radiology services in an outpatient hospital setting on date of service June 5, 2008. A physician 
billed CPT code 77401 (Radiation treatment delivery) for date of service June 5, 2008, which was the same date as the 
outpatient hospital claim. CPT Code 77401 had a PC/TC indicator of “3”, with an allowed amount of $27.30 and a total paid 
amount of $21.84. Codes with a PC/TC indicator of “3” are TC only codes. The TC of a code is payable only to the facility 
when a patient is in an outpatient hospital setting. CPT Code 77401 was adjusted to recoup the total paid amount of $21.84.”

For the entire newsletter, in pdf visit:
http://www.cms.gov/MLNProducts/downloads/MedQtrlyComp_Newsletter_ICN903696.pdf
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Inpatient Payment Revisions Proposed
CMs RELEasEs PRoPosED RuLE to MoDIFY thE IPPs anD LtCh PPs

The proposed rule for the Fiscal Year (FY) 2012 Inpatient Prospective Payment System (IPPS), and the Long-term Care 
Hospital (LTCH) Prospective Payment System (PPS) was released by the Centers for Medicare and Medicaid Services (CMS).

CMS projects that payments to acute care hospitals (ACHs) for inpatient services would decrease by $489 million, or .5 
percent. Additionally, Medicare payments to LTCHs are projected to increase by $95 million or 1.9 percent.

Hospitals that fail to report under the Hospital Inpatient Quality Reporting (IQR) Program will face a .5 percent reduction 
in payments. This reflects the proposed update “that is, the projected increase of 2.8 percent for inflation in hospital costs, 
reduced by two percentage points for non-compliance with the IQR program, and further reduced by a multi-factor 
productivity adjustment of 1.2 percent and the additional required 0.1 percent.”

The full text of the rule is available in the Federal Register. The changes would apply to discharges occurring on or after Oct. 1, 
2011.

CMs Proposes IRF PPs Revision
nEw QuaLItY REPoRtInG MEasuREs IntRoDuCED

The Centers for Medicare and Medicaid Services (CMS) have released a new proposed rule for the inpatient rehabilitation 
facility (IRF) Prospective Payment System (PPS) for Fiscal Year (FY) 2012.

Under the proposed rule, CMS has revised the IRF Federal prospective payment rates (PPRs), changed regulations applicable 
to IRFs and established a new quality-reporting program.

The proposed IRF PPR increase factor for FY 2012 is 1.5 percent. This reflects the productivity adjustment, required by the 
Affordable Care Act ACA, as it applies to the market basket base rate adjustment (2.8%). This results in a proposed FY 2012 
Standard Payment Conversion Factor of $14,528, compared to $13,860 in FY 2011.

The proposed rule changes the requirement for an IRF to be considered “new” so that an IRF may be considered new if it has 
not received payments in the IRF PPS in the past 5 years. Also, IRF beds would be considered “new” if they meet all applicable 
State Certificate of Need and State licensure laws and if they get written approval from the appropriate CMS regional office. 
The beds may be added once, at any point during a cost reporting period. However, it will be required that “full 12-month 
cost reporting period elapse before an IRF that has had beds delicensed or decertified can add new beds.” Under the proposed 
rule, an IRF or IPF could also change its bed size or square footage one time at any point in a cost reporting period as long as it 
notifies CMS within 30 days of the proposed change and maintains the required documentation.

A new quality-reporting program for IRFs is also included in the proposed rule, as required by the ACA. Starting in FY 2014, 
there will be a 2 percent reduction in payments to IRFs who fail to participate in the new quality-reporting program. The two 
quality measures currently being proposed are 1) Urinary Catheter-Associated Urinary Tract Infections (CAUTI), and 2) 
Pressure Ulcers that are New or Have Worsened.

CMS is accepting comments on the proposed rule until June 21, 2011. The full proposed rule may be viewed in the Federal 
Register at:
http://www.ofr.gov/OFRUpload/OFRData/2011-10159_PI.pdf
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CMs shows Increase in Quality Reporting Participation
EPREsCRIBInG anD QuaLItY REPoRtInG InCEntIVE PRoGRaMs PaY out MoRE

The Centers for Medicare and Medicaid Services (CMS) released a report indicating more participation in two key “pay-
for-reporting” programs. CMS’s 2009 Physician Quality Reporting System and ePrescribing Experience Report showed an 
increase in the amount of practices and EPs with satisfactory reporting since the programs began in 2007. 

Participation in the Physician Quality Reporting System (PQRS) has grown at about 50 percent every year, on average. “On 
average, 2009 bonus payments for satisfactory reporters in the PQRS were $1,956 per eligible professional and $18,525 per 
practice,” according to the report. Also, the numbers for the ePrescription 2009 payments were over $3,000 per EP and  
$14,501 per practice.

The reporting programs are designed to better measure indicators of quality care. Currently the PQRS reports 194 measures 
commonly associated with higher quality of care, such as providing preventative services.

The full report is available at:
http://www.cms.gov/PQRS

CMs update: Meaningful use attestation
onE at a tIME, PLEasE

CMS officials say, providers no longer have to personally attest for meaningful use of their electronic health records (EHR) 
systems, however only one register or attest per provider at one time. 

This means practice managers can now register or attest on behalf of the physicians, but only after the provider links their 
national provider identifier (NPI) to the Identity and Access (I&A) Management System account that the practice manager 
sets up for themselves.  As for practice staff and consultants, they can register/attest by proxy for providers in the same way.

Each provider can appoint up to four authorized users to attest on their behalf.  The individual who registers for EHR 
attestation does not have to be the same person who completes the process.

Currently, there is still no way to handle multiple providers at one time.  Having a non-provider use CMS’s website for EHR 
Registration and Attestation System on behalf of a doc can certainly ease the burden for many.  However, this poses a different 
set of problems for large practices.  Each provider has to create his or her own I&A account and associate their NPI with 
the proxy’s user account as explicit consent to act on his or her behalf.  So, if we take a 200-provider practice, each physician 
must follow this process.   CMS states, “there is no method for batch registrations or attestation for multiple EPs (eligible 
professionals) at the same time; the incentive payments are based on individual EPs instead of practices, there must be an 
individual registration and attestation for each EP”.

Don’t give up hope yet.  Though nothing has been set just yet, CMS is actively looking into a solution that can address the issue 
of large practices having to attest for providers one-at-a-time. 
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Due to a recent string of automobile accidents, reading and driving has fallen out of style. There is a solution, however. With audio books, you can listen 
to the story, while keeping your eyes focused on the road ahead. You don’t even need to be driving, you could be at work or at home, anywhere you have 
your ears available. It is because June is dedicated to the modern marvel of the audio book, the MBJ is providing a list of reviews of some books you 
might find relevant to the health care industry. Check them out and see if one catches your ear.

Spanish for Health Care Professionals by William C. Harvey
Want to learn Spanish? This is perfect for any office that sees a multilingual clientele. Not only will you learn conversation skills, this audio book is 
focused on health care management workflows and issues you run into during your daily job. It starts with pronunciation and then moves into key 
phrases and tips. This is a great way to expand your skills with a focus on your professional environment.

Landmark: The Inside Story of America’s New Health-Care Law and What It Means for Us All by The Washington Post
This audio book explains what is actually in the Patient Protection and Affordable Care Act. The passing of the law was a historic moment. The goal of 
the legislation was to provide health care for all Americans, but what else was in the several thousand-page document? Why did it pass without a single 
Republican vote? This is important information for every American citizen, let alone health care professionals that come across it daily.

Basic Human Anatomy by John K. Young
If you need some brushing up on your medical terminology, this can be a very helpful resource. Doctors speak in a language all their own. For 
professionals who have to communicate and understand these people in their daily jobs, it is helpful to have some understanding of what they are 
talking about. The ICD-9, CPT and HCPCS II all use these terms, so this book can even help increase your coding speed. The audio book form provides 
a nice alternative to the usual, thick, medical textbooks.
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Selected HAC CC/MCC (ICD-9-CM 
Codes)

Foreign Object Retained 
After Surgery 

998.4 (CC)
998.7 (CC)

Air Embolism 999.1 (MCC)

Blood Incompatibility 999.60 (CC)
996.61 (CC)
996.62 (CC)
996.63 (CC)
996.69 (CC)

Pressure Ulcer Stages III 
& IV

707.23 (MCC)
707.24 (MCC)

Falls and Trauma:
  - Fracture
  - Dislocation
  - Intracranial Injury
  - Crushing Injury
  - Burn
  - Electric Shock
 

Codes within these ranges 
on the

CC/MCC list:
800-829
830-839
850-854
925-929
940-949
991-994

Catheter-Associated Urinary 
Tract Infection (UTI)

996.64 (CC)
Also excludes the following 
from acting as a CC/MCC:

112.2 (CC)
590.10 (CC)

590.11 (MCC)
590.2 (MCC)

590.3 (CC)
590.80 (CC)
590.81 (CC)
595.0 (CC)
597.0 (CC)
599.0 (CC)

Vascular Catheter-
Associated Infection

999.31 (CC)

 

Selected HAC CC/MCC (ICD-9-CM 
Codes)

Manifestations of Poor 
Glycemic Control

250.10-250.13 (MCC)
250.20-250.23 (MCC)

251.0 (CC)
249.10-249.11 (MCC)
249.20-249.21 (MCC)

Surgical Site Infection, 
Mediastinitis, Following 
Coronary Artery Bypass 
Graft (CABG)

519.2 (MCC)
And one of the following 

procedure codes:
36.10–36.19

Surgical Site Infection 
Following Certain 
Orthopedic Procedures

996.67 (CC)
998.59 (CC)

And one of the following 
procedure codes:  81.01-

81.08, 81.23-81.24, 81.31-
81.38, 81.83, or 81.85

Surgical Site Infection 
Following Bariatric Surgery 
for Obesity

Principal Diagnosis – 
278.01

539.01 (CC)
539.81 (CC)
998.59  (CC)

And one of the following 
procedure codes:  44.38, 

44.39, 44.95

Deep Vein Thrombosis 
and Pulmonary Embolism 
Following Certain 
Orthopedic Procedures

415.11 (MCC)
415.13 (MCC)
415.19 (MCC)

453.40-453.42 (MCC)
And one of the following 
procedure codes: 00.85-

00.87, 81.51-81.52, 81.54

Contrast-Induced Acute 
Kidney Injury (CIAKI)

If any of the following 
procedures are present: 
88.40 or 88.41 or 88.42 or 
88.43 or 88.44 or 88.45 or 
88.46 or 
88.47 or 88.48 or 88.49 or 
88.50 or 88.51 or 88.52 or 
88.53 or 88.54 or 
88.55 or 88.56 or 88.57 or 
88.58 or 88.59 or 88.60 or 
88.61 or 88.62 or 
88.63 or 88.64 or 88.65 or 
88.66 or 88.67 or 87.71 or 
87.72 or 87.73or  
87.74 or 87.75
 
And the following 
secondary diagnosis 
584.9 (CC)

Proposed list of
Hospital Acquired Conditions
for FY 2012

Provided by CMS
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hospital Value-Based Purchasing Program Initiated
3,500 hosPItaLs wILL now BE PaID unDER thE PRoGRaM

A drastic deviation from the pay-per-procedure model, the Hospital Value-Based Purchasing program will reward hospitals for quality care instead of 
just quantity. The program’s launch was announced by the Department of Health and Human Services (HHS) on April 29, 2011.

The program applies mainly to acute care services. Some of the measures that will determine payments include:
•	 Ensure that patients who may have had a heart attack receive care within 90 minutes
•	 Provide care within a 24-hour window to surgery patients to prevent blood clots
•	 Communicate discharge instructions to heart failure patients
•	 Ensure hospital facilities are clean and well maintained

This program seeks to reduce mortality and generally improve the quality of care that patients receive. National bodies of experts, including the National 
Quality Forum, have endorsed the measures for FY 2013.

A full list of the quality measures can be found at:
http://www.healthcare.gov/news/factsheets/valuebasedpurchasing04292011b.html
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Is your doctor planning on taking some time off?  Are they going on maternity leave? Are they possibly ill themselves?  
What about the patients? 

Well in these trying times, you certainly can’t be expected to stop seeing patients, stop the flow of revenue or refer these 
patients to another practice, can you?  Surely not! 

Summer is the season for Locum Tenans (aka. locums) and reciprocal billing arrangements.  Locum Tenan comes from 
the Latin phrase meaning, “to hold the place of ”.  In the context of this article, this most commonly refers to temporary 
physicians who perform medical services for a health care organization for no more than 60 consecutive days.  Physicians 
often hire these locums to take care of their practice while they are away.  Generally, these providers do not have a practice 
of their own and move from job-to-job as a permanent, contract-based physician.  
Currently, CMS guidelines state locums applies for DO’s and MD’s.  Other providers such as CRNA’s (certified registered 
nurse anesthetists), physical therapists, and psychologists are not included in locums.  I know what you’re thinking, “Then 
how did Richard Dryfuss get paid in ‘What about Bob?’” – simple, Bill Murray’s character wasn’t on Medicare.

All jokes aside, there are certain things coders should know about reporting locums in order to keep the revenue flow 
seamless within the practice during these times.  Reporting these services incorrectly can cause all sorts of problems, like 
unpaid claims, denied claims and incorrect patient billing.  In the Medicare Claims Processing Manual, there are guidelines 
regarding proper modifier usage for these services. 

Information regarding those HCPCS modifiers are as follows:
Q5 Services furnished by a substitute physician under a reciprocal billing arrangement
This modifier is used with reciprocal billing arrangements. The coder must note this on the CMS-1500 claim form.  
The reciprocity arrangement is when a one physician covers for another, then provides care for the patients who are 
normally cared for by physicians within the same practice or group.

Example: Dr. Anderson is covering for Dr. Smith while Dr. Smith is out of the office.  Dr. Anderson must be a 
permanent part  of Dr. Smith’s existing practice.  Dr. Anderson cannot be hired in from an outside company, operate 
under a different tax ID number or report services provided under a ‘group practice’ tax ID number.

Modifier Q5 should be used to report payment issued if the regular physician (Dr. Smith) arranges for a substitute 
physician (Dr. Anderson) to furnish services on an occasional reciprocal basis, if: 
•	 The regular physician is unavailable
•	 The Medicare patient has arranged or wishes to receive the services from the regular physician
•	 The physician provides the substitute services for 60 days or less

Q6 Services furnished by a locums tenans physician
This modifier was developed by CMS to specifically address billing concerns when a physician is away from his or her 
regular practice for vacation, illness, education, etc.  Using modifier Q6 indicates to Medicare that a locum stepped into the 
practice, temporarily, to provide continuation of medical care.
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In cases where the only postoperative services are furnished during the global period and these are the only substitution 
services a physician performs in connection with an operation, coders do not need to identify these services as 
substitution services on a claim. 

Modifier Q6 may be reported if the following applies:
•	 The regular physician is unavailable
•	 The Medicare beneficiary has arranged or seeks to receive the visit services from the regular physician
•	 The regular physician pays the locum tenans for his/her services on a per diem basis or similar fee-for-time 

arrangement
•	 The sustitute physician provides services to Medicare patients over a continuous period of 60 days or less.

Coders should confirm proper usage of Q6 with their local Medicare Administrative Contractor as reporting locum 
tenans for nurse practitioners, physician assistants or certified nurse midwives, differs based on the provider’s location.

As previously mentioned, CMS permits locums to provide services for a maximum of 60 consecutive (e.g. calendar) days 
beginning on the first day the leaving-physician was scheduled to see patients (not the first day they are not at the office).  
However, CMS does not specifically state how long the physician must be back before being able to use a fill-in again.  In 
events where the physician is out for more than 60 days, alternative arrangements for physician coverage and patient care 
should be made.

Billing for Q5 or Q6: 
Use modifier Q5 or Q6 in box 24d of the CMS-1500 form for each line item on the claim. Append the modifier for 
each line item of service.
Enter the regular physician’s national provider identifier (NPI) in box 24.  
Add the NPI and name of the locum or reciprocal physician in the notes line of the CMS 1500 form. Though helpful, 
this is not required.
Track the locum’s NPI, his or her services, and the calendar dates the locum provided services (just in case a carrier 
asks for this information).

Keep in mind, CMS created locum tenans reporting for physicians who provide 
services under the Medicare payment system.  Not all payers recognize services 
provided by a locum or reciprocal billing agreements.  When possible, coders 
should contact private payers ahead of time, to determine how to submit claims 
while a physician is absent. Not only will you report it correctly, you will keep 
your patient (who has nothing to do with your doctor leaving the office) from 
being incorrectly billed for the service when the locum provider is not within 
their insurance network.

Happy Summer!

“Locum Tenan comes 
from the Latin phrase 
meaning, ‘to hold the 

place of ’.”
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tax deduction for EhRs that are 
implemented by the end of 2011
CouLD thE MEanInGFuL usE InCEntIVE REaLLY BE a Bonus?

Electronic health records are expensive. There is no question there.  However, the questions we have heard over-and-over again 
is “what can we really gain from such an expensive upgrade?” and “is it worth all the trouble to report meaningful use when the 
incentive doesn’t even cover the cost?”  Well if the cash incentive of up to $44,000 to meet meaningful use isn’t enough of a push, 
buying an EHR could very well bring some big bonuses your way, in the form of federal tax write-offs.

Deduction experts say, when you put an EHR into service by December 31, 2011, you can write off the entire cost of the system as 
“depreciation”.  This includes any physical building improvements that may be needed to accommodate the EHR.

Now, this is not “on top” of meeting meaningful use.  The two are completely unrelated.  You do not have to meet meaningful use 
to write-off the EHR as depreciation.  EHR consultant, Ron Sterling, of Sterling Solutions was quoted in a Part B News article 
stating “this is not very widely known at all. You are required to place the EHR ‘in service’, but this falls short of meaningful use 
and is a legal term not set by CMS.”

Internal Revenue Code, sections 167, 168 and 179, permit businesses to take a “depreciation” deduction on investments in property 
use to operate the business over a period of time.  Legislation passed in 2010 expands these provisions, specifically the creation of 
a “bonus depreciation” equal to 100% of the cost of the investment, so as long as the investment is in place by December 31, 2011.  
Sterling goes on to say, “As further strategy to stimulate investment across all industries, [the government] changed tax laws to 
allow businesses to accelerate depreciation and…to take investments off as a deduction, instead of spreading out depreciation over 
a five-year period. The end result is that as a medical practice looking into an EHR, you can basically write off everything in 2011, 
as long as you put it into service.”

Federal tax experts state these provisions don’t only apply to the EHR systems 
purchased by medical practices, but they also include building improvements 
associated with the EHR implementation, such as broadband wiring and 
ventilation for the servers.  The stipulation being that the improvement must 
directly support and be made as a result of the EHR system.

What happens after December 31, 2011? The bonus depreciation provided under section 179 drops to 50%.

YOU MUST CONSULT YOUR TAX EXPERT!
Don’t take our word for it or anyone else’s for that matter.  Consult with a tax lawer.  There has been little feedback of any practice 
successfully taking advantage of this deduction, but it also isn’t exactly a straightforward, well-understood law.  Even EHR vendors 
who may use the tax deduction as a selling point for their system have stated they do not know enough about the program to speak 
about it.  So that is an absolute indicator that you need to do your research.

“is it worth all the trouble 

to report meaningful use 

when the incentive doesn’t 

even cover the cost?”
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Did You Get the Memo?
ChanGE In PaPERwoRk FoR x12n VERsIon 5010

Starting July 1, 2011, providers will have to send a new cover letter with their X12N Version 5010 submittals. There are a few important points that 
providers need to know.

•	 Your Medicare contractor will provide the cover sheet to their trading partners via hardcopy and/or electronic download.

•	 Submitters must send the additional documentation AFTER the claim has been electronically submitted with the PWK segment.

•	 Submitters will need to accurately and completely record data on the fax/mail cover sheet that relates the faxed/mailed data to the PWK Loop on 

the claim.

•	 Medicare contractors will manually return PWK data submissions (cover sheet and attached data) which are incomplete or incorrectly filled out.

•	 Medicare contractors will allow seven calendar “waiting” days (from the date of receipt) for additional information to be faxed or ten calendar 

“waiting” days for additional information to be mailed.

•	 Submitters must send ALL relevant PWK data at the same time for the same claim.

A sample of the cover sheet is available attached to the CMS transmittal pdf at: http://www.cms.gov/Transmittals/downloads/R874OTN.pdf

June is antiphospholipid antibody syndrome awareness Month
thE MYstERY BEhInD ICD-9 CoDE 289.81

Tucked under the Syndrome section of the ICD-9 Alphabetical Index, you can find Antiphospholipid Antibody, code 289.81. Flipping over to the 
Diseases of the Blood and Blood—Forming Organs section, there it is: “Primary hypercoagulable state.” But it’s more than just a number; it is a disease 
that is often misunderstood.

Antiphospholipid Antibody Syndrome (APS) is an autoimmune disease where the body recognizes 
certain normal components of blood and/or cell membranes as foreign substances and produces 
antibodies against them. This results in increased blood clotting and other health issues, such 
as premature stroke, repeated miscarriages, phlebitis, venous thrombosis and pulmonary 
thromboembolism.

People often confuse APS with acquired immune deficiency syndrome (AIDS) or a form of cancer, 
according to the APS Foundation of America. APS is not contagious, and no specific gene has been 
tied to the disease thus far. Women are more likely to be affected than men. Many patients with APS 
also have Lupus.

According to the 2006 International consensus statement on an update of the classification criteria for 
definite APS, “identification of APS requires the presence of vascular thrombosis and/or pregnancy 
morbidity, along with at least 1 of the following antiphospholipid antibodies: lupus anticoagulant 
(LA) antibodies, cardiolipin IgG and IgM antibodies, and β2-glycoprotein I (β2-GPI) IgG and IgM 
antibodies.” There are many laboratory tests used to identify these antibodies, so be sure to check 
documentation for these tests when coding a new diagnosis of APS.

More information, support and references are available on the APS Foundation of America’s website: 
www.apsfa.org
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Good news for state and local government agencies, tribes and territories, state and local non-profits. All are now eligible to apply for 
community transformation grants!  Of the $100 Million available in prevention grants, the Department of Health and Human Services (HHS) 
also plans to direct 20% to rural and frontier areas.  

HHS announced the availability of funding for up to 75 Community Transformation Grants. These community grants will help implement 
projects proven to reduce chronic disease, such as diabetes (250.0) and heart disease (390-459). These grants are intended to improve health, 
reduce health disparities and lower health care costs, by promoting healthy lifestyles and communities, especially population groups most 
susceptible to the burdens of chronic disease. 

The Community Transformation Grants are part of the broad efforts by the Obama Administration to address the health and well being of 
our communities.  Initiatives include the President’s Childhood Obesity Task Force, the First Lady’s “Let’s Move!” Campaign, the National 
Prevention Strategy, the National Quality Strategy, and the HHS’ “Communities Putting Prevention to Work” program. As part of the 
Affordable Care Act, the Prevention and Public Health Fund, is supporting this and other initiatives designed to expand and sustain the 
necessary capacity to prevent disease, detect it early, manage conditions before they become severe, and provide states and communities the 
resources they need to promote healthy living.

“Community Transformation Grants will empower local communities with resources, information, and the flexibility to help make their 
residents healthier,” said HHS Secretary Kathleen Sebelius. “By helping to transform communities at the ground level, these efforts can have a 
major impact on the health of Americans.”

“It is critical that we sustain our work to develop and spread effective programs that address leading killers like heart disease, cancer, and 
stroke,” said Dr. Thomas Frieden, director of the Centers for Disease Control and Prevention, which oversees the Community Transformation 
Grants program. “These funds will allow us to build on successful programs that have helped people lead healthier lifestyles and help us save 
millions in health care costs in the future.” 

Chronic heart disease (390-459), cancer, (140-293) stroke (430-438) and diabetes  (250.0) are, to say the very least, 
taking a heartbreaking toll.  Healthcare.gov states 7 of every 10 deaths are chronic disease related, most of which 

are caused by tobacco use (V15.82), obesity (278), poor diet (269.9) and less-than-minimal physical 
activity (780.00).  Treatments for these chronic diseases amount to more than 75% of the nation’s  $2 

Trillion spent on annual U.S. medical costs.  Obesity alone signifies health care costs that have 
driven to $147 Billion (2008) in weight-related medical bills.
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Per law, the grants will focus on five priority areas: 
•	 Tobacco-free living;
•	 Active living;
•	 Healthy eating;
•	 Evidence-based quality clinical and other preventative services specific to prevention, and control of high 

blood pressure and high cholesterol;
•	 Social and emotional wellness, such as facilitating early identification of mental health needs and access to 

quality services, especially people with chronic disease;
•	 Healthier and safe, physical environment

Individual communities are encouraged to address additional areas of disease prevention that promote the overall reduction 
of chronic disease rates such as: 

Applications must be evidence-based strategies and they must ensure that the activities have broad population impact as well as address health 
imbalances.

HHS examples of projects that could qualify for grants:
•	 Eliminate food deserts and increase access to healthier options
•	 Improve school nutrition
•	 Bring healthier food to corner markets in urban areas
•	 Promoting blood pressure and cholesterol screening

Applications are due to the Centers for Disease Control and Prevention (CDC) in July 2011.  The grants are expected to be awarded near the 
end of the summer.  These grants will run for 5 years with the intentions to expand the scope and reach of the projects over time as resources 
permit.

For more information about the how the Fund is helping to promote prevention in every state, visit www.HealthCare.gov/news/factsheets/
prevention02092011a.html

The official funding opportunity announcement for the Community Transformation Grants can be found at www.
Grants.gov by searching for CDFA 93.544.  For more information about the grants, visit www.healthcare.
gov/news/factsheets/grans05132011a.html or www.cdc.gov/communitytransformation

•	 adolescent health
•	 arthritis and osteoporosis
•	 cancer
•	 diabetes
•	 disabilities and secondary conditions
•	 educational and community-based 

services

•	 environmental health
•	 HIV
•	 injury and violence prevention
•	 maternal, infant and child health
•	 mental health and mental disorders
•	 health of older adults

•	 oral health
•	 STDs
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Recovery Audit Contractors (RACs) have been known to strike fear into billing departments at the mere mention of their name. Audits are never 
fun, and they are the worst when they are unexpected. To protect your practice, you need to know as much as possible about your RAC. For this 

reason, we will navigate the four websites of the four regional RACs: 
Region A: Diversified Collection Service’s - www.dcsrac.com/PROVIDERPORTAL.aspx
Region B: CGI Technologies and Solutions, Inc. - racb.cgi.com
Region C: Connolly Consulting - www.connolly.com/healthcare/Pages/CMSRACProgram.aspx
Region D: HealthDataInsights - racinfo.healthdatainsights.com/home.aspx?ReturnUrl=%2f

Region A
Starting in region A, which is located in the Northeast, you arrive on Diversified Collection Service’s (DCS’s) website (above). Click on the Provider 
Portal at the top of the teal page to get yourself started. Important notices and updates will be provided at the top of the page. To your left you will see 
the navigation bar, where you can download forms and check the status of current claims.

The FAQ page is an important tool for staying ahead of the auditors. For example, DCS uses subcontractors, such as iHealth Technologies and PRGX. 
Also, if a provider disagrees with DCS’s determination on a claim, then they can contact DCS via telephone or written inquiry and even provide 
additional information and documentation to support the original claim. The due date for filing an appeal is the 31st day after the receipt of the review 
results. Additionally, a provider has 45 days to provide the RAC with medical records (plus 10 days for mailing) upon request.

You should also check out the Issues Under Review link on the left side of the page, in the navigation bar. This will take you to a list of all the open issues 
that the RAC can audit for. This is what they are looking for, so this is what your practice needs to keep covered in an audit.

Region B
CGI Technologies and Solutions, Inc. covers the north from Minnesota to Kentucky. The home page provides a brief description of CGI and its services. 
The Letters section, located toward the top of the page, provides links to various forms and boilerplate letters. The FAQs section will provide any new 
information, as well as several documents to help providers submit to the RAC, such as the RAC Process Flowchart. By going to the providers section, 
you can log in using your Medicare ID or National Provider Identifier (NPI).
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The “Issues” link at the top navigation bar will take you to a list of issues the 
RAC is looking for. You can check out the details on every issue the RAC is 
approved to audit for. This is the best way to stay ahead of the curve and 
make sure that your practice is compliant.

Region C
Connolly Consulting is in charge of the south, from Virginia to 
New Mexico. It is the largest region, and also includes Puerto Rico 
and the U.S. Virgin Islands. The home page (CMS RAC Program) 
gives a brief overview of the RAC, and provides links to resources 
located on CMS’ website. The “Important Links” section includes 
instructions on how to submit records (Record Submission) and 
Provider Contact Information, which will put you in touch with 
your own personal RAC auditor. You can also call the Toll-free RAC 
number at 866.360.2507.

Another “Important Link” is the “Approved Issues” link. This takes you to 
a list of all the things that the RAC will be checking for in the case of an audit. 
Make sure to check this regularly, because it will give you a good idea of what the 
potential problem areas will be if a RAC comes knocking on your door.

Region D
Our fourth and final RAC is HealthDataInsights (HDI), which is responsible for the mid and Northwest, as well as Alaska and Hawaii. The top of the 
page includes the navigation menu, which will direct you around the site. The Region D Information link will direct you to some basic RAC educational 
documents. “Get answers to your questions on the RAC program” will direct you to the FAQ page, also located on the top of the page in the green 
navigation bar. This is broken down into categories, which will explain all the regulations and timelines to help providers comply with an RAC audit.

The “New Issues link” is a valuable resource for any practice. It provides a list of all the issues that the RAC is approved to check for by CMS. If it isn’t 
on the list, then the RAC is not approved to audit for it. This will help you to focus your RAC readiness to the issues that will actually come up in a real 
audit.

Bon VoYaGE
This concludes our fabulous journey through the ever-expanding sea of information. Hopefully, this will give you a better barometer to show what you 
can do individually to keep up with the latest coding news and regulations. Our four-month tour took us through many government websites, but when 
you get right down to it they are all very similar. The most important tool a navigator can have is to understand the process of searching for information. 
If you know where to start, what to look for, and where you want to go, you can find just about anything. Good luck out there. It’s a big ocean.



Medical Business Journal - June 201118

Recent audits of seven hospitals and The Centers for Medicare and Medicaid Services 
(CMS) found a great deal of vulnerabilities for electronic patient health information 
(ePHI). The audits were conducted by the Office of the Inspector General (OIG) and 
found 151 vulnerabilities, 124 of which were categorized as high impact.

Under the security standards in Regulations CFRR 164.306(a) “covered entities must do the following: 

(1) Ensure the confidentiality, integrity, and availability of all electronic protected health information the covered entity 
creates, receives, maintains, or transmits. 

(2) Protect against any reasonably anticipated threats or hazards to the security or integrity of such information. 

(3) Protect against any reasonably anticipated uses or disclosures of such information that are not permitted or required 
under subpart E of this part. 

(4) Ensure compliance with this subpart by its workforce.”

The vulnerabilities found included technical problems, physical problems and lack of administrative oversight. 
Some specific examples included ePHI programs that did not automatically log off due to inactivity, a door to 
sensitive backup servers and physical records that was open to anyone, and a lack of any inventory system to 
keep track of computer equipment containing ePHI. In one case ePHI was actually accessed by unauthorized 
personnel, who allegedly opened credit card accounts using this information.

The report concluded that CMS has not provided adequate oversight to ensure that the Security Rule of the Health Insurance Portability and 
Accountability Act of 1996 (HIPAA) was followed. The 10 covered entities that CMS did review since OIG’s last report already had complaints filed 
against them, were identified in the media as potentially violating the Security Rule, or were recommended to CMS by the Office of Civil Rights 
(OCR).

In 2009, the responsibility to implement the Security Rule and conduct audits was delegated to the OCR. OIG’s report found that the OCR has a 
process for reviewing ePHI protection measures at random, but thus far has only conducted audits based on recommendations of potential Security 
Rule violators.

The full report is available at: 
http://oig.hhs.gov/oas/reports/region4/40805069.asp
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Studies confirm:
Find Brain-Balance through Meditation 

An eight-week study by scientists from the Massachusetts General Hospital 
in Boston took 16 participants through a mindful meditation program.  
The study in the Social, Cognitive and Affective Neuroscience Journal was 
supported by the National Institute of Health.  Each respondent participated 
for 30 mins. per day.  Results show meditation affects regions of the brain 
associated with sense of self, empathy, muscle control, stress and memory 
and the effects may last longer than during the meditation alone.  The 
study used three meditation techniques: breath awareness meditation, yoga 
and body scan meditation.  All, of which, are taught in a way to enhance 
mindfulness. Sarah Lazar, scientist at Mass General, says “It’s been defined 
as paying attention in the present moment, on purpose, with a specific non-
judgmental attitude”.  

Positive effects of meditation: 
•	 Decreased tension levels
•	 Fewer hyper-reactions to disturbances and frustrations
•	 Decreased psychosomatic conditions such as headache, asthma, 

hypertension, insomnia and excess sleep
•	 Decreased use of psychoactive drugs
•	 Freeing blocks in creative energy which in turn is experienced as free 

spontaneous association, decreased need for daytime sleep, increase  in 
productivity

•	 Better ability to see humor in various situations

Brain images were taken of each subject before and after the training.  
Scientists found increases in gray-matter density in the hippocampus (an 
area responsible for learning and memory).  The same images showed 
decreased density in the amygdala (which is responsible for our anxiety and 
stress responses). The way we feel – calm or anxious – can be correlated with 
real structural indicators in our brains.

The MBJ is proud to introduce its newest column Health Nut. Health Nut is the MBJ’s contribution to the Medical Business community to promote awareness on topics such as diet, 
preventative care, vitamin supplements, weight loss and overall health.  The medical field is scrutinized constantly for false allegations of employing workers who struggle with a healthy 
lifestyle.  Of those in the medical field, this can be hurtful, to say the least. Any busy lifestyle with stresses that include, but are not limited to, the health and well being of other people, the 
hoops and ambiguities of reimbursement, the overall management of a diverse staff – its no wonder we can’t find the time to make heads or tails of the newest fad diets, the updated health 
information [that does not apply to our specialty practice] or what opinions really work and what is just a waste of our precious time.  As to not take up too much time, the MBJ wants to 
offer information and tips in small dosages…little health nuts.  

These days, finding 30 minutes to do something that is strictly for you is nearly 
impossible. 
New Rule: Take 5 each day – this can be in the form of breaths, or minutes.  
Then, build up as you begin to feel the benefits.
Challenge: Breathe. Doesn’t sound like much of a challenge, does it? 
Remember we’re taking baby steps, here.   

For the next 24 hours pay close attention to your breathing.  Do you hold your 
breath when you’re walking to your car fumbling around for your keys in your 
purse or patting your pockets down? Do you breathe heavily or shallow when 
you’re sitting at your computer?  How about when you are trying to fit lunch 
into your busy schedule?

On Day 2, find time to take 5 breaths:
A workers’ take on Savasana (pronounced shah-VAH-sah-nah) a posture 
typically associated with Yoga.
Step 1: Find a quiet place (it may even be a bathroom), 
Step 2: Stand with your feet shoulder width apart, arms hanging loosely by 
your sides,  (if you find a place to lay down, that’s even better – lay on your 
back, feet shoulder width apart, arms to your sides, palms facing up), 
Step 3: Close your eyes - relax your whole body
Step 4: Take 5 good, long, deep breaths
Breathe: 
Clear your mind as you breath in, concentrate on your breath and don’t let 
your inner voice sneak in, remember this is your time! As you breathe out, 
feel the stresses of the day leave with your breath and through your fingertips.  
Awaken with Breath: 
After the 5th breath, shake your fingers out, wiggle your toes, lightly ‘wash’ your 
face with your fingertips and open your eyes.  

Take the challenge for two weeks: 
Every day, pay close attention to your breath (when you’re working, walking, 
watching television, cooking, eating, driving, etc) and every other day, take the 
time to breathe. 

Looking for more advanced forms of meditation?  How about…
Yoga: Most yoga styles combine physical postures with deep breathing and 
meditations by inducing relaxation.
Tai Chi: This is core training that involves two primary features: Solo Form 
and Pushing Hands.  The former is a slow sequence of movements, which 
emphasize a straight spine, abdominal breathing and a natural range of 
motion.  The latter is used for training movement principles of the form, with 
a partner, and in a more practical manner. 
 
Share your meditation tips and stories at: news@mbjonline.com.
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The most asked questions this month

Q: I have a payer who is denying The Diagnostic Testing 
Facility--the facility charge as a duplicate claim, even though the 
place of service is “24”(Ambulatory Surgery Center).  Both the 
physician’s charges and the facility charges are billed to them on 
HCFA.

I talked to a rep that told me we need a modifier on the 
procedure to let them know it is an ACS.  Do you know which 
modifier?  Is it SG??

A: Yes the ACS modifier is SG. You may also want to look 
at modifier 91, which denotes a “Repeat clinical diagnostic 
laboratory test”.  

Q: If I have orders that say MRI Brain wo/w contrast and IAC’s. 
Which CPT code(s) do I use?
 I know 70553 but what about the IAC’s?

A: Instructions state to report 70553 & 70553-59.  However, 
keep in mind if you are billing to Medicare, they may only 
honor the first radiological service.  If you are not reporting to 
Medicare, you may want to review your doc’s contract with the 
payor to confirm the acceptance of modifier 59 as well.

Q: I am reading HCPCS CODE G8553 and I am confused 
where to use it. Does it mean that when my doctor prescribes 
electronically, we can include this code too? If yes, I don’t know 
how much to bill. Do you think you can help me with any 
information to this?

A:  Yes, if your doctor e-prescribes, you will include this code 
as well.  This is a claims-based service so you will report the 
G-code with $0.00 value, for any E/M service, any diagnosis.  By 
doing so, this indicates your practice has a qualified e-prescribe 
program and it was used for a least one prescription for the visit 
and it can count towards the minimum amount needed to gain 
the incentive.

Coding Corner

Did you know MBJ 
Subscribers can use 

the Coding Corner for 
free?  Please send 
all coding questions 
via email to news@

mbjonline.com
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