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Letter from the Editor
Dear Readers,
Happy Independence Day. To celebrate, this month’s MBJ is full of great news
about and from U.S. government agencies. From the CDC to CMS, all the big
government services get a shout out. While your contemplating 200 plus years
of United States greatness, take a look at all the great services the government
still has to offer.
The July CMS updates are out, and with them come new HCPCS and CPT
codes. Updated payment schedules are all the rage, so check out some of the
latest monetary fashions. We also have some humor released by the CDC,
and the annual financial report on the Medicare trust fund. Additionally, as the
ICD-10 draws ever closer, we give you some tips on how to keep ahead of the
impending deadline.
If you haven’t taken our online survey, we encourage you to do so. Again, the
survey is available online at:
http://www.surveymonkey.com/s/5VYYJZL
The password for July is viral. When accessing the July issue on MBJonline.
com, type in viral as both the username and password to get to the online
issue.
Thank you.

Health Nut

Christopher Myers
Editor-in-Chief, Medical Business Journal
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Making EHRs Efficient and Reliable
How to develop EHR templates that are coding-compliant
Electronic Health Records (EHRs) are designed to help automate the coding and billing process. However, with more automation comes more
opportunity for error… and denied claims. The key is striking a balance between saving physician time and energy and making sure that documentation
is accurate and supports code selection. This is a difficult task, and there are several important considerations to make while selecting a template for
your EHR.
One of the biggest pitfalls you can encounter with an EHR is proving the documented services were actually performed. One is tempted to use a
template where documentation options are either pre-populated or selected from a drop down menu, based on the diagnosis or procedure. However,
this ends up with all of the records being identical, leaving auditors skeptical as to whether all the specific procedures were actually performed, or just
selected by the physician to save time. This is why it is important to have a customizable field where the doctor can change documentation to match
each specific case, if not have a blank field for the doctor to fill out completely every time.
Another problem may be under-coding. Sometimes a specific procedure will call for drugs and medical supplies to be used that are not automatically
coded by the EHR. For example, the EHR may assume the supplies are included in the payment for the procedure, even if in reality extra supplies
were used. It is important to have a field to report all HCPCS codes, which can be manually input by the physician or coder to ensure complete
reimbursement.
It should be considered whether custom templates can be made in house, or if the EHR vendor has to make all customizations. The latter may be costly,
but ultimately could be the right path for an office that is less tech savvy or doesn’t have the time to create specialty templates. One practice may have
as many templates as it has doctors because common procedures for one may be rare for another. Flexibility is a very important consideration going
forward.
The impending ICD-10 transition is also a hefty issue to be considered. It is important to begin a dialogue with your EHR vendor on how they intend to
change and update their EHR when the transition takes place.
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Annual Report on the Medicare Trust Fund
Part A to default by 2024

M

edicare is still projected to become insolvent in the next 20 years, but that isn’t exactly news. This year’s report does, however, provide some new
insights into the program’s shaky fiscal health and, at the very least, encourages legislative action before the curtain finally falls.

First, here is some background on how Medicare is funded. Medicare Part A (Hospital Medicare) is funded by the Medicare Trust fund, interest on it,
and payroll taxes (the Medicare taxes that show up on your paychecks). Medicare Part A applies to inpatient and hospital services primarily. Part B,
which applies to outpatient doctor visits, is funded by a combination of premiums paid by beneficiaries and general Federal government revenue. Part D,
which provides prescription drug benefits, is also funded in this way.
Under current economic models and laws, the report predicts the Medicare trust fund to be exhausted in 2024. This is 5 years earlier than predicted
in last year’s report. It also predicts expenses to exceed revenues for this entire time, as it has done since 2008. This continual deficit is predicted to
bankrupt the program.
The story for Part B and D is a little sunnier, in some ways. Because the amount of general revenue put into the programs is calculated each year to cover
predicted expenses, the program can’t really default in the same way that Part A can. But the report expects the expenses of this program to grow, and
outpace premium raises, thus increasing the amount of general revenue funds required of it each year.
The result is that “costs are projected to more than double as a share of GDP over the next 75 years, from 1.9 percent to 4.1 percent.”
These figures include the scheduled 30 percent reduction in physician payments for 2012. Congress has passed laws to prevent these reductions every
year since 2003, and they are likely to do so again. If the reductions do take effect, then the amount a physician is paid under Part B will amount to 40%
less than corresponding private insurance payers within 20 years.
“Under current law, the annual increase in Medicare prices for most health services will be reduced by about 1.1 percentage points (the estimated
growth in economy-wide multifactor productivity) below the increase in prices that providers must pay to purchase the goods and services they need to
provide health care services.”
This will almost certainly impact beneficiaries’ ability to receive quality care, and may drive physicians to stop seeing Medicare patients altogether. If
these reductions are postponed or canceled, the program faces another set of problems.
“Specifically, if Medicare payments to physicians were updated by the Medicare Economic Index, rather than decreasing over 29 percent in 2012 as
required under current law, and if the productivity adjustments to price updates for other Medicare services were gradually phased out starting in 2020,
then the projected total cost of Medicare in 2080 would be 10.4 percent of GDP (versus 6.2 percent under current law)…”
The report is hopeful that legislators can meet and come to an agreement to address these problems in the very near future.
www.mbjonline.com - Medical Business Journal
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Implementation of 5010 and ICD-10 are intended to improve patient care quality, enhance claim processing, improve data reporting and promote
synergistic operability throughout the industry.
It’s safe to say there will be significant impact to provider billing and payment processing across the board, if those involved (stakeholders) fail to
collaborate, coordinate and communicate throughout this transition.
Here are some quick, at-a-glance facts to consider regarding HIPAA (Health Information Portability and Accountability Act 1996):

•
•
•

Federally mandated HIPAA – AS (Administrative Simplification) standard covered electronic transaction and code sets are changing.
On January 16, 2009, the Dept of Health and Human Services (DHHS) announced the final rules for electronic transactions (version HIPAA
5010) and new code set standards (ICD-10-CM).
HIPAA compliance dates are January 1, 2012 for the updated electronic transactions and October 1, 2013 for the new ICD-10 code set standards.
Implementing the new electronic transactions transition period ran from January 1, 2011 and ended December 31, 2011. See where you stand on
the target dates (below)

What you should’ve already accomplished:
Recommended
Target
Date

HIPAA Compliance
Milestone

January 2009

Start Level 1 HIPAA Compliance Activities (gap
analysis; design; development; internal testing)

January 2010

Start Internal Testing for Version 5010 (part of Level 1
Compliance activities)

December 2010

Achieve Level 1 Compliance (covered entities have
completed internal testing and can now send/receive
compliant transactions)

January 2011

Begin Level 2 Compliance Activities (external testing
with trading partners begins; begin dual 4010/5010
processing)
What you have ahead of you:

4

January 1, 2012

Achieve Level 2 Compliance (5010 Compliance Date
for All Covered Entities)

October 1, 2013

ICD-10-CM Compliance Date for All Covered Entities
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What will HIPAA-AS and ICD-10-CM change?
The ICD-10-CM (Clinical Modifications) and ICD10-PCS (Procedural Coding Structure) are new medical code sets under HIPAA-AS and represents a
fundamental overhaul of the 30-year-old ICD-9 coding system.

•
•
•

ICD10-CM replaces ICD-9-CM for diagnosis coding

•

ICD10-CM and PCS code sets provide the following:

ICD10-PCS replaces CPT-4, ICD9-CM Vol. III and HCPCS for inpatient hospital procedure coding ONLY
Currently the ICD-9 codes set are outdated and do not reflect advances in medical technology as well as lack description. Why not just add to
it? Numbers are infinite, right? Well, the format of this resource was not developed to allow room for expansion as it needs – it capped at 24,000
codes. Sound familiar? Remember, Y2K? Its has actually been said that the ICD-10 migration holds potential to surpass Y2K in cost and impact

o
o

•

o

Greater flexibility to enable future additions and capabilities by allowing for over 155,000 codes.
More specific, descriptive and robust categories for precise coding, streamlined reimbursement processes and richer data quality for
further analysis
Maximization of the value of clinical data and the business value of interoperability of e-Health initiatives and the EHR

ICD codes are used for more than just reimbursement. Its used to adjudicate coverage, compile medical statistics and assess quality of care.
The 5010 transition is necessary because the applications have to change to accommodate the new codes for medical procedures that aren’t
covered under the ICD-9-CM code sets. This will take time and effort – preparation is key!

5010 Implementation Do’s and Don’t Forgets:

•
•
•
•
•
•
•
•

DO: Increase your understanding and awareness of all the technical and business process changes required to comply with the new electronic
transactions and Code Set standards
(Don’t Forget: to include internal & external partners/affiliates in your communication and outreach).
DO: A gap analysis between the current state and future state of your practice to identify all that needs to be done
(Don’t Forget: there are additions, deletions and modifications of data content across all electronic transactions).
DO: Engage external vendors and electronic trading partners
(Don’t Forget: to ensure that compliance interpretations are consistent and that testing and implementation timelines are realistically attainable).
DO: Test internal business systems – their capabilities, business process changes and interfaces - with your electronic trading partners. This
requires communication, collaboration and coordination
(Don’t Forget: end-to-end systems capability testing is a huge challenge for everyone in the health care industry; early planning is paramount;
testing 5010 helps determine problematic areas).

HIPAA-AS 5010 / ICD-10-CM: Areas of Impact

•
•

•

Business processes that utilize data content in the new formatted HIPAA-AS electronic transactions and code sets.
The transition to ICD-10-CM will impact the following health care processes:

o
o
o
o
o
o
o
o
o
o

Measuring the quality, safety and efficacy of patient care.

o
o

Mapping HIPAA transactions to EDI transactions

Making clinical decisions based on data obtained from multiple sources.
Design of payment systems and medical claim reimbursement.
Research studies, clinical trials and resource utilization.
Health policy setting across the health care industry.
Improving clinical, financial and administrative performance.
Increases in the identification of medical fraud and abusive practices.
Tracking public health issues and risks.
Providing data to “consumers” regarding costs and outcomes of treatment options.
Information Technology needs to be looked at including ,but not limited, to backend Applications for Claims, Eligibility, EDI
Integration tools to support the HIPAA 5010 initiative.

Additional HIPAA Compliance Services offered by EDI Specialists include:
Providing HIPAA experienced Q&A and testing professionals

www.mbjonline.com - Medical Business Journal
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ou’ve been hearing about it for years: “ICD-10 Implementation is set to go live on October 1st” 2010, 2011… and finally, 2013. Contrary to
beliefs based on historical “push backs”, CMS is ready and there will be no such delay this time around. There are only so many days before the
switch flips from I-9 to I-10 and the Tortoise and the Hare approach is not recommended…there’s still time to get in the race to save the health
of your practice [well…for those who do not plan to retire before the conversion is complete]. Many doctors don’t understand all the hype…”what’s the
problem? Its just a software upgrade”…”oh, they’re just codes”…”the ‘change’ doesn’t affect me…my staffs’ got this” and …”Training?”. Yes, training! The
majority of your ICD-10 budget will be spent in training and preparation alone.
Experts say, you don’t need to learn the code set at this time; it’s too early. Agreed. However, understanding the coding guidelines is a different story.
For those in the middle of the implementation process, the structure of the new code system is something you can familiarize yourself with now. For
those who have yet to begin…the first step is damage control or as it is affectionately referred to: “impact assessment.” Careful planning will help keep
cost at the lowest level possible.
Here are some preliminary questions to seek answers to:

•
•
•
•
•

What is the cost to modify processes and forms?
What is the cost of the necessary software changes?
What if a large amount of claims are denied post Oct. 1, 2013?
What parts of your practice/company will be affected?
Who needs Training?

o

What will it cost to train them?

(for more ICD-10 Implementation Assessment Questions to consider, please see the chart at the bottom of the page)

Once you have answers to your questions, this will help your organization plan for potential expense-increases without corresponding revenue. The
risks can be significantly reduced if your plan is thought-out carefully and communication is effective. Remember, the majority of the work is going to
be in the preparation. So where do you begin? You have to start. We have 824 days to prepare – take advantage of this! A gradual, methodic transition
will save a lot of stress and lessen your chances of negative impact to your revenue cycle come Q4: 2013.
Assign someone to keep your ICD-10 Implementation team frequently up-to-date. Whether you are in a hospital, physician practice, health plan,
vendor, the implementation of ICD-10 will bring several challenges your way.

Before you can communicate in ICD-10, you need to upgrade your software from 4010 to 5010 version of the HIPAA transaction. Testing your external
system started this past January 1, 2011 – this conversion needs to be complete by January 1, 2012 (that means, we’re more than ½ way there). For those
who are unfamiliar, the 5010 transactions enable the use of the ICD-10 codes set. Failure to meet the 5010 conversion deadline will cause delays in
effectively implementing ICD-10.
For information from CMS, go to: https://www.cms.gov/ICD10/12_2010_ICD_10_CM.asp, http://www.cms.gov/ICD10/11b_2011_ICD10PCS.asp
More ICD-10 Implementation Questions to Consider
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•

Is your practice management, software vendor and/or clearinghouse,

•
•

Are hardware upgrades necessary?

5010 or ICD-10 compliant? If so, can they provide written proof of
compliance?
What is your in-house process for handling ICD-9 claims after Oct.
1, 2013?
Medical Business Journal - July 2011

•
•
•
•
•

What are the top ICD-9 codes used in your practice and the
corresponding ICD-10 codes for them?
What is the most efficient and productive way to educate the staff
and physicians?
Who is responsible for updating forms with new diagnosis codes?
Who will monitor claim denials after Oct. 1, 2013
Will more staff resources be necessary to process denials?

Surviving on the RAC
Properly documenting Excisional Debridement
Excisional Debridement, ICD-9 code 86.22, is one focus of Recovery Audit Contractors (RACs). It requires precise documentation, as the Centers for
Medicare and Medicaid Services (CMS) and American Hospital Association (AHA) Coding Clinic guidelines are very specific. In order not to loose an
audit, you must tread very carefully when using this code.
Code 86.22 is defined as “surgical removal or cutting away of devitalized tissue, necrosis, or slough.” This is opposed to Code 86.28, Nonexcisional
Debridement, which is defined as “nonoperative brushing, irrigating, scrubbing, or washing away of devitalized tissue, necrosis, or slough,” according to
AHA guidelines. A nurse, therapist, physician assistant, or physician may perform code 86.22.
The most important thing to remember is that in order to bill for Excisional Debridement, there must be cutting away of tissue beyond the wound
margin, and this must be documented. When debridement extends beyond the skin and subcutaneous tissue, a different code must be used.
Additionally, 86.22 should not be coded when it’s included as part of a larger procedure.
Documentation is key, and all of these details must be included within the documentation. If documentation is unclear or inadequate, consult the
physician. This code has resulted in a great deal of overpayment, so it is closely scrutinized by RACs.

OIG Conducts Study on Hospital Acquired Conditions
13.5% of Medicare patients experience adverse event
The Office of the Inspector General (OIG) conducted a study sampling 780 Medicare patients who had at least one hospital stay in October 2008.
The study looked for serious events on the National Quality Forum’s (NQF’s) “adverse event” (or “never events”) list, the Medicare Hospital Acquired
Conditions (HAC) list, and the four most severe categories of the National Coordinating Council for Medication Errors Reporting and Prevention
(NCC MERP) Index for Categorizing Errors. The study then used a team of physicians to analyze which events were reasonably preventable.
The study found that 13.5 percent of patients experienced one or more of these adverse events during their hospital stay. Only 0.6 percent of those
sampled experienced an event on the NQF list, and only 1.0 percent experienced an HAC. Another 13.1 percent experienced one of the four most
serious events on the NCC MERP Index, with a 1.3 percent overlap (beneficiaries who experience adverse events in more than one category). An
additional 13.5 percent of patients experienced temporary adverse events.
Of these adverse events, reviewing physicians determined that 44 percent were clearly or likely preventable. They determined that events related to
surgery and other procedures were less likely to be preventable, while medication, patient care and infections were more likely to be preventable (only 17
percent of surgery events were determined to be preventable).
Counting only preventable events, the national incidence rate of adverse events was estimated to be at 7.4 percent. As a result, the OIG has made
several recommendations to the Department of Health and Human Services (HHS). Because NQF Serious Reportable Events and Medicare HACs only
represented a small portion of adverse events, OIG recommended that HHS expand its definitions to include a wider array of events that cause patients
harm.
The full report is available at:
http://oig.hhs.gov/oei/reports/oei-06-09-00090.pdf
www.mbjonline.com - Medical Business Journal
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breaks a nutritious diet into four color-coded sections: fruits (red), veggies
(green), grains (orange) and proteins (purple). Then, there is also a small
circle graphic off to the top right, for dairy (blue) to represent a glass of
milk (recommended fat-free or low-fat), cheese or yogurt.
There is also a pyramid-style legend to indicate what constitutes for what.
Nowadays, the reality is there are more Vegans and Vegetarians out there,
so meat/beans can be found under “Protein” to account for seafood and
tofu, and Veggies and grains are the largest. Note: references to sugars,
fats and oils have been removed and there’s been guidance to reduce salt
and limit saturated fats as well.

Pyramids to Plates

A realistic visual for portion control

“We’re not telling people what to eat, we are giving them a guide” says
Agricultural Secretary, Tom Vilsack “We’re not suggesting they not have
a cookie or desert, that’s not what its about”. My Plate simply shows that
nutrition doesn’t have to be complicated. The last thing parents need is

Since 1992, the US Department of Agriculture (USDA) utilized the

another complication in their already overly-busy lifestyles. Taking that

hierarchical “food pyramid” as a guide for Americans seeking balanced

fact into consideration, the pyramid became overly cumbersome – who

nutrition. Then in 2004-2005, things…changed - remember the Atkin’s

has time to weigh out three ounces of protein?

Diet craze? Shortly thereafter, “My Pyramid” was released. This

“We do have time to look at our kids’ plates” stated Michelle Obama.

update took lifestyle and age into consideration as well as quality of
the items involved. There also came the distinctions between complex

The USDA plans to use social media, post advice on twitter and add

carbohydrates and simple carbohydrates as well as the dreaded term

website features with interactive tools to help manage weight and exercise.

“Trans Fat”.
Despite all the fad diets, food label jargon and television weight loss
advice, obesity rates skyrocketed.
Now, 21 years after the debut of the original food pyramid guide, the
USDA along with first lady Michelle Obama, recently unveiled the new
nutrition guide graphic – my plate (www.choosemyplate.org). This makes
sense. My Plate is a realistic visual guide to portion control. The basis is a
9-inch plate whereas the average “neighborhood restaurant” plate ranges
from 10-3/4” to 12” thus, leading many Americans to believe a single
serving size is 2-4 times what it actually is!
Here is a look at the evolution of America’s visual queue:

Like the porridge Goldilocks chose, the USDA feels this plate is “juuusst
right”. It certainly [and simply] makes sense…and lets face it – most of
us didn’t pay attention to the pyramids anyway. As you can see the Plate
8

Medical Business Journal - July 2011

New Rule: Control what you eat, don’t let it control you
Challenge: Visualize portion-control.
I know, I know – between weight loss game shows, commercials
and Kirstie Alley you’re probably sick of hearing about port…
let’s call it “P.C.” (not just for computers and off-color humor
anymore).
Print out a copy of the actual-size plate, go to your local dollarstore and pick up some contact-paper (self-adhesive laminating
sheets).
Create some protected, semi-permanent placemats.
Wherever you eat lunch (at your desk, in the lunchroom, at
home, in your car), adhere the graphic. This will take the
guesswork out of things. If what’s on your physical plate
exceeds the boundaries of the graphics equivalent – discard it
(chuck it, give it away or save it for dinner). Something that has
stuck with me for years is the old saying…”a moment on the
lips, a lifetime on the hips”, but the reality is, it doesn’t have to .

www.mbjonline.com - Medical Business Journal

9

10

Medical Business Journal - July 2011

Tables Tables Tables!
July 2011 Update of the Hospital Outpatient Prospective Payment System (HOPPS)
As in every July, the folks at the Centers for Medicaid and Medicare Services (CMS) help you celebrate U.S. independence with
a heaping helping of administrative updates. The coding updates provided by the government this year are as diverse as the
country. Here is a breakdown of the major changes to the CPT and HCPCS schedules happening this summer.
New Services
New Services Assigned for Separate Payment under the HOPPS Effective July 1, 2011
HCPCS

Effective
date

SI

APC

Short
Descriptor

Long descriptor

Payment

Minimum
Unadjusted
Copayment

C9730

7/1/2011

T

0415

Bronchial
thermo, 1
lobe

Bronchoscopic bronchial
thermoplasty with
imaging guidance
(if performed),
radiofrequency ablation
of airway smooth
muscle, 1 lobe

$1,971.77

$459.92

C9731

7/1/2011

T

0415

Bronchial
thermo, >1
lobe

Bronchoscopic bronchial
thermoplasty with
imaging guidance
(if performed),
radiofrequency ablation
of airway smooth
muscle, 2 or more lobes

$1,971.77

$459.92

Coding Change for the Intralaminar Decompression Procedure Effective July 1, 2011
HCPCS

Effective
date

SI

APC

Short
Descriptor

Long descriptor

Payment

Minimum
Unadjusted
Copayment

C9729

7/1/2011

Deleted

Deleted

Percut lumbar
lami

Percutaneous
laminotomy/laminectomy
(intralaminar approach)
for decompression of
neural elements, (with
ligamentous resection,
discectomy, facetectomy
and/or foraminotomy,
when performed) any
method under indirect
image guidance, with
the use of an endoscope
when performed, single
or multiple levels,
unilateral or bilateral;
lumbar

N/A

N/A

0275T

7/1/2011

T

0208

Perq lamot/lam
lumbar

Percutaneous
laminotomy/laminectomy
(intralaminar approach)
for decompression of
neural elements, (with
or without ligamentous
resection, discectomy,
facetectomy and/or
foraminotomy) any
method under indirect
image guidance (eg,
fluoroscopic, CT), with
or without the use of
an endoscope, single or
multiple levels, unilateral
or bilateral; lumbar

$3,535.92

$707.19

www.mbjonline.com - Medical Business Journal
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Category III CPT Codes
Category III CPT Codes Implemented as of July 1, 2011
CPT Code

Long Descriptor

SI

APC

0262T

Implantation of catheter-delivered prosthetic pulmonary valve, endovascular
approach

C

NA

0263T

Intramuscular autologous bone marrow cell therapy, with preparation of harvested
cells, multiple injections, one leg, including ultrasound guidance, if performed;
complete procedure including unilateral or bilateral bone marrow harvest

S

0112

0264T

Intramuscular autologous bone marrow cell therapy, with preparation of harvested
cells, multiple injections, one leg, including ultrasound guidance, if performed;
complete procedure excluding bone marrow harvest

S

0112

0265T

Intramuscular autologous bone marrow cell therapy, with preparation of harvested
cells, multiple injections, one leg, including ultrasound guidance, if performed;
unilateral or bilateral bone marrow harvest only for intramuscular autologous bone
marrow cell therapy

S

0112

0266T

Implantation or replacement of carotid sinus baroreflex activation device; total
system (includes generator placement, unilateral or bilateral lead placement, intraoperative interrogation, programming, and repositioning, when performed)

C

NA

0267T

Implantation or replacement of carotid sinus baroreflex activation device; lead only,
unilateral (includes intra-operative interrogation, programming, and repositioning,
when performed)

T

0687

0268T

Implantation or replacement of carotid sinus baroreflex activation device;
pulse generator only (includes intra-operative interrogation, programming, and
repositioning, when performed)

S

0039

0269T

Revision or removal of carotid sinus baroreflex activation device; total system
(includes generator placement, unilateral or bilateral lead placement, intra-operative
interrogation, programming, and repositioning, when performed)

T

0221

0270T

Revision or removal of carotid sinus baroreflex activation device; lead only, unilateral
(includes intra-operative interrogation, programming, and repositioning, when
performed)

T

0687

0271T

Revision or removal of carotid sinus baroreflex activation device; pulse generator
only (includes intra-operative interrogation, programming, and repositioning, when
performed)

T

0688

0272T

Interrogation device evaluation (in person), carotid sinus baroreflex activation
system, including telemetric iterative communication with the implantable device to
monitor device diagnostics and programmed therapy values, with interpretation and
report (eg, battery status, lead impedance, pulse amplitude, pulse width, therapy
frequency, pathway mode, burst mode, therapy start/stop times each day)

S

0218

0273T

Interrogation device evaluation (in person), carotid sinus baroreflex activation
system, including telemetric iterative communication with the implantable device to
monitor device diagnostics and programmed therapy values, with interpretation and
report (eg, battery status, lead impedance, pulse amplitude, pulse width, therapy
frequency, pathway mode, burst mode, therapy start/stop times each day); with
programming

S

0218

0274T

Percutaneous laminotomy/laminectomy (intralaminar approach) for decompression
of neural elements, (with or without ligamentous resection, discectomy, facetectomy
and/or foraminotomy) any method under indirect image guidance (eg, fluoroscopic,
CT), with or without the use of an endoscope, single or multiple levels, unilateral or
bilateral; cervical or thoracic

T

0208

0275T

Percutaneous laminotomy/laminectomy (intralaminar approach) for decompression
of neural elements, (with or without ligamentous resection, discectomy, facetectomy
and/or foraminotomy) any method under indirect image guidance (eg, fluoroscopic,
CT), with or without the use of an endoscope, single or multiple levels, unilateral or
bilateral; lumbar

T

0208

Billing for Drugs, Biologicals, and Radiopharmaceuticals
CMS reminds hospitals that they should report all charges for drugs, biologicals and radiopharmaceuticals with the proper
HCPCS codes, regardless of whether they are packaged or paid separately. It is also important to use the unit values in the
HCPCS code, rather than the packaged units. For example, if a vial of a new drug is 10 mg, and the whole vial is administered,
but the HCPCS code for the drug reflects a unit of 1 mg, then that would be 10 units.
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Drugs and Biologicals with OPPS Pass-Through Status Effective July 1, 2011
HCPCS Code

Long Descriptor

APC

Status Indicator
Effective
7/1/11

C9283*

Injection, acetaminophen, 10 mg

9283

G

C9284*

Injection, ipilimumab, 1 mg

9284

G

C9285*

Lidocaine 70 mg/tetracaine 70 mg, per patch

9285

G

C9365*

Oasis Ultra Tri-Layer Matrix, per square centimeter

9365

G

C9406*

Iodine I-123 ioflupane, diagnostic, per study dose, up to
5 millicuries

9406

G

J1572

Injection, immune globulin, (flebogamma/flebogamma
dif), intravenous, non-lyophilized (e.g. liquid), 500 mg

0947

G

Q2044*

Injection, belimumab, 10 mg

1353

G

NOTE: The HCPCS codes identified with an “*” indicate that these are new codes effective July 1, 2011.
New HCPCS Codes Effective for Certain Drugs and Biologicals Effective July 1, 2011
HCPCS Code

Long Descriptor

APC

Status Indicator
Effective 7/1/11

Q2041

Injection, von willebrand factor complex (human),
Wilate, 1 i.u. vwf:rco

1352

G

Q2042

Injection, hydroxyprogesterone caproate, 1 mg

1354

K

Q2043

Sipuleucel-t, minimum of 50 million autologous cd54+
cells activated with pap-gm-csf, including leukapheresis
and all other preparatory procedures, per infusion

9273

G

Updated Payment Rates for HCPCS Code J2505 Effective April 1, 2010 through June 31, 2010
HCPCS Code

Status
Indicator

APC

Short Descriptor

Corrected
Payment Rate

Corrected
Minimum
Unadjusted
Copayment

J2505

K

9119

Injection, pegfilgrastim 6mg

$2,386.39

$477.28

Updated Payment Rates for Certain HCPCS Codes Effective July 1, 2010 through September 30, 2010
HCPCS Code

Status
Indicator

APC

Short Descriptor

Corrected
Payment Rate

Corrected
Minimum
Unadjusted
Copayment

J0150

K

0379

Injection adenosine
6 mg

$11.47

$2.29

J2430

K

0730

Pamidronate disodium
/30 mg

$15.12

$3.02

J2505

K

9119

Injection, pegfilgrastim
6mg

$2,423.91

$484.78

J9065

K

0858

Inj cladribine per 1 mg

$25.61

$5.12

J9178

K

1167

Inj, epirubicin hcl, 2
mg

$2.19

$0.44

J9200

K

0827

Floxuridine injection

$34.99

$7.00

J9206

K

0830

Irinotecan injection

$3.36

$0.67

J9208

K

0831

Ifosfomide injection

$29.83

$5.97

J9209

K

0732

Mesna injection

$4.15

$0.83

J9211

K

0832

Idarubicin hcl injection

$41.14

$8.23

J9263

K

1738

Oxaliplatin

$4.35

$0.87

J9293

K

0864

Mitoxantrone hydrochl
/ 5 mg

$44.38

$8.88

www.mbjonline.com - Medical Business Journal
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Updated Payment Rates for Certain HCPCS Codes Effective October 1, 2010 through December 31, 2010
HCPCS Code

Status
Indicator

APC

Short Descriptor

Corrected
Payment Rate

Corrected
Minimum
Unadjusted
Copayment

J0150

K

0379

Injection adenosine
6 mg

$9.59

$1.92

J2430

K

0730

Pamidronate disodium
/30 mg

$11.81

$2.36

J9065

K

0858

Inj cladribine per 1
mg

$24.97

$4.99

J9178

K

1167

Inj, epirubicin hcl, 2
mg

$9.17

$1.83

J9185

K

0842

Fludarabine
phosphate inj

$158.16

$31.63

J9200

K

0827

Floxuridine injection

$32.17

$6.43

J9206

K

0830

Irinotecan injection

$4.68

$0.94

J9208

K

0831

Ifosfomide injection

$31.54

$6.31

J9209

K

0732

Mesna injection

$4.62

$0.92

J9211

K

0832

Idarubicin hcl
injection

$84.06

$16.81

J9263

K

1738

Oxaliplatin

$4.60

$0.92

J9266

K

0843

Pegaspargase
injection

$2,675.40

$535.08

J9293

K

0864

Mitoxantrone
hydrochl / 5 mg

$33.48

$6.70

Updated Payment Rates for Certain HCPCS Codes Effective January 1, 2011 through March 31, 2011
HCPCS Code

Status
Indicator

APC

Short Descriptor

Corrected
Payment Rate

Corrected
Minimum
Unadjusted
Copayment

J9065

K

0858

Inj cladribine per 1 mg

$24.93

$4.99

J9178

K

1167

Inj, epirubicin hcl, 2 mg

$1.90

$0.38

J9200

K

0827

Floxuridine injection

$37.92

$7.58

J9206

K

0830

Irinotecan injection

$5.31

$1.06

J9208

K

0831

Ifosfomide injection

$33.40

$6.68

J9211

K

0832

Idarubicin hcl injection

$118.41

$23.68

J9265

K

1309

Paclitaxel injection

$6.95

$1.39

J9266

K

0843

Pegaspargase injection

$2,701.13

$540.23

J9293

K

0864

Mitoxantrone hydrochl /
5 mg

$33.36

$6.67

Reporting Hours of Observation
Observation time cannot be reported concurrently with a diagnostic or therapeutic procedure for which active monitoring is
included as part of the procedure. Instead, a hospital may bill for the two observation periods and the procedure separately. A
hospital may also deduct the average length of the interrupting procedure from the total observation time.
Payment Window for Outpatient Services Treated as Inpatient Services
Outpatient services will be bundled into the global period for inpatient stays if the outpatient procedure is related to the reason
for the inpatient admission and occurs up to three days before the admission. If the service is unrelated to the reason for
admission you can add condition code 51 (Attestation of Unrelated Outpatient Non-diagnostic Services) and bill separately.
For example, if a patient is admitted for a broken bone and had seen a physician about bronchitis the previous day, the two
events may be billed separately. However, if a patient is seen for pneumonia and it worsens, causing an inpatient admission
two days later, the first service is included in the inpatient global period and may not be billed separately.
Miscelanious
“CMS is updating the Medicare Claims Processing Manual, Pub. 100-04, Chapter 4, Section 200.3.4 to correct a typographical
error citing HCPCS code G0039 rather than G0339.”
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New Program to Create Cost vs. Quality Physician Reports
CMS proposes rule as part of the PPACA
Using both Medicare and private sector claims data, the Centers for Medicare and Medicaid Services (CMS) have proposed a
system for evaluating the cost of practices versus performance. This new rule is authorized under the Patient Protection and
Affordable Care Act (PPACA) and intends to curb rising health care costs by providing greater transparency to the market.
The program would appoint “qualified entities” which would have the authority to monitor claims data while being
responsible for possibly sensitive patient health information. The “qualified entities” would process claims data from both
Medicare and private insurance providers in order to show what practices are charging (on average) for certain procedures.
Using this data, the “qualified entities” would create reports comparing different prices to different outcomes for each
provider, which would be made available to the public.
The public reports would not include any individual patient data, only averages and aggregate data. “Qualified entities” would
have to apply for their status and be approved by CMS. CMS would be in charge of policing and monitoring these entities, and
have the authority to impose sanctions and banish entities from the program. This intends to prevent breaches of sensitive
information and other noncompliance.
The full, proposed rule is published in the June 8, 2011 issue of the Federal Register. CMS invites comments on the rule.

www.mbjonline.com - Medical Business Journal
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17 Branches of Government work together
toward the same goal
June 16, 2011 marked a historic event. Called for by the Affordable Care Act (ACA), the first-ever National Prevention Plan for Health and Wellness
was introduced. Seventeen government agencies, chaired by the Surgeon General, came together to form the National Preventions, Health Promotion,
and Public Health Council. In consultation with the public stakeholders and an Advisory Group of outside experts, they drew up a strategic and
comprehensive directional plan with the goal to help increase the number of Americans who are healthy at every stage of life.
The strategy comes with actions that public and private partners can take to help Americans stay healthy and fit. These public and private partners
will also work together to help implement the Strategy on the national, state, tribal and local levels, recognizing the importance of a broad approach to
addressing the health and wellbeing of our communities.
The Plan promotes things such as:

•
•
•
•
•
•

tobacco free living
preventing drug abuse and excessive alcohol use
injury and violence free living
healthy eating
active living
mental and emotional well-being

The plan was referred to as “Right and Smart” by America’ s Doctor Surgeon General Regina Benjamin. The outlined strategies will improve lives and as
a result, reduce health care costs.
What’s the importance of prevention?
Seven out of 10 deaths among Americans each year are from chronic diseases (such as cancer and heart disease) – statistics show, if caught early,
the chances of survival are much greater, but how can you catch it early if payers will only cover the test when deemed “medically necessary”? Now,
prevention is a necessity. Nearly one out of every two adults has at least one chronic illness; again, many of which are preventable. “This is too
important not to make the investment”, said Surgeon General Benjamin. Who can argue with that? By increasing the focus on prevention in our
communities, it will help improve America’s health, quality of life, prosperity, and reduce mental anguish. Racial and ethnic minority communities
experience higher rates of obesity, cancer, diabetes and AIDS.
We are the world, we are the children…
Children are becoming more and more vulnerable by the day. One in three children are overweight or obese which predisposes them to chronic
disease. This number is higher in African American and Hispanic communities.
With the nation’s focus redirected to preventing disease and illness before it sets in will create healthier workplaces, homes, schools and over all
communities which will help people get back to living as well as reduce their health care costs.
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Plan for a Healthier Future
As stated previously, the main goal of the National Prevention Plan is to increase the number of Americans who are health at every stage of life. What
does that mean? How will they track health improvements? This will be tracked by baseline data measures for comparison. For those of you who plan
to help transform the health and wellness of your community, in efforts to help the ACA and the CDC with correct data for proper tracking, be sure to
capture the following:

•
•
•
•
•

Primary language
Race
Age
Height
Weight

Children
Children are in school more days than ever before. If numerous studies found that regular physical activity supports better learning…then why is
it that estimates show only 3.8 percent of elementary schools, 7.1 percent of middle schools and 2.1 percent of high schools provide daily phys. ed.
classes? Many agree this was a huge step in the wrong direction, and this plan brings hope that the nation will get back on the right track.
Adults
Better health equals better attendance and performance as well. Preventing disease increases productivity – asthma, high blood pressure, smoking and
obesity each reduce annual productivity by $200-$440 per person.
Seniors
Better health allows seniors to keep their independence for longer. In turn, it helps promote and maintain positive mental and emotional health as
well.
Investing in prevention and awareness can be cost-effective, reduce health care costs and improve productivity.
The Plan provides evidence-based recommendations that are fundamental to improving the nation’s health through the active engagement of all sectors
of society to help achieve four broad strategic directions:
Building Health and Safe Communities
Employers can adopt practices that encourage physical activity and reduce pollution
Suggestions: carpool, park-and-ride incentives, telecommuting options, physical activity breaks
Expanding Quality Preventative Services in Both Clinical and Community Settings
Expand prevention efforts
Suggestions: diabetes prevention, immunization awareness
Empowering People to Make Health Choices
Make healthier options more available and affordable
Suggestion: mobile apps [there really is an app for everything, isn’t there?], personal health diaries, plate placemats, credible health websites
Eliminating Health Disparities
Improve quality of life
Suggestion: Health care providers can train and hire more qualified staff from underrepresented racial and ethnic minority groups and people with
disabilities
For a copy of the Prevention Plan, go to: www.healthcare.gov/center/councils/nphpphc/strategy/report.pdf

www.mbjonline.com - Medical Business Journal
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Apparently, surviving the undead is just like surviving a hurricane
Possibly because the Centers for Disease Control (CDC) was fictionally blown up in the AMC series The Walking Dead, the CDC
has released a survival plan to be implemented in the case of a massive zombie outbreak. It turns out that these zombie survival tips
can also be applied to more “common” disasters, such as hurricanes, tornadoes, and pandemics.
First, it is important to have an emergency kit in your house. The kit should include some essentials, such as:

•
•
•
•
•
•
•
•
•

Water: 1 gallon per person per day
Food: non perishables, preferably ones that you enjoy eating
Medications: any prescriptions and even simple over the counter drugs
Tools: knife, hammer, tool kit, duct tape, etc.
Emergency equipment: battery powered radio for example
Sanitation: bleach, soap, towels, cleaning supplies, etc.
Clothing: a change of clothes and blankets
Important documents: License, birth certificate, etc.
First aid supplies: It never hurts to have some gauze and disinfectants

Once you have your kit together, it’s time to make an emergency plan with your family. The CDC suggests first identifying the
possible emergencies that can occur in your area. So if you live in Florida, be ready for a hurricane to hit. You can use your local Red
Cross for more detailed information on evacuation routes and emergency plans. Definitely plan your
evacuation route ahead of time; you don’t always have time to plan when the zombies invade.
You should also find both a close meeting place, such as a mailbox, and a far meeting
place, such as the nearest gas station. If zombies get in the house, you want to make
sure your family can regroup somewhere.
You should also make a list of emergency contacts, such as the police, fire
department, and local hospital. Also include an out of state contact, so you can tell
someone outside the quarantine zone you are okay.
The CDC assures citizens that in the case of a REAL zombie invasion, they would
be prepared. Like any disease outbreak, they would sample the virus and perform
tests. They would develop a vaccination (if possible) and implement the appropriate
quarantines. The CDC claims they are prepared for any national emergency, real or
imagined.
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Medicaid follows Medicare in efforts to improve patient safety
AMA expresses concern
Under mandate by the Affordable Care Act, the Centers for Medicare and Medicaid Services (CMS) has issued a new rule on June 1, 2011: Medicaid
will no longer reimburse doctors, hospitals and other health care providers for treatment in clear cases of medical malpractice. CMS will stop paying
over two-dozen “never events” (a term used in the health care industry to refer to conditions caused by clear negligence – in legal circles, these events
are called per se medical malpractice, meaning that the very fact that the event happened indicates that negligence occurred).
This includes:

•
•
•
•
•

Leaving objects in the patient’s body after surgery
Bedsores caused by failure to shift patients regularly
Infections due to improper cleaning of surgical incisions and catheters
Joint dislocations or bone fractures from slip-and-fall accidents on hospital premises
Transfusions involving incompatible blood types

“It’s a welcome first step into the national debate on quality” Matt Salo, executive director of the National Association of Medicaid Directors, told
Kaiser Health News.
We can only hope that CMS’s new non-payment policy will result in a significant reduction in “never events” for patients who are among the most
vulnerable in society. Events such as these will now disqualify health care providers from receiving Medicaid payments.
The rule nationalizes a nonpayment policy already implemented in 31 states that prohibit payment in cases of clear medical malpractice.
CMS says additional costs and mortality make these events especially troublesome.
Under the federal Medicaid program, states pay for treatment of Medicaid-eligible patients, most of whom are people with very low incomes and
people with disabilities. The Federal government reimburses states for the cost of that care. Until the passage of the ACA, states had full authority to
determine whether providers should be reimbursed in cases of hospital-acquired conditions. The new rule not only prohibits states from reimbursing
health care providers when such events have occurred, it also disallows the use of Medicaid funds to cover the cost of implementing the new policy.
The American Medical Association (AMA) submitted a letter to CMS expressing “grave concerns” about states extending the non-payment policy
beyond the conditions considered by Medicare. “Simply not to pay for complications or conditions that, while extremely regrettable, are not entirely
preventable, is a blunt approach that is not effective or wise for patients or the Medicare or Medicaid program, “ said AMA CEO Michael Maves, MD.
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Coding Corner
Q: I have a Medicare patient that is in the nursing home. I billed 99307 with

I believe, in your scenario, being that the treatment was continuous and

modifier 25, 97597, and 97598 for the same date of service with a place of

crossed-over midnight, the date of service would remain when the initial

service 31. Should there be a modifier on 97597? Maybe 59? Medicare

treatment began [as it continued from there]. Reporting CPT 94645 by

originally paid the 99307 and 97598 but denied 97597 as non covered. Do

itself on its own date or service is not appropriate. Again, be sure the start/

you have any suggestions?

stop times are clearly documented in the record.

A: The CCI (Correct Coding Initiative) edits incorrectly bundled CPT
97597 into 97598 with a “0” (zero) indicator making it impossible to

Q: When a doc prescribes medication on a new problem, does that

unbundle, even with a modifier.

automatically qualify for moderate level decision-making?

Although, experience reminds us

that we can’t report 97598 by itself because its an add-on code, the
glitch prevented both 97597 and 97598 from being paid together.

A: Not necessarily. Based on the medical decision making tables that

They are fixing the error now. However, there is no word yet as to whether

Medicare [and some other payers] offer as a guide, yes, but that doesn’t

CMS will automatically reprocess these claims. Therefore, its recommended

mean it will save you in a medical necessity review. The mere presence of

to delay submission of this code combination until the error is fixed.

prescription drugs does not always constitute overall moderate complexity.

Since you’ve already submitted, I would follow up with your Medicare

CMS has indicated that writing a prescription for a seven- or 10-day supply

contractor on whether this error has been fixed and resubmit as they direct.

of an antibiotic is not considered to be a moderate level of complexity.
Other payers have indicated that prescription drug management involves
more than the use of prescription drugs – a change in regimen, the addition

Q: I just need some coding guidelines for CPT 94645. Is the base code

of an agent, or the worsening of a problem can occur as well. In other

CPT 94644 supposed to be reported once per episode or the initial

words, any prescription is not a guarantee that a payer will agree with a

treatment per day? Do you have any information on billing 94645

bump to moderate level decision-making.

on a subsequent day when 94644 is reported on the previous day?

In some cases, a medical necessity review may find the problem more of a

We have one of the patient accounts in which Continuous neb is ordered

low level one, despite the fact that a prescription was written.

and the initial hour is coded with CPT 94644, and some of the continuous
hours span into another day and are billed on that DOS with CPT 94645.
Our grouper is giving us an error stating that CPT 94645 is missing its

Q: Can I bill a critical care code if a patient becomes critically ill while in

base code of 94644 on that 2nd date. Is CPT 94644 to be used per episode

my office?

or repeated again for each DOS that the episode of continuous treatment
spans into? Any guidance will be appreciated.

A: The CPT manual defines it as “direct delivery of medical care for a
critically ill or injured patient. A critical illness or injury acutely impairs

A: Codes 94644 and 94645 are time based, and medical chart notes should

one or more vital organ systems such that there is a high probability of

indicate clearly treatment start/stop times, as well as total duration. Report

imminent or life-threatening deterioration in the patient’s condition.”

94644 for the first hour of treatment and one unit of 94645 for each

There are no site-of-service restrictions.

additional hour. If continuous inhalation treatment is administered for

The answer to your question is: Yes, but you just have to meet the

less than one hour, report 94640 instead of 94644 (specified by American

requirements for critical care. Remember, these are timed-codes. The

Medical Association (AMA) instructions). CPT guidelines state 94645 may

reason we don’t see much of it in the office setting is because the minimum

be reported more than once during the same day by appending modifier 76

time for reporting a critical care service is 30 minutes — and in most

to indicate the repeat procedure.

cases, the patient is transported within that timeframe when they become
critically ill in the office.
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