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Letter from the Editor
Dear Readers,

This month is all about electronic health records, or EHRs for the industry 

savvy. We explain how to shop for them, what to expect from them, where to 

look for them, and how to get incentive payments for them. EHRs really are 

making life easier for physicians and practices everywhere. The trick is getting 

over the implementation hump.

This month’s Health Nut focuses on keeping in shape at the office. Just 

because swimsuit season is over doesn’t mean you can’t look your best.

We also are starting a new column: The Podium. This month focuses on being 

active in the political realm, especially when it comes to health care. There are 

tips on ways to make your voice heard locally and even in Washington.

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 September is clinical. When accessing the September 

issue on MBJonline.com, type in clinical as the password to get to the 

online issue.

Thank you.

Christopher Myers

Editor-in-Chief, Medical Business Journal
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If you have ever been paid an in-network price for an out-of-network health care plan, you may have been the victim of a “Silent PPO.”

Providers usually enter into a contractual agreement with a preferred provider organization (PPO) in order to get patients directed to them in exchange 
for discounted rates. A “Silent PPO” is a PPO that receives discounts without such steerage. In many cases, the Silent PPO will lease out the contract 
information to other payers without the provider’s knowledge or consent.

“The provider is just totally loosing out,” says Kevin Barrett of Quest Financial Recovery Services, an organization that helps providers stop Silent PPOs 
and recover lost revenues.

Barrett says that while large hospitals are starting to catch on to this trend, many individual physicians and small practices are totally unaware of the 
money they are losing.

When a provider enters into a contract with a PPO, there are a few things they should be wary of. First, they should have a listing of all the PPO’s 
contracted providers. 

“That’s very important,” Barrett says. “They have to know who is accessing their contract. I would also list in it that there must be patient steerage in 
return for those contractual discounts.”

Providers can work to close the loopholes and recover money from the Silent PPOs, because in many states this practice is now illegal. However, the 
process is very intensive and requires a lot of legwork. Providers must find out who their PPOs are contracted with, and then follow each individual 
discount to see if it was contractual or not. Then you have to close the loopholes in the contract and sometimes take legal action to retrieve lost 
revenues.

“If they don’t have the resources, or the knowledge or the information to do that, then they can always come to someone like myself and we will do it 
for them,” Barrett says. Quest can be reached at 877-787-2225. Sentaur Silent PPO Recovery is another such company that may be reached at 
866-445-6521. If you think you have fallen victim to a silent PPO, there are many more recovery companies online. Find out which one will serve you.

“The most important thing is; close the loopholes, find out who is doing this, and put a stop to it. That will immediately increase monthly revenues.”

Silent PPOs:
AKA the Secondary 
Discount Market

Protect your practice from 
unwarranted payment discounts
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Silent PPOs:
AKA the Secondary 
Discount Market

Protect your practice from 
unwarranted payment discounts

cMs releases final rule for achs and Ltch pps
a 1.0 pErcEnt IncrEasE In thE payMEnt ratEs for Ipps hospItaLs

The Centers for Medicare and Medicaid Services (CMS) has released the final rule for the 2012 Prospective Payment System (PPS) for both Acute Care 
Hospitals (ACHs) and long-term care hospitals (LTCH) for inpatient stays.

CMS estimates that payments to ACHs will increase by $1.13 billion, or 1.1 percent in FY 2012 based on a 1.0 percent increase in payment rates together 
with other policies adopted in the final rule.

Also, CMS estimates that “Medicare payments to LTCHs in FY 2012 are projected to increase by $126 million or 2.5 percent in FY 2012 relative to FY 
2011, due to a 1.8 percent increase in payment rates together with other policies adopted in the final rule.”

The final rule also finalized details on the Hospital Readmissions Reduction program that will apply to patients discharged on or after Oct. 1, 2012. 
Readmission measures for acute myocardial infarction (or heart attack), heart failure, and pneumonia are included, as well as the methodology used to 
calculate “excess” readmission rates.

A .pdf version of the final rule, as it appeared in the Federal Register, can be viewed at:
http://www.ofr.gov/OFRUpload/OFRData/2011-19719_PI.pdf
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Don’t Let Work Keep You From Working On You!

Summer is over, kids are back in school…it’s right around the corner, and 
can you feel it? The Holidays. Every year, it seems to come sooner than the 
last.  When bathing suit season ends, the winter coat begins. 

This autumn, the Health Nut is here to offer some alternatives to the 
default of the same old routine.  This month, we give you ideas for staying 
fit in the office. 
 
An Analysis by the National Health and Nutrition Examination Survey 
(N-Hanes), which indicates how employee status can affect physical 
levels  says, “Within fulltime employed adults, those with active jobs such 
as construction workers, waiters and waitresses, had more activity than 
those with sedentary jobs, such as secretaries and administrators.” During 
the survey, each respondent reported through an accelerometer, which 
calculates intense body movements as opposed to simply counting steps.  

This goes to show us it’s time to get office staff moving!

Challenge: 
Adopt 2-3 of the following tips to help your body break the cycle and 
prepare for a change this season.

1) Make your commute work for you
If you live close, walk or bike to work.  Ride the bus? Get off a few blocks 
early and walk the rest of the way.  If you have to drive, park at the far end 
of the lot.  Getting your blood pumping before you start your workday 
will help your thinking too!

2) Take breaks for fitness
Rather than sitting in the break room, hanging at the water cooler or 
smoking as many cigarettes as you can, take a brisk walk around the 

building or up and down the stairs.  Have no time for an actual break? 
Take your cell phone to the street or stairwell and make some return calls. 
If you pant hard enough, the caller will think you’re busy and thank you 
profusely for taking the time to call them back.  It’s a win-win!

3) Trade your office chair for a fitness ball
Yes, a fitness ball.  Firmly inflated fitness balls (aka stability balls) can 
make excellent chairs.  This can improve your balance, and tone your core 
muscles – all while just sitting at your desk.  You can even use it for fitness 
breaks during the day by using it for wall squats, crunches or decline 
push-ups!

4) Look for opportunities to stand
Standing burns more calories than sitting.  You can stand while talking on 
the phone or instant messaging.  Looking for more of a challenge? Try a 
standing desk by using a high table or counter top. Remember, sitting for 
prolonged periods of time (4 hours/day or more) can be detrimental to 
your cardiovascular health. Get your circulation going; stand up for your 
heart!
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5) Keep fitness gear in your work area
You can store resistance bands – stretchy chords that offer weight-like 
resistance without all the weight – or small hand weights in your desk 
drawer.  Do arm curls in between patients or meetings. Use an ottoman 
(not a squishy one) or milk crate as a step to get the blood pumping 
through your legs for better circulation and overall heart health.
 
6) Get Social!
We’re not saying use company time to Facebook more…We’re talking 
physically social.  Organize a lunchtime walking group.  Find out who 
else is ready to break the cycle of “too busy to work-out”…make work, 
work for you!  While you walk, talk about each other’s goals and share 
stories; encourage one another.
Walking and Talking not your thing? Join or start a company sports 
team – softball, bowling…something everyone can enjoy. This will not 
only get you and co-workers moving, but it will help morale in the office 
too – remember, it’s all about sportsmanship and fun!

7) Traveling Staff or Independent Contractors: plan ahead
Waiting in an airport? Grab your bags and go for a walk.  Choose a hotel 
with a fitness facility and, most importantly, take advantage of it!  

8) Pencil yourself in
Make an appointment to exercise and treat it like any other appointment 
– keep it and follow through. The hardest part is getting started, but 
once you’re finished, you will feel tons better.

9) Stretch at your desk
Every 4 hours or so, 
take 10 minutes to 
stretch.  Try these:
Neck: Tuck your chin 
to your chest, breath in 
and as you breath out 
tuck your chin in a little 
further.  Bring your 

head back to upright and take a deep breath in. As you breath out, this 
time tilt your head to one side and repeat (back to upright and to the 
other side).  
Shoulders: Stretch your shoulders by pulling one arm (from the elbow) 
across your body, pull it closer as you breath out and drop the shoulder 
of the arm that is crossing for an even deeper stretch.  
Back: While sitting forward in your chair, keep your lower body in 
place, twist your upper body as if you are reaching for the back of your 
chair -- breath in and as you breath out twist your torso further to that 
one side.  Repeat on the other side. 
Legs and Hip Flexors: For your lower body, get up and do some lunges 
or squats as well as ankle rolls and calf stretches.  

Breathing is an 
intricate part of the 
stretch; it allows 
oxygen to flow 
through your body 
and muscles allowing 
you to deepen the 
stretch. Don’t forget 
to breath!

10) Keep your Chi!
Don’t let the stresses of the office make you crazy.  In this day and 
age, there are those without a job and those with a job that is very 
demanding, overwhelming and often times disheartening when 
payday rolls around.  The days seem to go by too quickly and start 
all over again even quicker.  Keep your cool, take mental breaks 
when needed, don’t forget to breath and keep your sense of humor.  
Once these essentials are gone, you are a ticking time bomb and, 
ultimately, minimal help to anyone.  Take care of #1 and everything 
else will fall into place.  

Here’s to your mental and physical health!
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The MBJ’s newest column, The Podium, offers readers insight on how to 
advocate for the business of medicine. This debut focuses on Step 1: Vote!

Lawmaker awareness
stEps to BEIng hEard In washIngton - part I of sErIEs

Unless you have been living in a cave, you are aware of the current controversies surrounding our country’s healthcare system.  With all the new 
upcoming changes to healthcare (and the accompanying political rhetoric) it is easy to feel helpless in our political system.  However, as a member of 
the health care industry it is imperative to remain aware of changes to health care policies in order to remain competitive in the medical workplace.  In 
addition, as health care workers, political participation is essential in order to provide a voice for the millions of medical workers in this country who 
are directly affected by new government regulations.   As a group, medical workers can collaborate to influence public policy by providing policymakers 
with a realistic assessment of the potential implications of pending legislation.  

The best way to let lawmakers know what you are thinking is to get out and vote!  Get all the information you can about the candidates running in 
state and local elections, so you can make the best decision for you and the industry on Election Day.  Voting is relatively easy, free and the best way to 
influence lawmakers.   

First time voter?  Not sure what to do?  Follow the simple steps outlined below to begin influencing how your industry is affected by proposed changes 
to healthcare laws.

Step One: Determine voting eligibility
If you are 18 years old and United States citizen, you are eligible to vote.  Check with your local voter 
registration office if you have been convicted of any felony offenses, which in some states will ban you 
from voting.

Step Two: Register to vote
There are numerous places where you can register to vote, including: the Department of Motor Vehicles 
(when renewing licenses), at your local County Registration offices, post offices and public libraries.  In 
addition, many communities will hold registration drives on college campuses, at local high schools or in 
area hospitals around election time.  Registration is easy and only takes a couple of minutes.

Step Three: Now what?
Become informed about politics—research the candidates’ stances on key issues and compare them with 
your thoughts and ideals.  Discuss your feelings with a diverse group of people to gain new insights and 
challenge your pre-conceived notions.  

Step Four: VOTE!
Get out and vote!   The General Election is always held on the first Tuesday in November of even numbered years.  However, you must make an effort 
to keep up with local, primary, runoff and special election dates which typically have the worst turnout rate-about 15 percentage points lower than 
presidential elections! (Hess & Herman, 2009, 14).  This means that every vote is essential in these often overlooked elections.

Besides voting, lobbying Congress is a proven effective means of influencing policy directives.  Mothers Against Drunk Drivers (MADD) was founded 
in 1980 in response to the death of thirteen-year-old Cari Lightner, who was killed by a serial drunk driver in Sacramento, California.  Within five years 
hundreds of MADD chapters had been established nationwide (Graham, 2010, 123).   A substantial factor in MADD‘s success was the group’s ability to 
establish a network of citizens with a common purpose (to stop drunk driving) and expand that network to include groups all across the country, which 
were able to lobby in numbers ultimately influencing policy.  Secondly, MADD members took the initiative to contact officials on their behalf and lobby 
for policy changes.  While voting is the easiest and most common form of political participation, MADD went a step further and initiated letter writing 
campaigns, met with local and national officials, engaged in group protest when needed and most importantly developed a network of like minded 

THE PODIUM
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committed citizens.   It is this type of grassroots American effort that demonstrates the biggest influence that groups can exert over public policy.  It is 
this kind of influence that really brings about great changes, and how as a group we can make sure our voices are heard in Washington.  
Therefore, it is essential that we communicate with our colleagues and discuss how new healthcare policies will affect our everyday lives.  We can then 
begin to work together as a unified group to seek changes that will benefit the industry as a whole and not just medical lobbyists with little interest in 
the actual administration of healthcare.  

**Check out next month’s piece on how to organize lobbying efforts for the most influence.
Graham, Bob. (2010). America The Owner’s Manual: Making Government Work for You. Washington: CQ Press.
Hess, Douglas and Herman, Jody. (2009). Representational Bias in the 2008 Electorate.  Retrieved from (www.projectvote.org). 

    Maria J. Albo, MPA
    Maria Albo is an instructor of Political Science and American Government at North Georgia College and State University.   She has written   
    and published several articles on public policy and is currently pursuing research on healthcare administration.

$49 Million awarded to strengthen state and Local health departments
funds wILL MakE It EasIEr for hEaLth dEpartMEnts to BEttEr ManagE and ExchangE IMportant InforMatIon

On Aug. 15th, Kathleen Sebelius awarded $49M in grants to support the Affordable Care Act (ACA) and improve the quality of health care and 
strengthen the public health infrastructure.  The grants are awarded to all fifty States to perform critical epidemiology and laboratory work, detect and 
prevent healthcare-associated infections and support immunization programs.  This is double the spending received by the same programs in 2010.

Sebelius says, “Investing in public health is a key part of the Affordable Care Act.  It helps transform our nation’s health care system from one based on 
when people get sick, to one that prevents disease in the first place.”

The grants are supported through the Centers for Disease Control and Prevention (CDC).  Of the grants awarded, $35.8M in Prevention and Public 
Health Fund dollars and $3.8M in additional CDC funding will go to increasing epidemiology, laboratory and health information system capacity at 
health departments in 50 States, two territories and six of the largest local jurisdictions (such as LA and Philly).  This is the second year that the ACA 
has strengthened public health departments’ capacity to fight infectious diseases through enhanced workforce training and improved information 
technology.

Dr. Thomas Frieden, MD, MPH, the director of CDC states, “This funding will be used to create jobs, enabling the hiring and training of 
epidemiologists, laboratory scientists and health information specialists in the field of infectious diseases. These are experts who often work behind the 
scenes in health care to fight disease and keep us healthy.  These grants will also make it easier for health departments to better manage and exchange 
important information.”

Nearly $9M is set aside to support States’ abilities to prevent healthcare-associated infections (HAIs). HAIs lead to almost 100,000 deaths each year.  
These funds will help States coordinate their HAI prevention activities, implement multi-facility, multi-disciplinary prevention efforts, improve 
monitoring of antimicrobial use and enhance electronic reporting of HAIs.

Another $600,000 will be used to support States’ immunization infrastructure and programs.  These dollars will strengthen the evidence base for 
immunization programs and policy by supporting important evaluations on the effectiveness of various vaccines.
For a full list of grantees, go to: http://www.hhs.gov/news/press/2011pres/08/state_cdc_grants.html
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Popular Package Deals
Save More ~ Get More!

Package deal 12-PD4 includes:

• 2012 AMA CPT® Standard (softbound)
• 2012 MMHSI ICD-9-CM Professional 

(softbound)

List price: $177.90
ARHCP member discount: $134.95

Package deal 12-PD3 includes:
• 2012 MMHSI Physicians’ Fee and Coding 

Guide (softbound)
• 2012 MMHSI ICD-9-CM Professional 

(spiral)
• 2012 MMHSI HCPCS II Professional (spiral)
 List price: $375.85
ARHCP member discount: $255.85

Package deal 12-PD5 includes:
• 2012 AMA CPT® Professional (spiral)
• 2012 MMHSI ICD-9-CM Professional 

(spiral)
• 2012 MMHSI HCPCS II Professional (spiral)
 List price: $305.85
ARHCP member discount: $222.85

Package deal 12-PD12 includes:
• 2012 MMHSI Physicians’ Fee and Coding 

Guide (softbound)
• 2012 AMA CPT® Professional (spiral)
• 2012 MMHSI ICD-9-CM Professional 

(softbound)
• 2012 MMHSI HCPCS II Professional (spiral)
 List price: $473.80
ARHCP member discount: $307.95

MAG Mutual Healthcare Solutions Inc.
Phone: 800.253.4945 
Fax: 888.676.4222

Go to www.coderscentral.com and be sure to use key code 
“ARHCP0611” to unlock your discounts.
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LIst of hospItaL acQuIrEd condItIons for fy 2012 
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
   - Other injuries

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)

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
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MEasurEs for rEportIng In 2013 for 
fy 2014 and 2015 payMEnt updatEs
 

Topic HIQR Program Quality Measures for FY 2014 and 2015 
Payment Determination (Data Collection Beginning Jan. 1, 
2012 and Jan. 1, 2013)

Acute MyocardiaI Infarction
 AMI-1 Aspirin at Arrival†
         AMI-2 Aspirin Prescribed At Discharge
         AMI-3 ACEI/ARB for Left Ventricular Systolic 

Dysfunction†
         AMI-5 Beta-blocker Prescribed at Discharge†
         AMI-7a Fibrinolytic (Thrombolytic) Agent Received Within 

30 Minutes Of Hospital Arrival
 AMI-8a Timing of Receipt of Primary Percutaneous 

Coronary Intervention (PCI)
 AMI-10 Statin Prescribed at Discharge
Heart Failure
 HF-1 Discharge Instructions
 HF-2 Evaluation of Left Ventricular Systolic Function
 HF-3 Angiotensin Converting Enzyme Inhibitor (ACE-I) or 

Angiotensin II Receptor Blocker (ARB) for Left Ventricular 
Systolic Dysfunction

Pneumonia
 PN-3b Blood Cultures Performed in the Emergency 

Department Prior to Initial Antibiotic Received in Hospital
 PN-6 Appropriate Initial Antibiotic Selection
Surgical Care Improvement Program (SCIP)
 SCIP INF-1 Prophylactic Antibiotic Received Within One 

Hour Prior to Surgical Incision
 SCIP INF-2 Prophylactic Antibiotic Selection for Surgical 

Patients
 SCIP INF-3 Prophylactic Antibiotics Discontinued Within 

24 Hours After Surgery End Time (48 hours for cardiac 
surgery)

 SCIP INF-4 Cardiac Surgery Patients With Controlled 6am 
Postoperative Blood Glucose

 SCIP INF-6 Appropriate Hair Removal†
 SCIP INF-9 Postoperative Urinary Catheter Removal On 

Postoperative Day 1 Or Postoperative Day 2 With Day Of 
Surgery Being Day Zero. 

 SCIP INF 10- Surgery Patients with Perioperative 
Temperature Management

 SCIP CARD 2- Surgery Patients on Beta-Blocker Therapy 
Prior to Arrival Who Received a Beta-Blocker During the 
Perioperative Period

 SCIP VTE-1 Surgery Patients with Recommended Venous 
Thromboembolism Prophylaxis Ordered

 SCIP VTE-2 Surgery Patients Who Received Appropriate 
Venous Thromboembolism Prophylaxis Within 24 Hours 
Prior to Surgery to 24 Hours after Surgery

Patients’ Experience of Care
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 HCAHPS Survey
Mortality Measures
 Acute Myocardial Infarction (AMI) 30-Day Mortality Rate
 Heart Failure (HF) 30-Day Mortality Rate
 Pneumonia (PN) 30-Day Mortality Rate
Readmission Measures
 Acute Myocardial Infarction 30-Day Risk Standardized 

Readmission Measure
 Heart Failure 30-Day Risk Standardized Readmission 

Measure
 Pneumonia 30-Day Risk Standardized Readmission Measure
AHRQ Patient Safety Indicators, Inpatient Quality 
Indicators, and Composite Measures
 PSI-6 Iatrogenic Pneumothorax, adult
 PSI-11 Postoperative Respiratory Failure
 PSI-12 Postoperative PE or DVT
 PSI-14 Postoperative Wound Dehiscence
 PSI-15 Accidental Puncture or Laceration
 IQI-11 Abdominal Aortic Aneurysm (AAA) Mortality Rate
 IQI-19 Hip Fracture Mortality Rate
 Complication/Patient Safety for Selected Indicators 

(Composite)
 Mortality for Selected Medical Conditions (Composite)
AHRQ PSI and Nursing Sensitive Care

PSI 4 Death Among Surgical Inpatients with Serious 
Treatable Complications

Healthcare Associated Infections (CDC/NHSN)
 Central Line Associated Blood Stream Infection
 *Surgical Site Infection
 **Catheter Associated Urinary Tract Infection
 ***Influenza Vaccination Coverage Among Health Care 

Personnel
 ***Methicillin-resistant Staphylococcus aureus (MRSA) 

Bacteremia
 ***C. Difficile Standardized Infection Ratio (SIR)
Hospital Acquired Conditions
 Foreign Object Retained After Surgery
 Air Embolism
 Blood Incompatibility
 Pressure Ulcer Stages III&IV
 Falls And Trauma (Includes Fracture, Dislocation, 

Intracranial Injury, Crushing Injury, Burn, Electric Shock)
 Vascular Catheter-Associated Infection
 Catheter-Associated Urinary Tract Infection
 Manifestations Of Poor Glycemic Control
Emergency Department Throughput
 *ED-1 Median Time from ED arrival to Time of Departure 

from the ED for Patients Admitted to the Hospital
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 *ED-2 Median Time from Admit Decision to Time of 
Departure from the ED for ED Patients Admitted to 
Inpatient Status

Prevention: Global Immunization
 *Immunization for Influenza
 *Immunization for Pneumonia
Structural Measures
 Participation in a Systematic Database for Cardiac Surgery
 Participation in a Systematic Clinical Database Registry for 

Stroke Care
 Participation in a Systematic Clinical Database Registry for 

Nursing Sensitive Care
 **Participation in a Systematic Database Registry for 

General Surgery
Cost Efficiency
 **Medicare Spending per Beneficiary
Stroke Set
 ***STK-1 VTE Prophylaxis
 ***STK-2 Antithrombotic Therapy for Ischemic Stroke
 ***STK-3 Anticoagulation Therapy for A-fib/flutter
 ***STK-4 Thrombolytic Therapy for Acute Ischemic Stroke
 ***STK-5 Antithrombotic Therapy by the end of Hospital 

Day 2
 ***STK-6 Discharged on Statin
 ***STK-8 Stroke Education
 ***STK-10 Assessed for Rehab

Venous Thromboembolism (VTE) Set
 ***VTE-1 VTE Prophylaxis
 ***VTE-2 ICU VTE Prophylaxis
 ***VTE-3 VTE Patients with Anticoagulation Overlap 

Therapy
 ***VTE-4 Unfractionated Heparin with Dose/Labs 

Monitored by a Protocol
 ***VTE-5 VTE Discharge Instructions
 ***VTE-6 Incidence of Potentially Preventable VTE
† Measures for Which Data Collection Has Been Suspended 
with January 1, 2012 Discharges
* Measures Adopted for FY 2014 Payment Determination in 
FY 2011 IPPS Final Rule
** Measures Adopted for FY 2014 Payment Determination 
in FY 2012 IPPS Proposed Rule
*** Measures Adopted for FY 2015 Payment Determination 
in FY 2012 IPPS Proposed Rule
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cMs to allow reporting of non-payable hcpcs codes
codEs wIth an I or x IndIcator wILL now BE rEportaBLE

Some HCPCS codes are not payable by Medicare because they represent transportation and transportation related services. 
The Centers for Medicare and Medicaid Services (CMS) released a transmittal that instructs contractors to modify their 
claims processing systems to allow these codes to be reported.

Certain codes have an I indicator, meaning that they are “Not valid for Medicare purposes. Medicare uses another code for 
reporting of, and payment for, these services.” Other codes have an X indicator, which is defined as “Statutory Exclusion.” 
CMS will now allow these codes into the Medicare claims processing system. This will give providers the option to submit 
“no-pay claims” to Medicare, so they may obtain a Medicare denial to submit to the beneficiary’s secondary insurer.

Expanded guidelines for women’s preventative services
hhs announcEs nEw coVEragE

The Department of Health and Human Services (HHS) adopted additional Guidelines for Women’s Preventative Services, 
under the Patient Protection and Affordable Care Act (PPACA). The new items that will be covered include well-woman 
visits, support for breastfeeding equipment, contraception, and domestic violence screening. This new regulation will require 
that these services be covered without any cost sharing in all new health plans starting in August 2012.

These new guidelines were adopted based upon the recommendation of the Institute of Medicine (IOM). Additional 
screenings that will be covered without cost sharing include Gestational diabetes screening, HPV DNA testing, STI 
counseling and HIV screening and counseling.

The full guidelines can be viewed at:
http://www.hrsa.gov/womensguidelines/

An interim final rule was also proposed to provide exemptions for religious organizations that wish to buy or sponsor group 
health insurance plans that do not cover contraception, if it is inconsistent with their tenets. HHS invites public comment on 
this proposed rule. 

The rule can be viewed in .pdf form at:
http://www.ofr.gov/OFRUpload/OFRData/2011-19684_PI.pdf
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One look at the Certified HIT Product List (CHPL) shows that there are plenty of Electronic Health Record (EHR) products on the market. 
Unfortunately for practices seeking these products, there isn’t much guidance out there. It is important to find an EHR that is both a quality product 
and fits the practice’s specific needs.  This article will provide some insight into the big EHR products out there, and how one specialty practice manager 
found a product that was right for her practice.

“Just since we’ve gone live back in Feb 2010, between transcription and office supplies, we have saved $46,000,” says Tessie Adams, the practice manager 
of Coastal Allergy & Asthma in Savannah, Georgia. Her practice currently works with Allscripts Professional and Allscripts PM, an EHR and a practice 
management system.

Customizability was a large consideration that Tessie took into account when choosing an EHR. Being an allergy and immunology specialist, they had 
specific documentation needs to be filled.

“When you arrive at our practice, we perform an extensive history,” Tessie says. “We want to know what kind of floors and carpet you have in your 
home, we want to know the type of bedding, how old is your home, etc.”

At first, these history documentation requirements were somewhat of a hurdle. But within two months of going live, Costal Allergy & Asthma adopted 
Dragon Naturally Speaking to combine with their EHR. This allowed physicians to dictate patient histories directly into the EHR, so they no longer had 
to try and navigate through a complicated template.

Resistance from physicians is also a common source of difficulty when adopting an EHR.

“It did take some prodding and pushing, a little bit, just because you’re changing their world,” Tessie says. “You’re taking what they’ve learned over the 
past 15 years and making them practice a little differently.” She notes that once physicians had some time to use the EHR with actual patients, they 
caught on quickly. Mobile devices like tablets are another way to get physicians more excited about the transition.

“It’s nice for the physicians to have something in their hand after having their paper charts taken away from them,” Tessie says.

An EHR also has a deep impact on how patients can be managed. In addition to making it easier to run allergy and prescription checks, it can also be an 
easier way to give patients care instructions.

“We found that patients would leave with a lab order and by the time they got home and were fixing to go to the lab, they had lost it,” Tessie says. “Before 
we would have to pull the paper chart, try to locate the lab order in the chart, flipping through papers, and now we don’t have to do that because we can 
go straight to the order part of the save-sheet and reprint another order, or fax the order straight to the lab where they’re going.”

An EHR will not fix a chaotic office workflow. The basic infrastructure needs to already be in place. This needs to be considered before taking on the 
task of implementing an EHR.

“If you’ve got a good process workflow on paper, you should be able to take that workflow and bring it over to EHR and have it work for you,” Tessie 
says.

On the next page we have a table of several established EHR companies and their feature products. By no means is this a comprehensive list; there are 
several hundred ONC-ATCB certified EHR products. This is intended to give you a starting point. Make a list of the most important functions for your 
specialty (for example, extensive documentation makes speech recognition important) and refer to that list when speaking with vendors.

practice Manager’s guide to Ehr adoption
fIndIng thE Ehr product that Is rIght for you
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some Ehr procuts and their notable features
Product ONC -ATCB 

Certified
Confirmed 

ICD-10 
Capable

Inpatient 
Option

Outpatient 
(Ambulatory) 

Option

Complete 
EHR

Includes 
Reference 

Books

HIPAA 5010 
Transition 

Ready

Remote 
Hosting 
Option

Practice 
Management 

Option

Speech 
Recognition 

Option

Auto 
Population

3M Health Information 
Systems: 3M™ Coding 
and Reimbursement 
System Products √ √ √ √ √
Allscripts: Allscripts 
MyWay EHR, Allscripts 
Professional EHR,
Sunrise Clinical 
Manager: Acute Care √ √ √ √ √ √ √ √
GE Healthcare: 
Centricity Advance √ √ √ √ √ √
Cerner Corporation: 
Cerner Ambulatory 
EMR/EHR √ √ √ √ √ √
McKesson: Practice 
Partner √ √ √ √ √
Greenway: PrimeSUITE 
2011 √ √ √ √ √ √
Praxis EMR

√ √ √ √ √ √
Meditech (Medical 
Information Technology 
Inc): Medical and 
Practice Management 
(MPM) Suite √ √ √ √
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$400 Million in Meaningful use Incentives paid
To date, $400 million in meaningful use incentives have been paid to physicians and hospitals, reports ModernHealthCare.com.  Of that, 3,500 
eligible professionals (EPs) and hospitals have been paid under Medicaid and 1,000 EPs and hospitals under Medicare.  Approximately 77,000 
providers have registered for the CMS EHR incentive program.  2,383 EPs verified meeting meaningful use and 137 attested unsuccessfully.  There 
was an increase from 329 EPs in June, to 566 EPs in July that received incentive payments.  After the addition of New Mexico and Wisconsin, who 
began their programs on Aug. 1, there are now 23 states with EHR Medicaid programs.

A recent survey by Sage Healthcare Division and Forrester Research shows EHR incentives are a strong reason to increase the adoption of EHRs as 
64% of physicians consider meaningful use one of their major reasons for implementing EHR.

Survey results:
80% have reached their business goals of lowering costs and improving patient service
74% say the technology has helped them improve staff efficiency
64% measure the success of the technology through reporting and tracking health care outcomes
56% agree error reduction is the most tangible benefit of EHR 

Is your group receiving your checks?  Need help?  Contact the MBJ for step-by-step registration assistance.
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reduction in payments for Medicare snfs
fy 2012 wILL sEE an 11.1% rEductIon

The Centers for Medicare and Medicaid Services (CMS) announced a final rule on July 29, 2011 that will reduce payments under the Medicare skilled 
nursing facility (SNF) Prospective Payment System (PPS) in FY 2012 by 11.1 percent, or $3.87 billion. This will take effect October 1, 2011.

In FY 2011, there was an unintended spike in payments to SNFs, and the reduction for FY 2012 is intended to stabilize the anomaly. The 11.1 percent is 
a net result taking into account two factors:

First, the FY 2012 adjustment being implemented results in a reduction of $4.47 billion, or 12.6 percent. Second, some of this is then offset by the FY 
2012 update to Medicare payments to SNFs, which is an increase of 1.7 percent.

The full rule can be viewed in the Federal Register at:
http://www.ofr.gov/OFRUpload/OFRData/2011-19544_PI.pdf

cMs proposed rule to allow coverage for alcohol abuse counseling
The Centers for Medicare and Medicaid Services (CMS) proposed a rule that would allow Medicare beneficiaries to be covered for an annual alcohol 
screening. Those that screen positive would be able to receive up to four brief, face-to-face, behavioral counseling interventions per year.

For beneficiaries to qualify for counseling, they must meet several standards. They must misuse alcohol, but at a level or pattern that does not meet 
criteria for dependence, which is defined as meeting three of the following qualifications: 

• tolerance 
• withdrawal symptoms 
• impaired control
• preoccupation with acquisition and/or use
• persistent desire or unsuccessful efforts to quit
• sustains social, occupational, or recreational disability
• use continues despite adverse consequences

Beneficiaries must also be competent and alert at the time that they are being counseled, and a qualified physician or other primary care practitioner in 
the primary care setting must provide the counseling.

The counseling will consist of five steps: assess, advise, agree, assist and arrange. The physician will give advice about specific health risks and ways 
to change behavior. The physician and the patient will come to an agreement on what goals need to be met and how to achieve these goals, and the 
physician will set up follow up contacts for the patient.

Be sure to remember your HCPCS II codes for alcohol screening and counseling. G0396: Alcohol and/or substance (other than tobacco) abuse 
structured assessment (e.g. AUDIT, DAST,) and brief intervention 15-30 minutes. G0397: Alcohol and/or substance (other than tobacco) abuse 
structured assessment (e.g. AUDIT, DAST), and intervention, greater than 30 minutes.

More information can be found on cms.gov
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Q: I have a general question when it comes to coding. If a CPT code has 
been deleted, how long after should you be able to use it, or should you 
always code with the new replacement CPT code? 
A: New CPT codes are effective on January 1 after they’re released. So the 
old code is accepted through 12/31 unless the AMA instructs otherwise.

Q: We have an OBGYN practice that we are getting denials starting 2011 
on lactation visits.  The office offers a free no charge consultation during 
the pregnancy if the patient wants but when the patients come back after 
delivery with lactation problems and the claim is billed to their insurance 
with an office visit 99212-99215 and the diagnosis codes used are usually 
676.84, 676.34, V24.1, some insurance companies pay, while others will 
deny as global to pregnancy, even with a modifier 24.
The insurance companies that previously paid are starting to take money 
back stating it is part of the global period.
 Any suggestions/comments?
A: Lactation consulting is carrier specific. You will want to check 
the individual contracts the practice has with each of the payors and 
renegotiate them as necessary.  Alternatively, the practice may want to offer 
the consulting as a service opted and payable by the patient.

Q: They need to do a Transabdominal Biopsy for Sacral Mass. A Vascular 
Surgeon will help with exposure.  I have contacted several specialty coders; 
so far no one has come up with a code other than the unlisted procedure of 
64999.  I am reluctant to use that code, as the reimbursement is poor. Any 
thoughts from you would be appreciated. 
A: As the Sacral refers to the Sacrum, which is the triangular bone situated 
dorsal and caudal from the two ilia between the 5th lumbar vertebra and 
the coccyx, I would assume the doctor is doing a biopsy through the 
Abdomen to the back for a mass located in that area.   I would suggest 
CPT 20205, 20206  or one of the more specific codes from 20220 through 
20251.  I don’t see how 64999 would apply unless there is something in 
the Operative report about nerve damage.  You may also want to consider 
a code from the 49000 series as well.  This is my best from information 
provided. 

Q: Should there be a specific number of diagnoses attached to an office 
visit on a claim in order to justify charging that level of office visit?  For 
example, should there be at least 3 or 4 diagnoses for a level 3 established 
patient visit?
A: The amount of diagnosis codes does not determine your level of e/m 
service.  This is determined by the amount of components (mainly KEY 
components - history, exam and medical decision making) that are met/
exceeded per the supporting documentation for that particular encounter.  
You will, of course, want to link as many diagnoses that are pertinent as 
possible for proper documentation purposes (e.g. respiratory infection 
with history of asthma and exposure to high levels of dust), but again - that 
will not determine your overall level of service, though it will determine 
the medical necessity of the encounter as a whole.

Q: Can you tell me why J codes that have been deleted are still listed in the 
“2011 table of drugs” in the HCPCS book?  The 2010 HCPCS book clearly 
states (exJ0540) has been deleted so we were using J0570 as replacement 
and it’s deleted in the 2011 HCPCS book, but both still appear in the table 
of drugs.  
A: It all depends on who publishes your HCPCS book.  I would contact 
them to let them know there’s an error in their book so they will know to 
fix it for 2012.

Coding Corner



CoderWeek.com
Training Sessions for Medical Reimbursement Professionals

St. Louis
October 24th-October 27th

CoderWeek for the Central United States is October 
24th thru October 27th.  You can pick and choose 

the classes you would like or opt for the full course 
load.  You can attend the live classroom sessions or 

participate online.

4 Days dedicated entirely to LEARNING  how to maximize PROFIT while ENSURING 
compliance.  Tuition fees are $189 per class to $999 for all four days!  The 3 day Coding 

Boot•Camp is $799 per student. Register at coderweek.com!

Choose the seminar you need.  Come one day or stay all four.  You can participate online with a 
convenient DayPass or attend the live events.  The Institute will also conduct its Boot•Camp Coding 

Certification Sessions for those seeking credentials.

CoderWeek is Cool.  This is a four day event in St.  Louis, Missouri at the North Central Community Health Center.  It is a direct result of your requests 
for affordable educational seminars!   If you are considering coding certification you should attend the school’s 3 Day Boot•Camp.  If you only need additional 
information on ICD 10 you can purchase a DayPass for that single event.  All sessions will be presented live or online!  The live seminars are reserved for 50 VIP 

guests.  If you do not get a space, please inquire about other upcoming locations or the online option.

ICD-10
Prep Class

ICD-9
Medicare Class

HCPCS
Level 1 & 2 Class

CPTIntro&
E&M Class

Boot•Camp
24
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25 26C O D I N G

Certification Training Program
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26
OCT

25
OCT

24
OCT

The Medical Management InstituteTM

866.892.2765

10%DiscountCoupon Code:14Y31396



Share the Gift of MMI!

Refer a New Medical Coder Student, Receive: $100

Refer a New Medical Management Student, Receive: $100

Refer a New Medical Coder Student & a New Medical Management Student, Receive: $250

If you refer a friend or coworker to 

one of our programs, you can receive 

money back. This way, not only will you 

get an incentive, you can make sure 

others receive the same high-quality 

education you got from MMI. Simply 

refer to this advertisement when signing 

someone up and get your bonus today!

Call us today: 866.892.2765 
or visit us online: www.mmiclasses.com


