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Our Agenda

* Introduction: Overview of Medicare/Medicaid/private
Insurance and research.

« How to Use The CPT Book.

* Quirky Medicare Billing Rules:
— E&M
— Teaching Physician Rule
— Incident to
— Two Midnight Rule
— Orders/signatures

.
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What i1s Coding?

* The way we describe a service, including what was done,
who did it, where it was done and why it was done.

* |s “billing” a synonym for coding?
» “|s there coverage, and if so, how?”

Fredrikson



Preliminary Thoughts

* Who do you believe?

* There are more laws and policies than we can cover in an
hour, or even a day.

* This Is more about policy than law.

* Never forget individual payors or state law can flip
everything.

Freﬂikson



Conceptualizing the Law

* Think of Fruit Loops!







Conceptualizing the Law

Two cans: Can we do it vs. Can we bill for it?
Today we are focused solely on billing.
Whose rule?

« Payor variability: Is discrimination ok?
Contract vs. Law.

Freﬂson



Conceptualizing the Law

* Note the Medicare legal hierarchy.
— Constitution, statute, regulation, NCD.
— LCD, preamble, manual, carrier guidance.

* Proposed Rule vs. Final Rule.

* Never forget state law. Some are mighty hard to find!! (Is
local counsel an advantage???)

L
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Medicare 101

* Mostly over 65, also disabillity.

* Medicare Part A (providers) vs. Part B (suppliers), Part C
(Medicare Advantage) and Part D (Drugs).

« CMS Baltimore/Regional Offices.
* Medicare Administrative Contractors (“MACs").
« Contracted Auditors (RACs, UPIC, ZPIC, BISC).

Freﬂson




Medicare Advantage

* While “Medicare” is in the name, it is more like a private
Insurer.

« Some rules, like Stark, and the False Claims Act, may still
apply.
 Most reimbursement rules do NOT.

 BUT Medicare Advantage must provide coverage at least
as generous as Medicare.

Freﬂson



Medicare 101

« Understand if reimbursement is fee for services (FFS),
prospective payment (PPS) or something else.

* Beware of the “combo.” DRG is prospective, but don't
forget outliers.

* Professional and technical components, facility fees.
Graduate medical education.

Freﬂikson




Names Matter

« Part A: Providers (42 CFR 400.202):
— Hospital.
— CAH: Critical Access Hospital.
— SNF: Skilled Nursing Facility.
— CORF: Comprehensive Outpatient Rehab Facility.
— HHA: Home Health Agency.
— Hospice.
— Rehab agency to furnish PT or SLP.

— CMHC: Community Mental Health Clinic/PHP: Partial
Hospitalization Program.

L4
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Names Matter

« Part B: Suppliers (42 CFR 400.202):
— Physician.
— Other practitioner.
— “Entity other than a provider that furnishes health care services
under Medicare.”
« IDTF: Independent Diagnostic Testing Facility.
« DMEPOS: Durable Medical Equip. Prosthetics Orthotics Supplier.

« ASC: Ambulatory Surgery Center.
 Clinic.

.
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Billing Differences

e Part A:

— Typically on a UB-04.

— Likely to be prospective (but may be cost based, like critical
access hospital).

 Part B:

— Typically on a 1500.
— Typically on a fee schedule.

.
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One Event, Two Bills

« Patient presents in the ED.

* Physician’s professional component billed on a 1500, listing
a “Place of Service” outpatient hospital.

« Hospital facility fee on a UB-04.
* Note that the “levels of service” may differ!

Freﬂson




Location, Location, Location?

* Does place of service matter?
* Hospital vs. Clinic? Yes. There is a “facility fee” and lower
orofessional reimbursement.

* Clinic vs. Urgent Care? Probably not.




» Place-of-Service Codes for Professional Claims Wk

Listed bel, ional claims to sp¢
g ¢d below are place-of-servi 1d be used on professiona i t policies
servi e codes intions. These codes should be ety ce) for reimbursement pe

¢ e(s) were rendered, Check it and descriptions re, Medicaid, other pnvau(;ﬂ;;‘;:':cquc“ to posinfo@cms.hhs.gov.

regarding ¢ ith individual ayers (cg Medicas dica
Place of S codss I you would like 1o - on a code(s) or description(s), [l

ervice

” /o

| Code(s) ;l:':: of Service = :
Place of Service Descripti : : ———
» - EE ically related items and services al I
= P i drugs and other medically |
: l . — ifheoiia lom‘m"ma‘gﬁ( l('s‘;?ahems (Effective 10/1/03) =

the 2 provided d

—_— ‘
Telehealth The location where health services and health re!
- jon system. (Effective 1/117)

ated services are provided or received, through a

= School A facility whose primary purpose 1S education. . T ———
5 Homeless Shelter Afacility or lacation whose p(lima;y nulrpgﬁgliz(tg) provide temporary housing v
s shelters, i or family s! i - s = T o
i ; Health Service, which provides diagnostic,
Indian Healf ‘A facility o location, owned and operated by the Indian i ¢ e At
2 Free-Stan?ji:)Z?:Zm?& membgﬂm (surgical and non-surgical, and rehabilitation sérvices fo American Indi
¥ Natives who do not require hosp } - e —
~ | Indian Health Service A facility or location, owned and uperli)i[gg (:J‘((el':\;bm(‘ilai:::’ ;{Ssg&?cseivé?de?e dmby!;‘or e e
e il g;eya‘ml‘m (Sl::)glf o E?ﬂ;:ﬂ%d Alaska Natives admitted as inpatients of outpatients.
3 ; 760 American Indian o Alaska Ne
| Tribal y A facility or location owned and operated by a federally A ] r Alaska
.Free-Sg?din Facility. tribe or ¥vibal ganization under a 638 agreerr which prmdeds dlaenos};::r.eﬁﬂg;a?;n;m( urg
= g el non-surgical), and rehabilitation services to tribal fembers who do not r ‘ N,
| Tribal 638 4 A facility or location owned and operated by @ federally recogmzeddAmeng;‘a'ré |nmd$: or m
| Provider-Based Facility tribe ortibal organization under a 638 agreement, which provides dagnoste, TBERETH
- u' non-surgical), and rehabilitation services 10 tribal members admitted as inpatients oF

v A ) A prison, jail, reformatory, work farm, detention center, of any other similar facility mair
nison/Co eﬂ"’"a'%:ility Fe?ieral, Sltate, o local authorities for the purpose of confinement or rehabilitation
g ¥ criminal offenders. (Effective 7/1/06) g it

N/A vy
Location, other than a hospital, skilled nursing facility (SNF), military treatme
center, State or local public health clinic, or intermediate care facility (ICF), wt
routinely provides health i and treatment of |Ilt|§\s_!f\_,
Location, other than a hospital or other facility, where the patient recs

C idential facility with self-contained living units provid
needs and on-site support 24 hours a day, 7 days a week, with the c
services including some health care and other services. B

—— A residence, with shared living areas, where clients receive . i

e 458 andfor behavioral services, custodial service, and minimal
e (Effective 10/1/03) g
T A facility/unit that moves from place-to-place equip) e
{3 Vg

and/or treatment services.

A shart term accommodation such as a hotel
receives care, and which is not identified by

\ A walk-in health clinic, other than an offi
\Clinic | described by any other Place of Service cc
| ambulatory basis, preventive and primary cz
| Alocation, not described by any other POS!
| the patient is employed, and where
il cal, therapeutic or rehabilitative se
| January 1, 2013 but no later than Mz

\ portion of an off-campus hospital
I %surgxcal and nonsurgical), anc

pitalization or institutional

from:
s or mjﬁwfﬁ%

s
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A pri ————— | °CIVICES [0 tribal members admitted as inpatients or outpatients.
son

Federa| 'Sjgiéreofﬂ&gﬁoéy'ﬂwork farm, detention center, or any other similar facility maintained by either
criminal offendors i uthorities for the purpose of canfinement or rehabilitation of adult or juvenile

—

ective 7/1/06)
N/A

Locat; ) : . e
Cen?élrog,tgiher than a hospital, skilled nursing facility (SNF), military treatment facility, community health
er, e or local public health clinic, or intermediate care facility (ICF), where the health professional

s —_— o : S o ; ; ! -~
Home : Ut'”'ely provides health examinations, diagnosis, and treatment of iliness o injury on an ambulatory basis
3 e 0Cation, other than 3 hospital or other facility, where the patient receives care in a private residence
3 SSisted Living Facility Egggregaée residential facility with self-contained living units providing assessment of each resident's
: 1S and on-site support 24 hours a day, 7 days a week, with the capacity to deliver or arrange for
2 Ervices including some health care and other services. (Effective 10/1/03)
" Gl’OUp Home A residence, with shared living areas, where clients receive supervision and other services such as social
s and/or behavioral services, custodial service, and minimal services (eg, medication administration).
: (Effective 10/1/03)
9 Mobile Unit A facility/unit that moves from place-to-place equipped to provide preventive, screening, diagnostic,
- and/or treatment services.
6 ,1 Temporary Lodging A short term accommodation such as a hotel, camp ground, hostel, cruise ship or resort where the patient

receives care, and which is not identified by any other POS code. (Effective 1/1 /08)

— o
)

~ Walk-in Retail Health Clinic

A

A walk-in health clinic, other than an office, urgent care facility, pharmacy, or independent clinic, and not
described by any other Place of Service code, that is located within a retail operation and provides, on an
ambulatory basis, preventive and primary care services. (Effective 5/1/10)

A location, not described by any other POS code, owned or operated by a public or private entity where
the patient is employed, and where a health professional provides on-going or episodic occupational
medical, therapeutic or rehabilitative services to the individual. (This code is available for use effective
January 1, 2013 but no later than May 1, 2013.)

A portion of an off-campus hospital provider based department which provides diagnostic, therapeutic
~ (both surgical and nonsurgical), and rehabilitation services to sick or injured persons who do not require
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Medicaid 101

Generally low income or disabillity.
Combined state/federal.

* Rules are state driven.

* Increasingly involves managed care.

* Federal reporting requirements:
— 42 CFR Part 455 (Medicaid Program Inteqgrity)

19 © 2022 Fredrikson & Byron, P.A. Fredrikson
RON, P.A.




Key Players

« State Agency.

« Surveillance and Utilization Review (SURS).
* Medicaid Fraud Control Unit (MFCU).

* OIG (Federal and perhaps state).

o State AG.

Freﬂson




Private Insurance

* |Is there a contract?
* |If not, iIndustry norms control.
 If yes, the terms control. Does it incorporate a manual?

* Really, truly, don’t forget state law, which may prevent the
iInsurer from doing what it wants! (Insurance
commissioner/Commerce may be your ally!)

Fredrikson




Research Strategies




Hierarchy of Authority

« Constitution (due process, contracts clause, enumerated
powers).

« Statutes (Social Security Act).

* Regulations (42 CFR).

« National Coverage Determinations.
* Local Coverage Determinations.

* Program guidance (manuals, bulletins, FAQs, regulatory
oreambles).

Fredrikson




SSSSSources of Authority??

* OIG Work Plan.

« Contractor publications.

* Trade group statements.

« Law firm/consultant newsletters/webinars.




What are the Medicare Manuals?

« Sub-regulatory guidance.

 CMS'’s instructions for administration of the Medicare
program.
« Examples:
— Medicare Claims Processing Manual.
— Medicare Benefit Policy Manual.
— National Coverage Determinations Manual.

.
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Manuals/Guidance Cannot Limit Coverage

42 U.S.C. § 1395nhh(a)(1) says nothing other than an NCD
may change benefits unless promulgated as a regulation.




42 U.S.C. § 1395hh(a)(2):
Manuals/Guidance Cannot Limit Coverage

No rule, requirement, or other statement of policy (other than
a national coverage determination) that establishes or
changes a substantive legal standard governing...the
payment for services...under this subchapter shall take effect
unless it Is promulgated by the Secretary by regulation under
paragraph (1).

Freﬂson




U. S. Department of Justice

Office of the Associate Autorney General

The Associaic Attormey General Washingron, D.C. 20330

January £5, 20158

MEMORANDUM FOR: HEADS OF CIVIL LITIGATING COMPONENTS
UNITED STATES ATTORNEYS

Ce: REGULATORY REFORM TASK FORCE

FROM: THE ASSOCIATE ATTORNEY GENERAL %

SUBJECT: Limiting Use of Agency Guidance Documents

In Aflirmative Civil Enforcement Cases

On November 16. 2017. the Attorney General issued a memorandum (“Guidance Policy™)
prohibiting Department components from issuing guidance documents that effectively bind the
public without undergoing the notice-and-comment rulemaking process. Under the Guidance
Policy. the Department may not issue guidance documents that purport to create rights or
obligations binding on persons or entities outside the Executive Branch (including state, local, and
tribal governments), or to create binding standards by which the Department will determine
compliance with existing statutory or regulatory requirements.

The Guidance Policy also prohibits the Department from using its guidance documents to coerce
regulated parties into taking any action or refraining from taking any action beyond what is
required by the terms of the applicable statute or lawful regulation. And when the Department
issucs a guidance document setting out voluntary standards. the Guidance Policy requires a clear
statement that noncompliance will not in itself result in any enforcement action.



Azar v. Allina, 139 S.Ct. 1804, 1809 (2019)

“Notably, Congress didn'’t just adopt the APA’s notice-and-comment
regime for the Medicare program. That, of course, it could have easily
accomplished in just a few words. Instead, Congress chose to write a
new, Medicare-specific statute. The new statute required the
government to provide public notice and a 60-day comment period
(twice the APA minimum of 30 days) for any “rule, requirement, or other
statement of policy (other than a national coverage determination) that
establishes or changes a substantive legal standard governing the
scope of benefits, the payment for services, or the eligibility of
Individuals, entities, or organizations to furnish or receive services or
benefits under [Medicare].” 42 U.S.C. § 1395hh(a)(2).”

L4
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Manuals/Guidance Can’t Limit Coverage

* “Thus, if government manuals go counter to governing
statutes and regulations of the highest or higher dignity, a
person ‘relies on them at his peril.” ” Government Brief in
Saint Mary’s Hospital v. Leavitt.

« “[The Manual] embodies a policy that itself is not even
binding in agency adjudications.... Manual provisions
concerning investigational devices also ‘do not have the
force and effect of law and are not accorded that weight in
the adjudicatory process.” " Government Brief in Cedars-
Sinal Medical Center v. Shalala.

Freﬂson
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g L2

2, Al 8 Maps ¢ Shopping ) News ] Videos : More Settings  Tools

About 8,740 results (047 seconds)

FoF 42 CFR Ch. IV (10-1-03 Edition) § 410.32 - CMS.gov

https:/fiwww.cms.goviMedicare/Medicare-Fee-for-Service-Payment/.__/410_32 pdf ~
252 42 CFR Ch. W (10-1-03 Edition). § 410.32 central or peripheral) to permit moni- toring of
beneficianes in the future If the imitial test was performed with a.

42 CFR § 410.32 - Diagnostic x-ray tests, diagnostic laboratory tests ...
https:/fiww. law.comell.edu » ... » Subpart B. Medical and Other Health Services «

(a)Ordenng diagnostic tests. All diagnostic x-ray tests, diagnostic laboratory tests, and other diagnostic
tests must be ordered by the physician who is treating the __.

You've visited this page 4 times. Last visit: 8/1/19

42 CFR 410.32 - Diagnostic x-ray tests, diagnostic laboratory tests ...
https:/Amww.gpo.govifdsys/granule/CFR-2011. /CFR-2011-titled42-vol2-sec410-32 -

Cct 1, 2011 - 42 CFR 410.32 - Diagnostic x-ray tests, diagnostic laboratory tests, and other diagnostic
tests: Conditions.

You've visited this page 3 times. Last visit: 7/20/18

42 CFR 410.32 - Diagnostic x-ray tests, diagnostic ... - GovRegs
https:/iwww.govregs.com/.__fditled42 chapterlv_part410_subparB_section410.32 «

Provides the text of the 42 CFR 410.32 - Diagnostic x-ray tests, diagnostic laboratory tests, and other
diagnostic tests: Conditions. (CFR).



Google with Caution!

FER 42 CFR Ch. IV (10-1-03 Edition) § 410.32 - CMS.gov
hitps_/Aww.cms.goviMedicare/Medicare-Fee-for-Service-Fayment/.. /410 _32 pdf =

252 42 CFR Ch. WV (10-1-03 Edition). § 410.32 central or peripheral) to permit moni- toring of
beneficianes in the future iIf the inimal test was performed with a.
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Google with Caution!
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541032

central or peripheral) to permit moni-
toring of beneficiaries in the future if
the initial test was performed with a
technigue that is different from the
proposed monitoring method.

(d)} Beneficiaries wiho may be covered
The following categories of bene-
ficiaries may receive Medicare ocow-
erage for a medically necessary bone
Mass measurernent:

1) & worman who has been deter—-
mined by the phy=ician (or a gualified
nonphysician practitioner) treating her
to be estrogen-deficient and at clinical
risk for osteoporosis. based on her med-
ical history and other findings.

) An individoual with wvertehbhral ab-
normalities as demonstrated by an x-
ray to be indicative of osteoporosis
osteopenia, or vertebral fracture.

(3 An individoal receiving (or ex-
pecting to receive) glucocorticoid (ster-

oid) therapy eguivalent to 7.5 mg of
prednisone, or greater, per day for
more than 3 months.

M) An  individoaal with  primeacy

hyperparathyroidisom.

EE’J .En individual being monitored to
asszess the response to or efficacy of an
FDM-approved osteoporosis drag ther-

apy.

42 CFR Ch. I'V {(10-1-03 Editicon)

sonable and necessary (see §410.150k) (1)
of this chapter).

(1) Chiropractic exception. & physician
may order an x-ray to be used by a chi-
rapractor to demonstrate the sub-
luxation of the spine that is the basis
for a beneficiary to receive manual mea-
nipulation treatments even though the
phyvsician does not treat the bene-
ficiary.

(2) Mammograpfry exvcepiforn. A phoysi-
cian who meets the gualification re-
quirements for an interpreting physi-
cian wunder section 354 of the Public
Health Serwvice &A&ct as provided in
5410 340a)(7) may order a diagnostic
marmumograrm based on the findings of a
screening marmmogram  even  thooagh
the physician does not treat the bene-
ficiary.

(3) Appfication to nonpfvsician prercii-
Liorrers. Monphysicizan practitioners
(that is, clinical nurse specialists. clin-
ical psychologists, clinical social work-
ers, ruarse-rryidwvw i wes MiUrse practi-
tioners, arnd physician assistants) whio
furnish services that would be physi-
cian services if furnished by a physi-
cian, and who are operating within the
scope of their authoritv under State

Fredri
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Links to Official Versions

* Current CFR: https://gov.ecfr.io/cqi-bin/ECFR
* Federal Reqister: https://www.federalreqgister.qgov/

« Manuals: https://www.cms.gov/Regulations-and-
Guidance/Guidance/Manuals/index.html?redirect=/manuals/



https://gov.ecfr.io/cgi-bin/ECFR
https://www.federalregister.gov/
https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/index.html?redirect=/manuals/

Pay Attention to Effective Dates

20.1.2.1 - Cost to Charge Ratios
(Rev. 2111, Issued: 12-03-10, Effective: 04-01-11, Implementation: 04-04-11)

Fredrikson
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But Not In the Good Way

10 - Covered Inpatient Hospital Services Covered Under Part A
(Rev. 234, Issued: 03-10-17, Effective: 01-01-16, Implementation: 06-12-17)

Patients covered under hospital insurance are entitled to have payment made on their
behalf for inpatient hospital services. (Inpatient hospital services do not include extended
care services provided by hospitals pursuant to swing bed approvals. See Pub. /00-0)2
Chapter 8, § /0.3, "Hospital Providers of Extended Care Services."). However, both
inpatient hospital and inpatient SNF benefits are provided under Part A - Hospital
Insurance Benefits for the Aged and Disabled, of Title XVIII).

Additional information concerning the following topics can be found in the following
chapters of this manual:

« Benefit Peniod 15 found in Chapter 3

o Counting Inpatient Days 1s found 1n Chapter 3

o« [Lifetime reserve days 1s found in Chapter 5

« Related payment information 1s housed 1n the Provider Reimbursement Manual

Fredri
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U.S. ex rel. Dunn v. North Memorial
Health

« Relator alleged that certain supervision and documentation
requirements for pulmonary and cardiac rehab services had
not been met.

* But the regulation creating these requirements did not go
Into effect until after the relevant time period!

Freﬂikson




Is the Manual Up-to-Date?

Medicare Claims Processing Manual
Chapter 3 - Inpatient Hospital Billing

Table of Contents
(Rev. 4337, 07-18-19)

Fredrikson



National vs. Local Coverage
Determinations

* NCDs are binding
* They are also less restrictive than most people think.




NCDs Are Complicated

Where an item, service, etc. is stated to be covered, but such coverage is
explicitly limited to specified indications or specified circumstances, all
limitations on coverage of the items or services because they do not meet
those specified indications or circumstances are based on § 1862(a)(1) of the
Act. Where coverage of an item or service is provided for specified
Indications or circumstances but is not explicitly excluded for others, or
where the item or service is not mentioned at all in the CMS Manual
System the Medicare contractor is to make the coverage decision, in
consultation with its medical staff, and with CMS when appropriate,
based on the law, regulations, rulings and general program instructions.

- Medicare National Coverage Determination Manual,
CMS Pub. 100-03, Chapter 1, Foreword, Paragraph A

40 © 2022 Fredrikson & Byron, P.A.




Operationalizing NCDs

Indications and Limitations of Coverage
B. Nationally Covered Indications

Effective for services performed on or after February 15, 2018, CMS has determined that the evidence is sufficient to conclude that the use of ICDs, (also
referred to as defibrillators) is reasonable and necessary:

1. Patients with a personal history of sustained Ventricular Tachyarrhythmia (VT) or cardiac arrest due to Ventricular Fibrillation (VF). Patients must have
demonstrated:

o An episode of sustained VT, either spontaneous or induced by an Electrophysiology (EP) study, not associated with an acute Myocardial
Infarction (MI) and not due to a transient or reversible cause; or

o An episode of cardiac arrest due to VF, not due to a transient or reversible cause.

2. Patients with a prior Ml and a measured Left Ventricular Ejection Fraction (LVEF) = 0.30. Patients must not have:
o New York Heart Association (NYHA) classification IV heart failure; or,

Mreaft (AR Ar Darmbamacnie Maranang ladaniantian (iDOWDY arith anaianlachs amdlare atantinsa anthin tha oAt

’ PETCHTa 1L .

C. Nationally Non-Covered Indications
N/A
D."Other

For patients that are candidates for heart transplantation on the United Network for Organ Sharing (UNOS) transplant list awaiting a donor heart, coverage of

ICDs, as with cardiac resynchronization therapy, as a bridge-to-transplant to prolong survival until a donor becomes available, is determined by the local
Medicare Administrative Contractors (MACs).

All other indications for ICDs not currentlv covered in accordance with this decision mav be covered under Category B Investiaational Device Exemption (IDE)

© 2022 Fredrikson & Byron, P.A. Fredrikson




LCDs

* |Issued by contractor.
* Apply to limited contractor’'s geographic territory.

» Subject to notice-and-comment (Program Integrity Manual
13.2.4.2).

Freﬂson




Role of LCDs

« An LCD is a coverage determination issued by a contractor, not
promulgated by the agency, and is not even binding on an
administrative law judge. See 42 U.S.C. § 1395ff(c)(3)(B)(i)(II)
(QICs).

. 42 C.F.R. 405.1062(a) (ALJS).

« “The district court correctly stated in its instructions to the jury that
LCDs are ‘eligibility guidelines’ that are not binding and should not be
considered “the exact criteria used for determining” terminal illness.”

« United States v. Aseracare, Inc., et al., 938 F.3d 1278, 1288 (11t
Circ. 2019).

L
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Coding Basics

* Procedure vs. Diagnostic.

 CPT Coding: CPT & CPT Assistant.

« HCPCS Codes (Healthcare Common Procedure Coding
System).

« Category 3 Codes: New Technology.

« 1500 versus UB-04.

Freﬂson




Coding Basics

» Diagnostic coding is based on the International
Classification of Diseases (ICD) now in version 10.

* Diagnostic coding can be either definitive or suspected.
* There are often debates about who “should” assign codes.

Fredrikson




Bundled Billing

 DRG (72-hour rule).

 APC.

Home Health.

SNF Consolidated billing.
Programs like BPCI, CJR, EPM.




Choosing A Code

CPT is organized by specialty.
Read the introductory text.

* If the service doesn’t fit EVERY word in a code, you likely
want a different code.

There are unlisted codes.
There are many pitfalls.

Freﬂson




AMERICAN MEDICAL
ASSOCIATION

PL

Professional

AMA

BOROLLOADDDD S ® WS @IS

The only official CPT® codebook with rules and
p gdiiheo R

Fredriks



CPT 2018

Appendix A

. ifi 4 Arnae 2l il

This lst includes vofm-epaoﬁﬁ applicable to CPT

t‘m-} w,-';c Sarsoud

TR G

L or indicate that a

"his circumsta
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Modifiers

« 2 digits appended to a CPT code to additional information.

-25, a separate and identifiable service.
-59, a distinct procedure.

-52, an incomplete procedure.

-GC Teaching physician service.
-26/TC Professional/technical only.

Freﬂson




Appendix B—Summary of Additions, Deletions, and | :- "

Summary of Additior '
Deletions, and Rev

the code descnptors
and are mdlcated
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Appendix G

Clinical Examples

As described in the CPT 2018 code set, clinical examples
of the CPT codes for Evaluation and Management (E/M)
services are intended to be an important clement of the
coding system. The clinical examples, when used with the
E/M descriptors contained in the full text of the CPT
code set, provide a uscful ool and guidance for
:ndividuals to report the services provided to their
patients. Clinical examples of the codes for E/M services
are provided to assist physicians in understanding the

meaning of the descriptors and selecting the correct code.

Each example was developed by physicians in the
specialties shown.

The same problem, when seen by physicians in different
specialties, may involve different amounts of work.
Therefore, the appropriate level of encounter should be
reported using the descriptors rather than the examples.

The American Medical Association is pleased to provide

vou with these clinical examples for the CPT 2018 code
8 1 v -‘FA\I:AP{{ in [hiS

exclude that patient encounter from 2 particuhr level of

service, The three components (history, €
medical decision making) must be mer, consisrent with
the Nature of Presenting Problem, and documented in

the medical record to report a particular level of service.

xamination, and

Office or Other Outpatient
Service

New Patient

99201 Initial office visit for a 50-year-old male from put-of-t1own
who needs a prescription refill for 2 nonsteroidal anti-

inflammatory drug. {Anesthesiology)

Initial office visit for a 40-year-old female, new patient,
requesting information about local pain clinics.
(Anesthesiology/Pain Medicine}

Initial office visit for a 10-year-old female for
determination of visual acuity as part of a summer ¢amp
ohvsical (does not include determination of refractive
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Appendix M—Renumbered CPT Codes-Citations Crosswalk

Appendix M

Renumbered CPT Codes—Citations Crosswalk

listing is 2 summary of crosswalked deleted and renumbered codes and descriptors with the associated CPT Assistant
for the deleted codes Thls listing mcludes codes deleted and renumbered from 2007 to 2009. Additional codes

rlk\\

ARSe

g sgree('s]; Deletg%l;ormer YS:::;::G Citations Referencing Former Code—Applicable to Current Codels)
924 0058T 2009 Jun 04:8 CPT Changes: An Insider's View 2004
9240 0059T 2009 CPT Changes: An Insider’s View 2004
41530 0088T 2009 May 05:7, Sep 05:9 CPT Changes: An Insider's View 2005
| 95803 0089T 2009 Jun 05:6, Feb 06:1 CPT Changes: An Insider’s View 2006
| 22856 0090T 2009 Jun 05.6. Feb 06-1 CPT Changes: An Insider's View 2006, 2007
2864 0093T 2009 Jun 05:6, Feb 06:1 CPT Changes: An Insider's View 2006, 2007
ﬂﬂﬂﬂﬂﬂ S | 5nna [ Jun 05:6. Feb 06:1 CPT Changes: An Insider’s View 2006, 2007
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Choosing A Code

International Morse Code

A = N === 1 = ———
Bemsns o N T Qea———

C wmnmmu - J—— 3 mmw ——

D === Qmmmsm= 4 mmmnm—

E - R === 5 mmnns

F somme S mn= GO mmumnm

G T = 7 m——
Henns U === § -

| = V me e Q e e e
§J W — — W = = 0 == e e ——
T TR je——
L) iy SOS
M= 2 Ben?  wri g
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Hemicorpectomy

* AANS said to use Code 63081 you must remove at least
1/3 of the vertebrae.

 The CPT definition: Vertebral corpectomy (vertebral body
resection), partial or complete, anterior approach with

decompression of spinal cord and/or nerve root(s); cervical,
single segment.

Freﬂikson



Hemicorpectomy

* AANS said to use Code 63081 you must remove at least
1/3 of the vertebrae.

 The CPT definition: Vertebral corpectomy (vertebral body
resection), partial or complete, anterior approach with

decompression of spinal cord and/or nerve root(s); cervical,
single segment.

* Their 33% test was made up. But

Freﬂson



63101—63283 Surgery / Nervous System

63101 Vertebral corpectomy (vertebral body resection), partial or
complete, lateral extracavitary approach with
decompression of spinal cord and/or nerve root(s) (eg, for
tumor or retropulsed bone fragments); thoracic, single
segment
& CPT Changes: An Insider's View 2004

& CPT Assistant Jul 13:3

63102 lumbar, single segment




Lateral Extracavita: y ﬁas,.,proach for
Extradural Exploration/Decompression

»For vertebral corpectomy, the term partla.l is used to

describe removal of a substantial portion of the body of

the vertebra. In the cervical spine, the amount of bone

removed is defined as at least one-half of the vertebral

body. In the thoracic and lumbar spine, the amount of
- bone rcmoved is deﬁned as at least one-third of the

| Al T
arg o ~'
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Two More Tumors?

* Codes for bladder tumors (52234-40) are broken into
“SMALL bladder tumors(s) (0.5 up to 2.0 cm)” “"MEDIUM
bladder tumor(s) (2.0 to 5.0 cm) and LARGE bladder
tumor(s).

« A few questions: How do you code a 2 cm tumor? How do
you code two 1.5 cm tumors? How do you measure? Is it
diameter? Circumference?? Volume???

Freﬂson




Can | Round Up?




Can | Round Up?

o»

SPUMP 2 A MINUTES
NGO 27 ko T

par
Round

& WEED & GRASS KILLER «

PMOO! 1 |0 MINUTIES
WEIBLE RESULYS W 3 MOURY
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Time

The CPT code set contains many codes with a time basis for
code selection. The following standards shall apply to time
measurement, unless there are code or code-range—specific
instructions in guidelines, parenthetical instructions, or code
descriptors to the contrary. Time is the face-to-face time
with the patient. Phrases such as “interpretation and report”
in the code descriptor are not intended to indicate in all
cases that report writing is part of the reported time. A unit
of time is attained when the mid- -point is passed. For exam-

ple, an hour is attained when 31 minutes have elapsed (more

than midway between zero and sixty minutes). A second
hour is attained when a total of 91 minutes have elapsed.
When codes are ranked in sequential typical times and the
actual time is between two typical times, the code with the
typical time closest to the actual time is used. See also the

Frednkson




typical time closest to the actual time is used. See also the
Evaluation and Management (E/M) Services Guidelines.
When another service is performed concurrently with a
time-based service, the time associated with the concurrent
service should not be included in the time used for reporting
the time-based service. Some services measured in units
other than days extend across calendar dates. When this
occurs a continuous service does not reset and create a first
hour. However, any disruption in the service does create a
new initial service. For example, if intravenous hydration
(96360, 96361) is given from 11 PM to 2 AM, 96360 would
be reported once and 96361 twice. For facility reporting on
a single date of service or for continuous services thar last

be).'ond midnight (ie, over a range of dates), report the total
units of time provided continuously.

Fredrikson

& BYRON, P.A



What Day Do | Use if a Service Crosses
Midnight?




What Day Do | Use If a Service Crosses
Midnight?

SOI

& B



Evaluation ang Management (E/M) Services Guidelines

Counseling
Counseling is discussion with 5

CPT 2018

of the paticnt (eg; office and other outpatient setting,
«

mergency department, nursing facility). The levels of
E/M services encompass the wide variations in skill,

cffort, ime, respansibilicy, and medical knowledge

3 tient and/, i
€oncerning one or more of the l'o|pk:wing m:)r &mdy
# Diaguostic resulrs, § - g

diagnostic studies SLonts 4
= Prognosis

= Risks and benefits of mana,

= Instructions for m
follaw-up

gement (treatment) options

anagement (treatment) and/or

® Importance of compliance with chosen management
(treatment) options

= Risk factor reduction

= Parient and family education

(Foe psychotherapy, soo S0832-90834, 90836-908404
Family History

A review of medical events in the paticnt's family that
includes significant information abous:

= The health starus or cause of death of parents, siblings,
and children

= Specific discases related o problems identified in the
Chief Complaint or History of the Present Hiness, and/
or System Review

= Discases of family members that may be hereditary or
place the patient as risk

History of Present lliness

A chronological description of the development of the
patient’s present illness from the first sign and/.oy'
symptom 1o the present, This includes a dcxngm?n of
location, quality, severity. timing, context, modnfymg
factors, and associated signs and symproms sigmficandy
related to the presenting problemis).

Levels of E/M Services

‘Within each category or subcategory quFJM service, e,
there are three o five levels of E/M services available for
reporting purposcs. Levels of E/IM services are not
interchangeable among the diffcrent catcgories or
subcategories of scrvice, For example, the ﬁr\l Jevel of
E/M scrvices in the subcategory of office visit, new
paticnt. does not have the same definition as the fiost level
of E/M scrvices in the subcategory of office vasiz,
established parient.

The levels of E/M services include examinarions,

evaluat s, conf es with or concemning

patients, preventive pedianic and adule health

supervision, and similar medical services, such as the

determination of the need and/or location for appropriate

care. Medical screening includes the history, examination,

G ; )
and medical deci king required to the
need and/or location for appropriate care and treacment

quired for the prevention or diagnosis and treatment of
llness or injury and the promation of optimal health
Each level of EIM services may be used by all physicians
or othet qualified health care professionals.
The descripeors for the levels of E/M services recognize
seven components, six of which are used in defining the
levels of E/M services. These components are:
» History

= Examinacion

& Medical decision making
» Counscling

» Cooedination of care

= Nagure of presenting problem
u Time

The first three of these components (history,
eamination, and medical decision making) are
considered the key components in selecting a level of
E/M services. (See “Determine the Extent of History
Obaained,” page 9.)

The next three comp ( fing, di of
care, and the narure of the presenting problem) are
considered contributory factors in the majority of
encounters. Although the fint two of these contributoey
facrors are important E/M services, it is not required that
these scrvices be peovided at every patient encounter.
Coordination of care with other physicians, other health
care professionals, or agencies without a patient
encounter on that day is reported using the case
management codes.

The final component, time, is discussed in derail on
page 7.

Any speaifically sdentifiable g dure (ic, ientified with
a specific CPT code) perfoemed on or subsequent 1o the
date of inirial or subsequent E/M services should be
reported scparatcly.

The actual performance and/or interpreration of
diagnostic tests/studics ordered during a parient
encounter are not included in the levels of E/M services.
Physician performance of diagnostic teses/studies for
which specific CPT codes are available may be reported
scparately, in addition to the appropriste E/M code, The
physician’s interpretation of the resules of disgnostic tests/
studies (ie, profossional componeat) with Ppreparation of 3
separate distincdy identifiable signed written POt may
&l be reported separately, using the appropriace CPT
code with modificr 26 appended

The physician or other health car
to indicate that on the day 3

identified bya CPT

€ professional may need
procedure or service
code was performed; the patienr’s

6 k=Teeretcre +=iddcnode N =fAgpoaimedng #=fmensiod DO 5wy

v b docals

CPT 2018

Eval

condition required a sigaificant separitely identifia

E/M service above and beyond uthp;’:uv’m pmvi:l):i or
bcyux?d the usual preservice and Postsetvice care
associated with the procedure tha was performed, The
E/M service may be caused or prompeed by the
symproms or condition for which the procedure and/or
service was provided. This citcumstance may be reported
by adding modifier 25 ta the apptopriate level of E/M
service. As such, different diagnoses ace nat eequired for

reporting of the procedure and the E/M services on the
same date.

Nature of Presenting Problem

A presenting problem is a disease, <condition, illoess,
injury, symptom, sign, finding, complaing, or other
reason for encounter, with or without a diagnosis being
established at the time of the encounter. The E/M codes

recognize five types of presenting problems thar are
defined as follows:

Minimal: A problem that may not require the presence
of the physician or other qualified health care
professional, but service s provided under the physician'y
or other qualificd health care professional’s SUpervision.
Self-limited or minor: A problem that runs 2 definite
and prescribed course, is transient in nature, and is not
likely to permanendly alter health status OR has 1 sood
prognosis with manag lcomphiance.
Low severity: A problem where the risk of mosbadicy
without treatment is lows there is littde 10 no risk of
moraality without treatment; full recovery withour
& C) 1} 3 & 4

and Manag (E/M) Services Guidelines

Social History

An age appropriate review of past and current activities
that inclides significant information about:

& Marital searus and/or living arrangements

= Cutrent employment

& Occupational history

» Military history

» Use of drugs, alcohol, and robacco
 Level of education
= Sexval history

® Orher relevant social factors

System Review (Review of Systems)

An inventory of body systems obrained through 2 series
of questions secking 10 identify signs and/or symptoms
that the parient may be experiencing or has experienced.
For the purposes of the CPT codebook the following
clements of 3 system review have been identified:

= Constitutional symptoms (fever, weighe Joss, etc)
® Eyes

» Eacs, nose, mouth, throat

» Cardiovascular

® Respiratory

» Gastrointestinal

» Genitourinazy

& = Musculoskeletal
Mclmm-.-n;dlyA pmlsl:m Whicre the sk of ® Integumentary (skin and/or breast)
bidity withous is mod there is & Neurological

risk of fity without = Psychiarri
prognosis OR increased probability of profonged B R locdiss
functional impairment, 2 ;
High severity: A problem whese the risk of marbidity i ks e
without treatment is high to extreme: there is 2 moderate = Allergic/immunologic

1o high risk of moetality without treatment OR high
probability of severe, prolonged functional impai

Past History

A review of the patient’s past experiences with illnesses,
Injuries, and that includes signifi
information about:

» Pior major illnesses and injuries

w Prior operations

= Prior hospitalizations

s Current medications

» Allergies (eg, drug, food)

® Age appropriate immunization starus
u Age appropriate feeding/dictary status

The review of systems belps define the problem, clarify
the differential diagnosis, identify needed testing, or
serves as baseline data on other systems that might be
affecred by any possible management options.

Time

The inclusion of time in the definitions of levels of E/M
services hias been implicit in prior editions of the GPT
codebook: The inclusion of time as an explicit factor
beginaing in CPT 1992 is done to assist in selecting the
mast appropriate level of E/M services, It should be
recognized that the specific times expressed in the visit
<ode descriptors are averages and, therefore, represent a
range of times that may be higher or lower depending on
actual clinical circumstances,

Time & not a descriptive component for the emergency
department bevels of E/M services because emergency )

A=Rnundrds @ v Newende B €= Contains now o vised ot O=Modier 51 exenpt

Amesican Medical Association | 7

nenjea3
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Can | Round Up?

 What is the CPT answer?
— It varies. For most E/M you round.

— But you have to check the code.

* Does your payor have the authority to vary from CPT? If so,
have they?

L
69 © 2022 Fredrikson & Byron, P.A. Fredrlkson
& BYRON, P.A.
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reporting examples above)

99291 Critical care, evaluation and management of the

critically ill or critically injured patient: first 30-74
minutes

Q CPT Assistant Summer 92:18, Summer 93:1, Summer 95:1,
Jan 967, Apr 97:3, Dec 98:6, Nov 99:3, Apr 006, Sep 00:1,
Dec 00:15, Jul 02:2, Feb 03:15, Oct 03:2, Aug 04:7, 10, Oct 04:14,
May 05:1, Jul 05:15, Nov 05:1 0, Jul 06:4, Dec 06:13, Nov 075,
Jan 09:5, Mar 09:3, Jul 09:10, Aug 11:10, Sep 11:3, Jul 12:13,
Feb 13:17, May 13:6, May 14:4, Aug 14:5, Oct 14:14, Feb 15:10,
May 16:3, Aug 16:9, Oct 16:8

+ 99292 each additional 30 minutes (List separately in ,mf,
addition to code for primary service) oy ik

O CPT Assistant Summer 92:1 |

Jan 96:7, Apr 97:3

Fredrikson

& BYRON, P.A.




30-74 minutes
(30 minutes - 1 hr. 14 min.)

99291 X 1

75-104 minutes
(1 hr. 15 min. - 1 hr. 44 min.)

992931 X 1 AND 99292 X 1

105-134 minutes
(1 hr. 45 min. - 2 hr. 14 min.)

99231 X 1 AND 99292 X 2

135-164 minutes
(2 hr. 15 min. - 2 hr. 44 min.)

99291 X 1 AND 99292 X 3

165-194 minutes
(2 hr. 45 min. - 3 hr. 14 min.)

99291 X 1 AND 99292 X 4




Can | Bill for Something the Patient
Didn’t Get?
« Sometimes! Drug waste billing is a great example of why it

IS so hard to generalize coding rules.

* You can often bill for the amount of drug in a vial if it can’t
be used and you used the smallest vial containing the
needed dose.

Freﬂson



Evaluation and Management

* Physician services in the clinic and hospital.

* Coding rules now differ based on setting. In the clinic:
medical decision-making or time.

* In the hospital: key components (History, exam, medical
decision-making) or time if counselling.

Freﬂson




* 99214

N .,Dhysmlans otherquallfled heé’l '

4
\*

Office or other outpatient wslt fo; the‘evaluatlon and 11 ..

management of an established patgent,hwtuc reqwfes at
least 2 of these 3 key components

m A detailed history; i
m Adetailed examination; ¢.
m Medical decision making of mod 4

complexity. 1o S

Counseling and/or coordlnatlon'

vVial

Fredrikson
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Cpt Cha nges 2017:

An Insider’s View

Fredrikson



m\\“‘s‘ Evaluation and Management

i,

o

CPT Changes 2021

Evaluation and
Management

Office or Other Outpatient
Services

New Patient
»(99201 has been deleted. To report, use 99202)«
%A 99202  Office or other outpatient visit for the evaluation and
management of a new patient, which requires a
medically appropriate history and/or examination and
straightforward medical decision making

/ Management 99202-99499

When using time for code selection, 15-29 minutes of
total time is spent on the date of the encounter.

Evaluation

%A 99203  Office or other outpatient visit for the evaluation and
management of a new patient, which requires a
medically appropriate history and/or examination and
low level of medical decision making.

When using time for code selection, 30-44 minutes of
total time is spent on the date of the encounter.

*A 99213 Office or other outpatient visit for

*A 99214 Office or other outpatient visit for the evaluation and

@ 9
management of an established pa\ien‘l’“ mum.::: Q \\ "@
@

medically appropriate history and/or exami
n
low level of medical decision making, R

When using time for code selecuon 2029 minutes of b \
total time is spent on the date of the encounter,

management of an established patient, which e
auires a 3
medically appropriate history and/or examination and ef

moderate fevel of medical decision making,

When using time for code selection, 30-39 minutes of
total time is spent on the date of the encounter,

medically appropriate history and/or examination and
high level of medical decision making.

When using time for code selection, 40-54 minutes of | >
total time is spent on the date of the encounter. 7z

*A 99215  Office or other outpatient visit for the evaluation and T
management of an established patient, which requires a
W

»(For services 55 minutes or longer, use prolonged
services code 99417)«

Rationale

Extenslve changes have been made to the Evaluation and
(E/M) Office or Other Outpatient Services

*A 99204  Office or other outpatient visit for the ion and
management of a new patient, which requires a
medically appropriate history and/or examination and
moderate level of medical decision making.

When using time for code selection, 45-53 minutes of
total time is spent on the date of the encounter.

%A 99205  Office or other outpatient visit for the evaluation and
management of a new patient, which reqmres a
medically appropriate history and/or i and
high level of medical decision making.

When using time for code selection, 60-74 minutes of
total time is spent on the date of the encounter.

»(For services 75 minutes or longer, use prolonged
services code 99417) 4

Established Patient

A 99211 Office or other outpatient visit for the evaluation and
management of an established patient, that may not
require the presence of a physician or other qualified
health care professional. Usually, the presenting
problem(s) are minimal.

*A 99212 Office or other outpatient visit for the evaluation and
management of an established patient, which requires a
medically appropriate history and/or ination and
straightforward medical decision making,

When using time for code selection, 10-19 minutes of
total time is spent on the date of the encounter.

subsection. Specifically, code 99201 has been deleted and
codes 99202-99215 have been revised. Extensive
guidelines have been added to the E/M Guidelines section
regarding office and other outpatient servmas codes,
including a new table for medical decision making (MDM)
that apphes only to office and other ompatlentsewms

emergency department nursing fac!lﬂv domit,'lham
home or custodnal care, and home E/M s
d. The i ule p LE\'I'S

two issues. First, the February 2019 Medicar
Rule, in which the Centers for Medicare & Med
‘Services (CMS) issued a wide-ranging proposal
office/outpatient E/M reporting requiremer
 the payment by applying a' smg}p-paymemg L
through 5 office visits. Second, the thre
physical examination, history, and M
adequately captured the actual work of
other qualified health care professional
visit. To address these two issues, the A
workgroup to devise a“solutqonthat would_
concemns regarding payment as well as making cod
selection simpler and more accurate.

*=Telemedicine +=Add-oncode A=FDA approval pending  # =Resequenced code  © =Modifier 51 exempt
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* 99214

Office or other outpatient visit for the evaluation and
management of an established patient, which requires a
medically appropriate history and/or examination and
moderate level of medical decision making.

When using time for code selection, 30-39 minutes of
total time is spent on the date of the encounter.
) CPT Changes: An Insider's View 2013, 2017, 2021

O CPT Assistant Winter 91:11, Spring 92:15, 24, Summer 92:1, 24,
Spring 93:34, Summer 93:2, Fall 93:9, Spring 95:1, Summer 95:4,
Fall 95:9, May 97:4, Jul 98:9, Sep 98:5, Aug 01:2, Jan 02:2,
May 02:1-2, Oct 03:5, Apr 04:14, Oct 04:10, Apr 05:1, 3,

Jun 05:11, Dec 05:10, May 06:1, Jun 06:1, 11, Sep 06:8,

Oct 06:15, Apr 07:11, Jul 07:1, Sep 07:1, Mar 08:3, Mar 09:3,
Aug 09:5, Sep 10:4, Jan 11:3, Jun 11:3, Mar 12:4, 8, Jan 13:9,
Mar 13:13, Jun 13:3, Aug 13:13-14, Jan 15:12, Oct 15:3,

Mar 16:11, Sep 16:6, Apr 18:10, Sep 18:14, Jan 19:3, Jan 20:3,
Feb 20:3, Mar 20:3, May 20:3, Jun 20:3, Sep 20:14, Oct 20:14,
Nov 20:12, Jan 21:3, Feb 21:8, Apr 21:13




LDIS5 4997 EM REVIEW — General Multi-system

et B = MUY e s

Coded as: Reviewer: Clagree Odisagree:

Chief Complaint: Jyes DOlno

HPE (history of present illness) elements:
CLocation [ClSeverity ClTiming Cihodifying factors CIQuality ODwration ClContest ClAssociated signs & symptoms

ROS {review of systems):

OConsitutional {wi. loss, etc.) ClCard/vasc OGLr Oteuro OHemsTymph

COEy=s OResp Ontusculo ClPsych C1 A i

OIENT, mouth o L OIntegumentary (zkin, breast) OEndo O“All others negative™

PFSH (past medical, family, social history) areas:

ClPast history (the patient’s past experiences with flinesses, operations, injuries and treatrments)

CFamily history (review of medizal events in patient's family, inclides dizeases which may be bereditary or place patient at risk)

COISocial history (an age-appropriats review of past and current activities) KA

If physician is unable to obein history, the  No PESH required: a) Subsequent hospital care b) Follow-up inpt. consults <} Subseguent nursing frcility care

record shouwld d ribve cin AETAMCES *Complete PFSH: 2 hx arcas: a) Established pt. office {outpt.) care; domici liary care; home care b) Emergency dept.

which preclude obtaining it, 3 hoc areas: a) Mew pt. office (outpt.) care; domicil. care; home care B) C Itz <) Initial hosp. care d) Hosp. obsery. €) Compre, nursing fac. assessrments
(S FF BV C R

e y

FOMR O T iy

A, limited exam of the affected body arez or organ systeam fore body area or
Spuaresy related to problem).

A limited exam of the affected body ares or organ system and other symptomatic
of related organ systemis) (edditional spsierrs up o o rotal of 7).

An extended exam of the affected body area(s) and other symptomatic or related
organ system(s) (maafiional bady areas or spstems wp to o foeel of F—more in-depik).
A general multi-system exam (8 or wore spsferms) or complete exam of a single 1
. - PBody arcas: O Head, including face I Chest, including breases and axillas [ Abdomen Ol Back, including spine [ Neck [ Gendtalia, groin, buttocks [ Each exiremity
Organ systems: [ Constitutional {e.g vital signs, geneval appearance) O Ear, nose, mouth, throat [ Genitourinary [ Psychiatric [ Casdiovascular [ Musculoskeletal Ol Bespiratory
0 Skim O Eyes O Gastrointestinal O Newrologic [0 Hem L. 1]
LA FC A R S Y ST W W RN W B

Beview and/or order of clinical lab test{s)

t Review and/or order of tast{s) in the radiclogy section of CFT

Selfdimited or minor: stable, improved or worsening
Established problem (to examiner): stable, improved 1 ] Blevienar andior order of test{s) in the medicine section of CPT i
Established probil (to examiner}: worseaing - Discussion of test results with performing physician 4
problem (to examiner): mo addit , : 3 Adizx = § Diecision to ebtain old records and/or obtain history from semesone other than patient 1
- — Review & summarization of old records &foc obtaining history from someone other than patient andfor z

MNew probiem (to cxaminer); additional workup planned 4 dizcussion of case with another health care provider .
Total Independent visaalization of image, tracing or specimen itself {not simply review of report) 2
Total

Bring total to line A in Final Result for Complexity
Risk of Complications and/er Morbidity or Mortality Bring total to line B in Final Result for Complexity




LM Risk of Complications and/er Morbidity or Mortality

Freseubime Prolifemi=)

« One s%li'-llmitud or minor problem, e g cold, insect bite, tinea
corpaoris

hassipstic Proced mry sho @i e

«Urinalysis
«Ultrasound, &g echo
«KOH prep

« Lab tests requiring venipuncture
«Chest x-rays
«ERGEEG

Bring total to line B in Final Result for Complexity
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+0ne or more chronic illnesses with mild exacerbation, progression, or
side effects of treatment

» Two or more stable chronic il Inesses

«Undiagnosed new problam w/uncertain prognosis, e.g. lump in breast
-An“:it:illneu wizystemic symplomd, e.g. pyelonephritis, preumonitis,
l -

meEREmDOE

» Aguta complicated injury, e.g. head inj. whrief lows of conssiousness

-Piymlug: tests under strass e.g candtac stress test, fetal
mmﬁmshﬂ_sm

«Diagnostic endoscopies with no identified risk factors

» Deep peedle or incisional biopsy

« Cardiovascular imaging shudies with contrast and no
identified rsk factors, &.g. arteriogram, cardlac cath

«Obtain fluid from body cavity, e.g lumbar punciure,
thoracantesis, culdocentasis
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+«Minor surgery with identified risk factors

+ Elective major surgery (open, percutansous or endoscapic) with
no identified risk factocs

+ Prescription drug management

» Therapeutic muclear medicine

« [V fluids with additives

+Closed treatment of fracture or dislocation without menipulation
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Know the Score

Chief Complaint: Dyes Do

HPI (history of present illness) elements:
OLocation DlSeverity CiTiming CiModifying factors DiQuality OiDuration CiContext ClAsodated signs & symploms

« Patient has had intermittent pain in the arm during exercise
for a while.

 How many HPI elements?

.
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“D” Tales Matter?

Fredrikson




ADMISSION REVIEW

Admission Review Rule

To perform an admission review, both the 81 rule and the IS rule from the same criteria
subset must be met on admission.

“Review Lyp ne . .| Review Time. . .| ReviewRule. . . . . °
Admission Review data derived Apply Severity of lliness (S1) and
from first 12 hours of Intensity of Service (IS andfor
admission +S).

Admission Review Steps

1. Identify the level of care based on the patient's current or proposed level.

2, Obtain and review the clinical information which may include, emergency department
record, admission history and physical, admission note, laboratory, imaging, ECG
findings, and physician orders.

3. Select the most appropriate criteria subset based on the patient's predominant
presenting clinical findings. For example, a patient is admitted with vomiting that
was unresponsive to antiemetics, you would use the criteria subset that best covers
vomiting (e.g., Gastrointestinal / Biliary / Pancreatic).

Tip: The Index can help you identify the criferia subsst
where the appropriate ST eriterion is locoted,

4. Apply 51 rule,

» Select SI criteria based on patient's clinical findings and determine if greater than
ar egual to One SI is met.

¢ Docoment the 51 criteria point(s} met.

Fredriks



Preadmission Heview Rule

The preadmission rule for InterQual Acsute Criteria applies only to a planned admission
for a surgical procedure or induction of an obstetrical patient performed as an inpatient at

the acute care lavel,

Tip: To review approprioteness of the surgery/
procedure, refer to InterQual Procedures Criteria,

Review Type - [ Review Time: 1 | Review Rule: " 7
Preadmission Belore an alectiva Elactive surgery / invasive
surgery / procedure procedure, = one:™
# » Designated inpatient setting
and performed same day
ag admission

+ High risk for
thromboembolism'™

Before due date » C-gection / Induction arnd

scheduled same day as

admission, = one:

= At term / Post term

* Fetal demise

Preadmission Review

1. (o tothe appropriate criteria subset (Acute Surgery / Trauma or OB/GYN/GILD,

2. Apply the 81 criterion relating to elective (scheduled) surgery or invasive procedure
loeated under Clinical Findings or Obstetries.

4. Confirm that either:

*  The admission date iz the same as scheduled procedure date and the procedure
appears on an approved list of inpatient procedures.

* The patient is at a high risk for thromboemboelism, Review the attached note to
determine if the patient qualifies as high risk.

* The admission date is the same as the C-section or Induction date,
4. Continue according to the following recommended actions,

Fredrikson




“If it iIsn’t written, it wasn’t done.”

 Good advice, but not the law.

* Medicare payment is determined by the content of the
service, not the content of the medical record.

* The documentation guidelines are just that: guidelines
(although the carrier won't believe that).

« Watch our webinar:
https.//www.youtube.com/watch?v=7/c3REpkbPLw&list=PLy
|leM-paimEeqo2KRcc26 MEHS5nNAWhBN2&index=2

Freﬂson


https://www.youtube.com/watch?v=7c3REpkbPLw&list=PLyjeM-paimEeqo2KRcc26MEHs5nAWhBn2&index=2

Role of Documentation: The Law

“No payment shall be made to any provider of services or
other person under this part unless there has been furnished
such information as may be necessary in order to determine
the amounts due such provider or other person under this
part for the period with respect to which the amounts are
being paid or for any prior period.”

— Social Security Act § 1833(e)

Freg:rikson



Role of Documentation:
Guidance from CMS/HCFA

 The CPT Assistant explains: “It is important to note that
these are Guidelines, not a law or rule. Physicians need not
modify their record keeping practices at all.”

— CPT Assistant Vol. 5, Issue 1, Winter 1995

 CMS has publicly stated that physicians are not required to
use the Documentation Guidelines.

Freﬂson




Role of Documentation:
Guidance from CMS/HCFA

« Documentation Guidelines for Evaluation and
Management Services Questions and Answers

* These questions and answers have been jointly developed
by the Health Care Financing Administration (CMS/HCFA)
and the American Medical Association (AMA) March 1995.

1. Are these guidelines required?
No. Physicians are not required to use these guidelines In
documenting their services.

Freﬂson




Guidance from CMS/HCFA

“However, it is important to note that all physicians are potentially
subject to post payment review. In the event of a review, Medicare
carriers will be using these guidelines in helping them to
determine/verify that the reported services were actually rendered.
Physicians may find the format of the new guidelines convenient to
follow and consistent with their current medical record keeping. Their
usage will help facilitate communication with the carrier about the
services provided, if that becomes necessary. Varying formats of
documentation (e.g., SOAP notes) will be accepted by the Medicare
carrier, as long as the basic information is discernible.”

L
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Guidance from CMS/HCFA

“6. How will the guidelines be utilized if | am reviewed by the
carrier?

If an evaluation and management review Is indicated, Carriers
will request medical records for specific patients and
encounters. The documentation guidelines will be used as a
template for that review. If the documentation is not sufficient
to support the level of service provided, the Carrier will
contact the physician for additional information.”

Freﬂikson




Role of Documentation:
Guidance from CMS/HCFA

“7. What are my chances of being reviewed?

Review of evaluation and management services will only occur if
evidence of significant aberrant reporting patterns is detected (i.e.,
based on national, carrier or specialty profiles). Our reviews are
conducted on a ‘focused’ basis--there is no random review.”

 Documentation is relevant only if there is doubt that the
services were truly rendered.

Fredrikson




Key Tips

* Avoid “over-coded” or “under-coded” unless you KNOW the
service varied from the code.

« Use “wasn’t documented as billed” or “was documented at
a higher level.”

* Avoid the term “audit” when you do a “review.

.
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Communicating Deficiencies

« Characterizing problems accurately is key.

« “Scaring” people into compliance can and will be used
against you in a court of law.

* Don’t exaggerate (or lie) to encourage compliance.

Freﬂson



Describing A Review

“Our chart reviews are not audits designed to determine
whether we have been overpaid or underpaid.” First, they are
not a statistically valid sample. Moreover, they only review the
documentation, without attempting to determine the amount
of work you actually performed. Therefore, these figures are
far from scientific.

Fredrikson



Describing A Review

‘However, since a Medicare review would base the initial
overpayment determination solely on the documentation,
these figures give you some idea of how your charts would
fare in the first phase of a Medicare review.”

Fre:;:(lrson




Physicians at Teaching Hospitals (PATH) Audits,
GAO Report, No. GAO/ HEHS-98-174, July 1, 1998,

page 22

One-level differences, however, may indicate legitimate
differences in judgment. HCFA, OIG, and carrier staff with
whom we spoke acknowledged that coding discrepancies can
be subjective and do not necessarily reflect fraud or abuse.

Freﬂson




Teaching Physiclan Services

« Medicare pays hospitals to train residents.

« Therefore, it would be “double-dipping” to count the
resident’s work.

 Act as if the resident didn’t exist.




42 C.F.R. §415.172

(a) General rule. If a resident participates in a service furnished in a teaching setting,
physician fee schedule payment is made only if a teaching physician is present during
the key portion of any service or procedure for which payment is sought. In residency
training sites that are located outside a metropolitan statistical area, physician fee
schedule payment may also be made if a teaching physician is present during the key
portion of the service, including for Medicare telehealth services, through audio/video
real-time communications technology for any service or procedure for which payment
Is sought. For all teaching settings during the Public Health Emergency, as defined in
§ 400.200 of this chapter, for the COVID-19 pandemic, if a resident participates in a
service furnished in a teaching setting, physician fee schedule payment is made if a
teaching physician is present during the key portion of the service including for
Medicare telehealth services, through audio/video real-time communications
technology for any service or procedure for which payment is sought.

L
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42 C.F.R.§415.172

(1) In the case of surgical, high-risk, or other complex
procedures, the teaching physician must be present during all
critical portions of the procedure and immediately available to
furnish services during the entire service or procedure.

Fredrikson



42 C.F.R.§415.172

() In the case of surgery, the teaching physician's presence is
not required during opening and closing of the surgical field.

(1) In the case of procedures performed through an

endoscope, the teaching physician must be present during
the entire viewing.

Freﬂson



42 C.F.R.§415.172

(2) In the case of evaluation and management services,
except as otherwise provided in this paragraph (a)(2), the
teaching physician must be present in person during the
portion of the service that determines the level of service
billed. (However, In the case of evaluation and management
services furnished in hospital outpatient departments and
certain other ambulatory settings, the requirements of

§ 415.174 apply.)

Freﬂikson



42 C.F.R.§415.172

(i) In residency training sites that are located outside of a metropolitan statistical
area, the teaching physician may be present through audio/video real-time
communications technology during the portion of the service that determines the
level of service billed. (However, in the case of evaluation and management
services furnished in hospital outpatient departments and certain other ambulatory
settings, the requirements of § 415.174 apply.)

(i) For all teaching settings during the Public Health Emergency, as defined in

§ 400.200 of this chapter, for the COVID-19 pandemic, the teaching physician may
be present through audio/video real-time communications technology during the
portion of the service that determines the level of service billed. (However, in the
case of evaluation and management services furnished in hospital outpatient
departments and certain other ambulatory settings, the requirements of § 415.174

apply.)

L4
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An Explicit Documentation Requirement

(b) Documentation. Except as otherwise provided in this paragraph (b),
except for services furnished as set forth in § 415.174 (concerning an
exception for services furnished in hospital outpatient and certain other
ambulatory settings), §415.176 (concerning renal dialysis services),
and § 415.184 (concerning psychiatric services), the medical records
must document that the teaching physician was present at the time the
service (including a Medicare telehealth service) is furnished. The
presence of the teaching physician during procedures and evaluation
and management services may be demonstrated by the notes in the
medical records made by the physician or as provided in § 410.20(e) of
this chapter.

.
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Who Can Write in the Medical Record?

 Historically, anyone.
* Be careful what you wish for...




42 CFR § 410.20(e)

Medical record documentation: The physician may review and
verify (sign/date), rather than re-document, notes in a
patient's medical record made by physicians; residents;
nurses; medical, physician assistant, and advanced practice
registered nurse students; or other members of the medical
team including, as applicable, notes documenting the
physician's presence and participation in the services.

Fredrikson



“Incident to” Billing

 Clinic can bill for “incident to” services only if:
— Clinic pays for the expenses of the ancillary person.
— Clinic is the sole provider of medical direction.

— The first visit for the course of treatment is with a physician (later
visits may be with the non-physician provider). Note the “new
problem” myth.

L
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“Incident to” Billing

 Clinic can bill for “incident to” services only if:
— The service Is something typically done in an office.
— The service is not in a hospital or nursing home (may be a “shared
visit”).
— A clinic physician must be in the “office suite.”
— The services should be billed under the supervising physician.

.
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Not Everything is Incident to...

Depending on the particular tests, the supervision
requirement for diagnostic tests or other services may be
more or less stringent than supervision requirements for
services and supplies furnished incident to physician’s or
other practitioner’s services. Diagnostic tests need not also
meet the incident to requirement in this section. Likewise,
pneumococcal, influenza, and hepatitis B vaccines are
covered under § 1861(s)(10) of the Act and need not also
meet incident to requirements.

Fredrikson




Not Everything is Incident to...

“Physician assistants, nurse practitioners, clinical nurse
specialists, certified nurse midwives, clinical psychologists,
clinical social workers, physical therapists and occupational
therapists all have their own benefit categories and may
provide services without direct physician supervision and bill
directly for these services.”

— Medicare Benefit Policy Manual, Chapter 15 § 60A

Fre:;:(lrson




What Is “Direct Supervision”?

* 410.32(b)(3)(ii): “Direct supervision in the office setting
means the physician must be present in the office suite and
iImmediately available to furnish assistance and direction
throughout the performance of the procedure. It does not

mean that the physician must be present in the room when
the procedure is performed.”

« Defined more by what it is NOT, rather than what it 1S. Not
“in the room.” But where?

Freﬂson



Office Suite?

“We are not proposing that there must be any particular
configuration of rooms for an office to qualify as an office
“suite.” However, direct supervision means that a physician
must be In the office suite and immediately available to
provide assistance and direction. Thus, a group of contiguous
rooms should in most cases satisfy this requirement. We
have been asked whether it would be possible for a physician
to directly supervise a service furnished on a different floor.
We think the answer would depend upon individual...

Freﬂikson




Office Suite?

...circumstances that demonstrate that the physician is close
at hand. The question of physician proximity for physician
referral purposes, as well as for incident to purposes, Is a
decision that only the local carrier could make based on the
layout of each group of offices. For example, a carrier might
decide that in certain circumstances It Is appropriate for one
room of an office suite to be located on a different floor, such
as when a physician practices on two floors of a townhouse.”

- 63 Fed. Reg. 1685, Jan. 9, 1998

Fredrikson




What Does in the “Office Suite” Mean?

* An excellent question.

We know what it is not, not what it is.
The 30 second test is often popular.
Same building??

MAC discretion.




“Course of Treatment*”
MBPM Chapter 15 § 60.1.B

This does not mean, however, that to be considered incident to, each
occasion of service by auxiliary personnel (or the furnishing of a supply)
need also always be the occasion of the actual rendition of a personal
professional service by the physician. Such a service or supply could be
considered to be incident to when furnished during a course of
treatment where the physician performs an initial service and
subsequent services of a frequency which reflect his/her active
participation in and management of the course of treatment*.

*What happened to diagnosis???

L
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What is a “Course of [Diagnosis or]
Treatment”?

Patient receiving chemo develops an infection.

Child has a series of ear infections. What if they now get
strep throat?

|s the course of diagnosis broader?
NEITHER THE REGS NOR THE MANUAL MENTION

“NEW PROBLEM.”




This Talk In One Example

 |f some makes an assertion (you can’t do “incident to” for a
patient with a new problem):
— Make them show you the rule.
— Read what they give you carefully. Does it say what they think it says?
— Consider the hierarchy. Is what they provided truly binding?

.
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We Billed under the Wrong Person,
We’re SOL, Right?

* Wrong!

« Medicare Claims processing Manual Chapter 1, 30.2.2.1.:
“An otherwise correct Medicare payment made to an
Ineligible recipient under a reassignment or other
authorization by the physician or other supplier does not
constitute a program overpayment.”

Freﬂson



Shared Visits: 42 CFR § 415.140

Replaces guidance with a regulation.
Applies where “incident to” billing is prohibited.
Requires a modifier on the claim.

Only the professional doing the “substantive portion™ may
bill.

Freﬂson




Shared Visits: Substantive Portion

¢« 2022 more flexible than 2023 for all but Critical Care.

* |n 2022, “substantive portion” of the visit means the
professional performed any one of the three key
components (history, exam or medical decision-making) or
more than 50 percent of the time.

* |In 2023, whoever does the most time. (CMS has indicated
iInformally that if both professionals are there, they may
decide which gets the time.)

Freﬂson



Two-Midnight Rule 42 CFR § 412.3

(a) For purposes of payment under Medicare Part A, an individual is considered an
inpatient of a hospital, including a critical access hospital, if formally admitted as an
inpatient pursuant to an order for inpatient admission by a physician or other
gualified practitioner in accordance with this section and § § 482.24(c), 482.12(c),
and 485. 638(a)(4)(|||) of thls chapter for a critical access hospital. Ihrs-phwer&n

mpafaen{—serwees—undePMeel%are—P&rt—Ar In addltlon to these physrcran orders

inpatient rehabilitation facilities also must adhere to the admission requirements
specified in § 412.622 of this chapter.
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Two-Midnight Rule 42 CFR § 412.3

(d)(1)Except as specified in paragraphs (d)(2) and (3) of this section, an
iInpatient admission is generally appropriate for payment under
Medicare Part A when the admitting physician expects the patient
to require hospital care that crosses two midnights.

() The expectation of the physician should be based on such
complex medical factors as patient history and comorbidities, the
severity of signs and symptoms, current medical needs, and the
risk of an adverse event. The factors that lead to a particular
clinical expectation must be documented in the medical record in
order to be granted consideration.

.
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(D)(2) and (3) Expand Coverage a Bit

(2) Aninpatient admission for a surgical procedure specified by Medicare as inpatient only
under § 419.22(n) of this chapter is generally appropriate for payment under Medicare Part
A regardless of the expected duration of care. Procedures no longer specified as inpatient
only under § 419.22(n) of this chapter are appropriate for payment under Medicare Part A in
accordance with paragraph (d)(1) or (3) of this section. Claims for services and procedures

removed from the inpatient only list under § 419.22 of this chapter on or after January 1,
2020 are exempt from certain medical review activities.

(i) For those services and procedures removed on or after January 1, 2020, the exemption
in this paragraph (d)(2) will last for 2 years from the date of such removal.

(ii) Forthose services and procedures removed on or after January 1, 2021, the exemption
in this paragraph (d)(2) will last until the Secretary determines that the service or
procedure is more commonly performed in the outpatient setting.
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(D)(2) and (3) Expand Coverage A Bit

(3) Where the admitting physician expects a patient to require hospital care for only a limited
period of time that does not cross 2 midnights, an inpatient admission may be appropriate
for payment under Medicare Part A based on the clinical judgment of the admitting
physician and medical record support for that determination. The physician's decision
should be based on such complex medical factors as patient history and comorbidities, the
severity of signs and symptoms, current medical needs, and the risk of an adverse event. In
these cases, the factors that lead to the decision to admit the patient as an inpatient must
be supported by the medical record in order to be granted consideration.
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Bottom Line

* Physician expectation controls. Is a two-midnight stay
anticipated? (Possible exception for intense care.)

« Government can assert that physician order and supporting
documentation are required.
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IDTFS

* “Independent Diagnostic Testing Facility.”
* Independent from a hospital or physician office.

« Special medical director, supervision, and practice location
requirements.
* They teach us written orders are NOT always required!!

Fredrikson




IDTFs Are Different

Ordering of tests. All procedures performed by the IDTF must
be specifically ordered in writing by the physician who is
treating the beneficiary, that is, the physician who Is
furnishing a consultation or treating a beneficiary for a specific
medical problem and who uses the results in the
management of the beneficiary's specific medical problem.
(Non-physician practitioners may order tests as set forth in

§ 410.32(a)(3).) The order must specify the diagnosis or
other basis for the testing.

- 42 CFR 410.33
Fredrikson




IDTFs Are Different

“Some commenters have requested the rationale for requiring
specific written orders for tests performed by IDTFs while not
Imposing the same requirement on testing in physician
offices. The rationale for requiring testing by IDTFs to be
ordered in writing by the treating physician is based in our
(and, more specifically, HCFA’s contractors’) experience with
IPLs. There have been instances in which IPLs have offered
‘free’ screening to Medicare beneficiaries in shopping...
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IDTFs Are Different

...malls and senior citizen centers, which meant the IPL accepted the
carrier payment for the procedure and waived billing the beneficiary for
the co-insurance...\We believe that our experience with waste and
abuse in IPL justify these requirements, including requiring the treating
physician’s order for a procedure.”

- 62 Fed. Reg. 59048, 59072

L4
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Supervision of Diagnhostic Tests

* Medicare has three levels of supervision:
— Personal
— Direct
— General

« Each year the fee schedule lists the required level of
supervision.




Supervision of Diagnhostic Tests

* Personal supervision means a physician must be in
attendance in the room during the performance of the
procedure.

* Direct supervision in the office setting means the physician
must be present in the office suite and immediately
available to furnish assistance and direction throughout the
performance of the procedure. It does not mean that the
physician must be present in the room when the procedure
IS performed.

Freﬂikson




Supervision of Diagnhostic Tests

« General supervision means the procedure is furnished
under the physician's overall direction and control, but the
physician's presence is not required during the
performance of the procedure. Under general supervision,
the training of the non-physician personnel who actually
perform the diagnostic procedure and the maintenance of
the necessary equipment and supplies are the continuing
responsibility of the physician.

- 42 CFR 410.32

Freﬂikson



What Does It Mean to Provide “General’
Supervision?
« Who would the tech ask?

* When multiple groups are involved, beware.
* Leased techs merit extra attention.
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