MEDICARE UPDATE


By: Joy Newby, LPN, CPC


Newby Consulting

2010 CPT CODING CHANGES 

It is time to begin looking at CPT 2010 to determine if any updates need to be made to your superbill and current coding practices.  Each year we may need to change our coding practices because of the addition of new codes, deletion of previous codes, and changes in the descriptions of existing codes. This year is no different! 
In addition to reviewing CPT 2010, physicians should also update CPT 2010 by downloading the American Medical Association’s (AMA) Corrections Document - CPT® 2010 available on the AMA’s website at http://djk9qtinkh46n.cloudfront.net/ppdf/2010-cpt-errata1.pdf.

Resequencing Codes 

Although the change does not affect many codes, the new practice of “Resequencing” which begins with CPT 2010 is a totally new concept. In order to respond to the increasing need for additional new codes due to the ever growing needs of physicians and payers, the AMA has found that adherence to the traditional numbering convention that inherently forces deletion and renumbering, compromises the long-term maintenance and integrity of CPT codes.

Resequencing allows related concepts to be placed in a numerical sequence regardless of the availability of numbers for sequential numerical placement. Thus, this process utilizes the content within the code descriptor to determine the appropriate placement in CPT. 

Example of “resequencing”
21552
► Code is out of numerical sequence. See 21550-51632) ►

21554
► Code is out of numerical sequence. See 21550-51632) ►
  ▲
21555
Excision, tumor, soft tissue of neck or anterior thorax, subcutaneous; less than 3 cm
       #●
21552
3 cm or greater

  ▲
21556
Excision, tumor, soft tissue of neck or anterior thorax, subfascial (e.g., intramuscular); less than 5 cm

       #●
21554
5 cm or greater
Medicare mandated physicians use CPT coding for claims filing in 1986.  To those of us who have been around for a while, this whole concept seems strange; however, I believe it makes a lot of sense.  Regardless of whether we are ready or not, we are moving from the use of paper resources to electronic resources.  Personally, I would rather have the resequencing of codes in lieu of deleting codes that need to be expanded and creating new codes in a new section that doesn’t relate to the service I am trying to code.

Excision of Tumors

CPT 2010 includes 41 new codes, 53 revised codes, and 7 deleted codes to describe excision of subcutaneous soft tissue tumors, excision of fascial or subfascial soft tissue tumors, radical resection of soft tissue tumors, and radical resection of bone tumors.  These changes are scattered throughout the musculoskeletal section.

These new codes are not to be used to describe the excision of lesions originating in the cutaneous layers, e.g., benign skin lesions, basal cell carcinoma, melanoma. These lesions will continue to be reported with the appropriate code from the 11400-11446 and 11600-11646 series of codes.

According to CPT Changes 2010 – An Insider’s View, the changes were made to:

…address the significant advancements made in the treatment of bone and soft tissue tumors during the past 10 years…achieve greater granularity, consistency, and standardization when reporting the soft tissue tumor and bone tumor services.

Consultation Coding – Oh My Goodness!

These changes have huge implications to those physicians typically billing consultation codes and although family physicians do not use consultation codes that often, typically used for pre-operative clearance, these changes affect family physicians more that we thought they would. 
If physicians thought it was difficult to determine when to use a consultation code before, just wait until they see what happens in 2010.

The AMA has revised the introductory notes under the E/M subheading “Consultations.”  These notes make almost every referred patient a consultation.
 According to the introductory notes, consultation codes should be reported in two circumstances:

1. To provide advice/opinion for a specific condition or problem

2. To allow a determination to be made on whether to accept the ongoing management of the patient’s entire care or for the care of a specific condition

Most physicians believe that until they “see the patient” they can’t make the decision to accept the ongoing management.  Life is good!

Oh wait! Since the AMA and the Centers for Medicare & Medicaid Services (CMS) could not come to an agreement on how to define the difference between a “consultation” and a “transfer of care,” CMS decided to solve the problem once and for all.  Beginning with dates of service on or after January 1, 2010, CMS will no longer accept claims including consultation codes 99241-99245 and 99251-99255.  These codes will be rejected telling physicians the code is not recognized for payment.

Do not get confused, this coding change doesn’t mean that CMS is no longer paying for consultation services. What it does mean is that CMS is requiring physicians to use different code sets to describe “consults.”  Due to specific language in §1845(c)(5) of the Social Security Act, CMS believes they have the authority to determine the structure of coding consultations; however, §1834(m) of the Act states that the definition of telehealth services includes “professional consultations” and points to the initial inpatient consultation codes (“as subsequently modified by the Secretary [Department of Health & Human Services]. 

Good news for primary care physicians, this budget-neutral change is being done by redistributing the resulting savings to increase payments for the existing evaluation and management (E/M) services. In the 2010 Medicare Fee Schedule Database, CMS increased the work RVUs for E/M codes that will be used in lieu of consultation codes. Further, CMS has already adjusted the payment for the surgical global period to reflect the higher value of the office visits furnished during the global period.

CMS believes they are respecting the legislative intent of §1834(m) because they are creating new HCPCS codes to report these specific telehealth initial inpatient consultation services.

· G0425
Initial inpatient telehealth consultation, typically 30 minutes communicating with patient via telehealth

· G0426
Initial inpatient telehealth consultation, typically 50 minutes communicating with patient via telehealth

· G0427
Initial inpatient telehealth consultation, typically 70 minutes or more communicating with the patient via telehealth

How do you report “consultation” services beginning in 2010? 

It is going to be payer specific!

Medicare Patients

CMS has already provided instructions on how to report Medicare (primary or secondary coverage) patients.

· Referred patient seen in the office setting 

· Use E/M codes for new or established patient depending on whether the patient has been seen within the last three (3) years. (99201-99215)

· Remember, new diagnosis is not applicable

· Referred patient seen in the facility setting 

· Initial visit – report service using the initial inpatient hospital (99221-99223) or nursing facility setting (99304-99306) 

· No additional modifier required for “consult” service

· Admitting physicians must append the “attending physician of record” modifier for Medicare patients admitted to the facility setting

· -AI - Principal Physician of Record – append to 

· Initial inpatient hospital care (99221-99223)
· Initial nursing facility care (99304-99306)

Reporting the correct level of care in the facility setting is imperative.  There is no direct crosswalk from the 5 levels of inpatient consultations to 3 levels of initial hospital care and initial nursing facility care.  This will create some interesting scenarios.  If the work you performed would have reported with the lower level consultation codes, you will probably not be able to report the lowest level initial care code in the inpatient hospital and inpatient nursing facility.  Codes 99221 and 99304 require the performance of a medically necessary detailed history and detailed examination.  If one of these key components is less than detailed, your documentation will probably only support reporting a subsequent inpatient (99231-99233) or subsequent nursing facility care (99307-99310) code.

Coding by Time

Some physicians and consultants are already suggesting physicians use the prolonged service codes for inpatient settings (99356-99357) in addition to the initial inpatient (99221-99223) or initial nursing facility codes (99304-99306). Their recommendation is based on the difference in time for the higher level consultation codes vs. the typical time included in the initial inpatient codes.
	Inpatient Consult Code
	Typical Time
	Initial Observation Care
	Typical Time
	Initial Inpatient Hospital Care
	Typical Time
	Initial Nursing Facility Care
	Typical Time

	99253
	55 min
	99218
	N/A
	99221
	30 min
	99304
	25 min

	99254
	80 min.
	99219
	N/A
	99222
	50 min
	99305
	35 min

	99255
	110 min
	99220
	N/a
	99223
	70 min
	99306
	45 min


Do not automatically add the prolonged service code to the initial inpatient or initial nursing facility codes.  You still must meet the guidelines for the coding by time and adding the prolonged service codes.  In addition to documenting the amount of time spent on the floor/unit, you must also provide a synopsis of what you were doing for the particular patient.

Coding E/M by Time

CPT 2010 includes the following guidelines for reporting inpatient E/M codes by time:
For reporting purposes, intraservice time for these services is defined as unit/floor time, which includes the time that the physician is present on the patient’s hospital unit and at the bedside rendering services for that patient.  This includes the time in which the physician establishes and/or reviews the patient’s chart, examines the patient, writes notes, and communicates with other professionals and the patient’s family…pre- and post-time includes the time spent off the patient’s floor performing such tasks as reviewing pathology and radiology findings in another part of the hospital…this pre- and post-visit time is not included in the time component described in these codes.

Inpatient Prolonged Service Codes

CPT 2010 includes the following guidelines for reporting prolonged physician service with direct (face-to-face) patient contact:
Codes 99356 and 99357 are used to report the total duration of unit time spent by a physician on a given date providing prolonged service to a patient, even if the time spent by the physician on that date is not continuous…Prolonged service of less than 30 minutes total duration on a given date is not separately reported because the work involved is included in the total work of the evaluation and management code…the use of time based add-on codes require that the primary evaluation and management service have a typical or specified time published in the CPT codebook. 

Additional CMS Comments Regarding Use of Prolonged Service Codes

CMS gives direction in the use of prolonged service codes in §30.6.15.1C, Chapter 12, of the Medicare Claims Processing Manual:
Physicians may count only the duration of direct face-to-face contact between the physician and the patient (whether the service was continuous or not) beyond the typical/average time of the visit code billed to determine whether prolonged services can be billed and to determine the prolonged services codes that are allowable.  In the case of prolonged office services, time spent by office staff with the patient, or time the patient remains unaccompanied in the office cannot be billed.  In the case of prolonged hospital services, time spent reviewing charts or discussion of a patient with house medical staff and not with direct face-to-face contact with the patient, or waiting for test results, for changes in the patient’s condition, for end of a therapy, or for use of facilities cannot be billed as prolonged services. [Emphasis Added] 
Commercial Insurers

It remains to be seen how commercial insurers will handle the discrepancy between CPT and AMA consultation coding instructions.  Some payers, e.g., BXBS Rhode Island, will accept either method of coding.  Other payers may only follow AMA guidelines because they are not changing their fee schedule formula to incorporate the changes in work RVUs.  Read all listserv articles and bulletins published by individual payers.
2010 Medicare Fee Schedule Update

The President signed the Department of Defense Appropriations Act of 2010 which provides for a zero percent (0%) update to the 2010 Medicare Physician Fee Schedule for a two month period.  This update is effective with dates of service on January 1, 2010 through February 28, 2010.  Due to this action, the Centers for Medicare & Medicaid Services (CMS) has recalculated the 2010 fee schedule.

Fees have NOT been frozen at the 2009 fee schedule! 

CMS used 2010 relative value units and geographic adjustment factors multiplied by the 2009 conversion factor to determine the interim 2010 fee schedule.  This distinction is important due to CMS’ decision regarding the use of consultation codes. 

As you know, consultation codes are not acceptable for billing Medicare patients as of January 1, 2010. According to CMS, the decision regarding consultation codes is budget-neutral because CMS increased the work relative value units for specific evaluation and management codes (E/M) used in lieu of consultation codes (e.g. new patient E/M, established patient E/M office and other outpatient service codes, initial hospital care, initial nursing facility care).  By recalculating the 2010 fee schedule based on the 2009 conversion factor, the fee schedule for these codes has been increased.  Thus, the decision to exclude consultation codes has NOT been modified for January and February 2010 dates of service.

Further, the increase in payment for the initial preventive physical exam (IPPE) is also noted on the interim fee schedule.  The Indiana 2010 January through February fee schedule is available on the National Government Services website at http://www.ngsmedicare.com/content.aspx?CatID=2&DOCID=20817.
Although the 21.2 percent fee schedule reduction is temporarily resolved, at the time this article was written, CMS is continuing to instruct its contractors to hold claims for services paid under the Medicare Physician Fee Schedule (MPFS) for up to the first 10 business days of January (January 1 through January 15) for 2010 dates of service. 

CMS believes this action should have minimum impact on provider cash flow because, by law, clean electronic claims are not paid any sooner than 14 calendar days (29 days for paper claims) after the date of receipt.  Meanwhile, all claims for services delivered on or before December 31, 2009, will be processed and paid under normal procedures.

The holding of claims allows Medicare contractors time to receive the new, updated payment files and perform necessary testing before paying claims at the new rates.  CMS has instructed contractors to begin processing claims at the new rates no later than January 19, 2010.  Please note that most contractors are closed on the January 18 Martin Luther King Day holiday. Therefore, even absent a new update, most claims likely would not have been paid any sooner than January 19, 2010, given the aforementioned statutory 14-day payment floor.

CMS has extended the 2010 Annual Participation Enrollment Program end date from January 31, 2010, to March 17, 2010– therefore, the enrollment period now runs from November 13, 2009, through March 17, 2010.


The effective date for any participation status change during the extension, however, remains January 1, 2010, and will be in force for the entire year.  Contractors will accept and process any participation elections or withdrawals, made during the extended enrollment period that are received or post-marked on or before March 17, 2010.

Requirement for Screening for Excluded Individuals*

CMS recently issued a letter to remind providers of their responsibility and obligation to screen current and prospective employees and contractors for CMS/OIG exclusions.  When CMS/OIG excludes an individual they are barred from participating in federal health care programs, including Medicare and Medicaid.  Federal healthcare programs may not allow payment for services furnished, ordered, or prescribed by an excluded individual or entity. The exclusion applies even if the payment itself is made to another provider, as would be the case for pharmacy services prescribed by an excluded physician. 


This prohibition applies to all payments including itemized claims, cost reports, fee schedules, prospective payment systems, payment for administrative and management services not directly related to patient care, but that are a necessary component of providing items and services when those payments are reported on a cost report or are otherwise payable by a federal health care program, payment to cover an excluded individual's salary, expenses, or fringe benefits, regardless of whether the individual or entity provides direct patient care, when those payments are reported on a cost report or are otherwise payable by a federal healthcare program. 


It is important to understand the breadth of the payment prohibition. The aforementioned letter provides some examples, such as:

· services performed by excluded nurses, technicians, or other individuals who work for a provider where such services are related to administrative duties, preparation of surgical trays, or review of treatment plans if such services are reimbursed directly or indirectly (such as through pay per service or a bundled payment) by a federal healthcare program, even if the individual does not furnish direct care to federal healthcare program members. 

· services performed by excluded pharmacists or other excluded individuals who input prescription information for pharmacy billing or who are involved in any way in filling prescriptions for drugs reimbursed directly or indirectly by a federal healthcare program. 

· services performed by an excluded administrator, billing agent, accountant, claims processor or utilization reviewer that are related to and reimbursed, directly or indirectly by a federal healthcare program.


Any payment, direct or indirect, made for services provided by excluded individuals (as outlined above) would constitute an overpayment and would be subject to recoupment.  Civil money penalties may also be imposed against providers or entities that employ or enter into contracts with an excluded individual or entity. 


Providers should screen all prospective employees and contractors prior to hiring and again on a periodic basis. Don't forget that contractors would also apply to your accountant, billing company, and consultants. 


The Department of Health and Human Services (DHHS) maintains the List of Excluded Individuals and Entities (LEIE) database which is accessible to the general public at http://www.oig.hhs.gov/fraud/exclusions.asp  If you have not searched your employees recently, it is strongly recommended you do so and maintain documentation of this screening. 


*Article reprinted with permission of the author, Maureen Hoffmeyer, LPN, CPC, Association Management Plus, LLC
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