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Newby Consulting
INFLUENZA VACCINE


Medicare began covering annual influenza immunizations in 1993 for all Medicare beneficiaries.  Medicare beneficiaries may receive an influenza vaccine once each influenza season, paid by Medicare, without a physician’s order and without physician supervision.  Medicare pays 100 percent of the fee schedule for the cost of the vaccine and its administration when administered by recognized providers.  Deductibles, coinsurance, and co-payments are NOT applied to this benefit.  Assignment must be taken on the claim for the vaccine when administered by physicians, non-physician practitioners and suppliers.

Medicare tracks utilization of the influenza vaccine and administration by “influenza virus season,” not by calendar year.  This means a Medicare beneficiary could have more than one influenza vaccine/administration in a calendar year and still have coverage for both services.  For example, a beneficiary received an influenza virus vaccination in January 2010 and another influenza virus vaccination is given in November 2010.  Both vaccinations would be paid because the vaccinations were performed in separate influenza seasons.


Typically, one vaccine is allowable per influenza virus season (once a year in the fall or winter).  Medicare will pay for more than one influenza virus vaccination per influenza season if a physician determines and documents in the patient’s medical record that the additional vaccination is reasonable and medically necessary.  An additional immunization in the same influenza season requires a physician order.


The administration code for influenza vaccines is G0008 (administration of influenza virus vaccine). The Indiana 2010 payment allowance is $21.00 (G0008).


Use ICD-9 code V04.81, prophylactic vaccination and inoculation against influenza, when the beneficiary receives only the influenza vaccine.  Use ICD-9 code V06.6, prophylactic vaccination and inoculation against streptococcus pneumoniae [pneumococcus] and influenza, when the beneficiary receives both the influenza and pneumonia vaccines during the same encounter.


Effective on September 1st of each year the payment allowances for influenza vaccines are updated. 
90658 - Influenza Virus Vaccine, Split Virus, When Administered to Individuals 3 Years of Age and Older, for Intramuscular Use


Payment allowance for 90658 is based on dates of service.  For dates of service from September 1, 2010 through December 31, 2010, the payment allowance for 90658 is $11.368 rounded to $11.37.

Additional information on the payment allowance for dates of service after December 31, 2010, will be available in a future Medicare Learning Network Matters (MM) article.
 These articles are available on the CMS website and sent by the local Medicare contractor to anyone who has signed up to be part of the contractor’s Listserv group.


During the week of November 1, 2011, the Centers for Medicare & Medicaid Services (CMS) published the Final Rule with comment period for the Medicare Program Payment Policies Under the Physician Fee Schedule and Other Revisions to Part B for Calendar Year 2011.
 The following information is found in the final rule and is effective with dates of service on or after January 1, 2011.
 Payment allowances for the new “Q” codes had not been announced at the time this article was submitted for publication.


Thus, effective with dates of service on or after January 1, 2011, Medicare will no longer recognize CPT code 90658 (Influenza virus vaccine, split virus, when administered to individuals 3 years of age and older, for intramuscular use) but, instead will use the following five (5) new HCPCS “Q” codes to report influenza vaccines that would otherwise have been reported under CPT code 90658:
· Q2035
Influenza virus vaccine, split virus, when administered to individuals 3 years of age and older, for intramuscular use (Afluria).
· Q2036
Influenza virus vaccine, split virus, when administered to individuals 3 years of age and older, for intramuscular use (FluLaval).
· Q2037
Influenza virus vaccine, split virus, when administered to individuals 3 years of age and older, for intramuscular use (Fluvirin).
· Q2038
Influenza virus vaccine, split virus, when administered to individuals 3 years of age and older, for intramuscular use (Fluzone).
· Q2039
Influenza virus vaccine, split virus, when administered to individuals 3 years of age and older, for intramuscular use (not otherwise specified).
Additional Payment Allowances for Other Influenza Vaccines


Medicare payment allowances for the following influenza vaccines are for the entire 2010-2011 influenza virus season:
	CPT Code
	Payment Allowance
	Description

	90655
	$12.398 rounded to $12.40
	Influenza virus vaccine, split virus, preservative free, when administered to children 6-35 months of age, for intramuscular use

	90656
	$12.375 rounded to $12.38
	Influenza virus vaccine, split virus, preservative free, when administered to individuals 3 years and older, for intramuscular use

	90657
	$6.297 rounded to $6.30
	Influenza virus vaccine, split virus, when administered to children 6-35 months of age, for intramuscular use

	90660
	$22.316 rounded to $22.32
	Influenza virus vaccine, live, for intranasal use (e.g. FluMist)

	90662
	$29.213 rounded to $29.21
	Influenza virus vaccine, split virus, preservative free, enhanced immunogenicity via increased antigen content, for intramuscular use (e.g., Fluzone High-Dose)


SMOKING AND TOBACCO CESSATION COUNSELING


Medicare allows two individual tobacco cessation counseling attempts per year.  Each attempt may include a maximum of four intermediate OR intensive sessions, with a total benefit covering up to 8 sessions per year per Medicare beneficiary who uses tobacco.  The practitioner and patient have the flexibility to choose between intermediate (more than 3 minutes up to 10 minutes) or intensive (more than 10 minutes) cessation counseling sessions for each attempt.

In calculating a 12-month period, 11 months must pass following the month in which the first (1st) Medicare-covered cessation counseling session was performed.  The Common Working File (CWF) will track the number of sessions based on the smoking cessation codes (CPT and HCPCS), not by provider or whether the counseling is provided to an asymptomatic patient or to a patient who has been diagnosed with a recognized tobacco-related disease or who exhibits symptoms consistent with a tobacco-related disease.

Medicare will allow payment for a medically necessary Evaluation and Management (E/M) service on the same date as tobacco cessation counseling, provided it is clinically appropriate.  Such E/M service should be reported with modifier -25 to indicate it is a separately identifiable service from the tobacco use counseling. 
Asymptomatic Patients


Effective August 25, 2010 smoking cessation counseling is covered as a preventive service in the absence of signs and symptoms.  Patients who do not have signs or symptoms of tobacco-related disease will be covered under Medicare Part B when the following conditions of coverage are met, subject to certain frequency and other limitations:

· Use tobacco.

· Competent and alert at the time that counseling is provided.
· Counseling is furnished by a qualified physician or other Medicare-recognized practitioner.
The diagnosis codes that should be reported for these individuals are:
· ICD-9 code 305.1 (nondependent tobacco use disorder), or 

· ICD-9 code V15.82 (history of tobacco use). 


For claims with dates of service from August 25, 2010 through December 31, 2010 providers will need to use the unlisted CPT code 99199 in order to report these preventive services.  This code should be billed with either ICD-9 code 305.1 or V15.82. Item 19 on the CMS 1500 (for electronic claims, the electronic notepad) should include:

· Smoking and tobacco cessation counseling for an asymptomatic patient.

· Number of the minutes spent counseling the patient regarding smoking cessation.


The following two new HCPCS codes will be effective for dates of service on or after January 1, 2011 to report these preventive services:

· G0436
Smoking and tobacco cessation counseling visit for the asymptomatic patient; intermediate, greater than 3 minutes, up to 10 minutes,
· G0437
Smoking and tobacco cessation counseling visit for the asymptomatic patient; intensive, greater than 10 minutes, 

CMS has instructed all Medicare payment contractors to price this unlisted code on a claim by claim basis.


Medicare will waive the deductible and coinsurance/copayment for counseling and billing with the two new “G” codes on or after January 1, 2011
Patients Diagnosed with a Recognized Tobacco-related Disease or Exhibit Symptoms Consistent with a Tobacco-related Disease


Physicians are instructed to continue to use the following codes for patients who have been diagnosed with a recognized tobacco-related disease or who exhibits symptoms consistent with a tobacco-related disease:

· 99406
Smoking and tobacco use cessation counseling visit; intermediate, greater than 3 minutes up to 10 minutes.
· 99407
Smoking and tobacco use cessation counseling visit; intensive, greater than 10 minutes.

Use of the above codes has not changed. The two new “G” codes effective with dates of service on or after January 1, 2011 (and the unlisted code 99199 until December 31, 2010) are only to be used when counseling is provided to an asymptomatic patient who has a history of tobacco use.

The above information can be found in MLN Matters article MM7133 at: http://www.cms.gov/MLNMattersArticles/downloads/MM7133.pdf
Joy’s Observations


At the time this article was submitted for publication, no information regarding whether the deductible and coinsurance for codes (99406 and 99407) will be waived in 2011. Seems strange that if the patient doesn’t have signs or symptoms of tobacco-related disease he/she has NO out-of-pocket expense, but the patient with signs or symptoms still must pay his/her deductible and be responsible for 20 percent of the Medicare allowed amount for basically the same service! Doesn’t this seem ridiculous??? 
MEDICARE TEACHING PHYSICIAN GUIDELINES AND MEDICAL STUDENTS


Following several investigations and large settlements with medical schools and residency programs, the Centers for Medicare & Medicaid Services (CMS) clarified the documentation and billing guidelines for teaching programs.  The initial clarification was included in Transmittal 1780 dated November 22, 2002.  Following this transmittal, CMS issued further guidance in Transmittal 881 dated January 13, 2006.  Complete documentation and coding requirements can be found in the Medicare Claims Processing Manual, Chapter 12, §§100 – 100.2 (http://www.cms.gov/manuals/downloads/clm104c12.pdf). 


This article details Medicare’s billing guidelines when students are involved in patient care. To understand the guidelines, we must first look at the definitions CMS provided in §100:

· Resident - An individual who participates in an approved graduate medical education (GME) program or a physician who is not in an approved GME program but who is authorized to practice only in a hospital setting.  The term includes interns and fellows in GME programs recognized as approved for purposes of direct GME payments made by the FI.  Receiving a staff or faculty appointment or participating in a fellowship does not by itself alter the status of "resident".  Additionally, this status remains unaffected regardless of whether a hospital includes the physician in its full time equivalency count of residents.
· Student - An individual who participates in an accredited educational program (e.g., a medical school) that is not an approved GME program.  A student is never considered to be an intern or a resident. Medicare does not pay for any service furnished by a student.  See §100.1.1B for a discussion concerning E/M service documentation performed by students. [Emphasis added]
· Teaching Physician - A physician (other than another resident) who involves residents in the care of his or her patients.
· Direct Medical and Surgical Services - Services to individual beneficiaries that are either personally furnished by a physician or furnished by a resident under the supervision of a physician in a teaching hospital making the reasonable cost election for physician services furnished in teaching hospitals.  All payments for such services are made by the FI for the hospital.
· Teaching Setting - Any provider, hospital-based provider, or nonprovider setting in which Medicare payment for the services of residents is made by the FI under the direct graduate medical education payment methodology or freestanding SNF or HHA in which such payments are made on a reasonable cost basis.
· Documentation - Notes recorded in the patient's medical records by a resident, and/or teaching physician or others as outlined in the specific situations below regarding the service furnished.  Documentation may be dictated and typed or hand-written, or computer-generated and typed or handwritten.  Documentation must be dated and include a legible signature or identity.  Pursuant to 42 CFR 415.172 (b), documentation must identify, at a minimum, the service furnished, the participation of the teaching physician in providing the service, and whether the teaching physician was physically present. 

In the context of an electronic medical record, the term 'macro' means a command in a computer or dictation application that automatically generates predetermined text that is not edited by the user. 

When using an electronic medical record, it is acceptable for the teaching physician to use a macro as the required personal documentation if the teaching physician adds it personally in a secured (password protected) system.  In addition to the teaching physician’s macro, either the resident or the teaching physician must provide customized information that is sufficient to support a medical necessity determination.  The note in the electronic medical record must sufficiently describe the specific services furnished to the specific patient on the specific date.  It is insufficient documentation if both the resident and the teaching physician use macros only. 

By reviewing the definitions we note that “a student is never considered to be an intern or a resident. Medicare does not pay for any service furnished by a student.” Teaching physicians may not bill Medicare for services performed by students.


Pursuant to 42 CFR 415.170, services furnished in teaching settings are paid under the physician fee schedule if the services are:
1. Personally furnished by a physician who is not a resident; 

2. Furnished by a resident where a teaching physician was physically present during the critical or key portions of the service; or 

3. Meet the requirements for the “primary care exception” for certain E/M services furnished by a resident. The requirements for the primary care exception are detailed in §100.01.C. 


CMS actually defines what documentation can be provided by students and used by the fully licensed physician to support billing the “teaching” physician’s visit, the E/M level of care. 

Any contribution and participation of a student to the performance of a billable service (other than the review of systems and/or past family/social history which are not separately billable, but are taken as part of an E/M service) must be performed in the physical presence of a teaching physician or physical presence of a resident in a service meeting the requirements set forth in this section for teaching physician billing.”
Students may document services in the medical record. However, the documentation of an E/M service by a student that may be referred to by the teaching physician is limited to documentation related to the review of systems and/or past family/social history.  The teaching physician may not refer to a student’s documentation of physical exam findings or medical decision making in his or her personal note.  If the medical student documents E/M services, the teaching physicians must verify and redocument the history of present illness as well as perform and redocument the physical exam and making activities of the service. [Emphasis added]

As evidenced by the information above, services provided by students, other than obtaining a review of systems and past, family social history are not billable to the Medicare Program.
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