[image: image4.jpg]oooooooooooooo
UNIVERSITY OF MIAMI HEALTH SYSTEM |  UNIVERSITY OF MIAMI




[image: image5.jpg]


[image: image6.jpg]



[image: image7.jpg]


[image: image8.png]





UM Office of Billing Compliance Newsletter

PHYSICIAN/HOSPITAL



PROFESSIONAL COMPONENT
Preventive Medicine (99381-99387/99391-99397) and Evaluation and Management E/M (99201-99215)         Services on the Same Date of Service

Medicare does not reimburse Preventive Medicine Services (codes 99381-99387 and 99391-99397).

Third party payers reimburse for both Preventive Medicine services and E/M services performed on the same day.

When a medical problem is encountered or a pre-existing problem is addressed in the process of performing the preventive medicine service (99391-99397/99391-99397) and when the medical problem is significant enough that requires  to perform the key components of a problem-oriented E/M service, then the appropriate office/outpatient code 99201-99215   can be billed. 
The E/M code billed for the problem-oriented service should be based on the additional work performed by the physician to    evaluate that problem. The E/M service for an insignificant or trivial problem or abnormality that does not require performance of these key components should not be billed separately from the preventive medicine service.
When billing for both, the Preventive Medicine services and the E/M service, modifier -25 should be appended to the office/outpatient E/M code (99201 – 99215) to indicate that a significant, separately identifiable evaluation and management   service was provided by the same physician on the same day.   
Note:  No elements of the documentation can be counted as both part of the preventive service and the problem-oriented E/M service.  The evaluation and management service must be separately documented in the patient’s medical record.
Evaluation and Management Services and Minor Procedures on the Same Date of Service

 When a minor procedure is performed on the same day as an Evaluation and Management E/M service (99201-99215,          99241-99245, 99251-99255) for a significant, separately identifiable medical condition, modifier 25 should be appended to the     E/M service performed.     

The need to perform an independent E/M service may be prompted by a complaint, symptom, condition, problem, or     circumstance which may not be related to the procedure performed. 
When a procedure (e.g., minor surgery) is performed as a follow-up service, or is scheduled in advance to be the primary service performed during a patient encounter, billing an E/M service is only allowed when a significant, separately identifiable new problem or condition exists. 
Example:

If a patient with actinic keratoses is scheduled to return in two weeks for treatment (destruction of the lesions), unless there is a   new and unrelated problem/condition presented for a separate evaluation and management; or there is a significant change in his/her current problem treatment plan, the primary purpose on that scheduled follow-up encounter is the procedure; therefore the evaluation and management service provided, may not be billed in addition to the procedure. 
Incorrect Use of Modifier 25
• Using modifier 25 instead of modifier 57 to report an E/M service that resulted in the decision to perform major surgery. 

• Using modifier 25 on an E/M service performed on a different day than the procedure. 

• Using modifier 25 on an E/M service not above and beyond other service provided. 

• Append modifier 25 to a surgical code (10021-69990), since this modifier is used to explain the special circumstance of providing the E/M service on the same day as the procedure. 

• Using modifier 25 on an E/M service on the same day a minor procedure is performed, when the patient’s trip to the office   was strictly for the minor procedure. 

Evaluation and Management Services and Laryngoscopy on the Same Date of Service

A laryngoscopy performed on the same day as the Evaluation and Management (E/M) visit is usually bundled into the payment of   the E/M visit, unless patient has a separately identifiable condition and the medical necessity supports billing both services.

In this situation, use the diagnosis (ICD-9 code) associated with the E/M service (99201-99215, Office or other outpatient visit )     and the diagnosis (ICD-9 code) that supports the use of the scope (31525 or 31575).
Click on the following link Laryngoscopy Diagnosis Supporting Medical Necessity.docx for the list of diagnosis that support the medical necessity when performing Laryngoscopy direct, with or without tracheoscopy; for aspiration (31525) and Laryngoscopy, flexible fiberoptic; diagnostic (31575).  
Example: 
An established patient presents complaining of hoarseness (784.49). The otolaryngologist performs a history, examination and medical decision-making (plan of care). Based on his/her findings, he/she decides that the use of a flexible fiberoptic     laryngoscope is necessary.
The scope reveals a polyp (478.4, Polyp of vocal cord or larynx).  Since the otolaryngologist performed a separate history,        examination and medical decision-making (plan of care) in addition to the laryngoscopy, the E/M should be billed using          modifier 25 (9921x-25) with diagnosis 784.49, and the laryngoscopy, flexible fiberoptic; diagnostic (31575) should be billed with diagnosis code 478.4.    Both should be separately documented in the medical record.
OTOLARYNGOLOGY
Cerumen Removal (one or both ears) (69210) (G0268)
Reimbursement for the removal of cerumen (69210 or G0268 for Medicare) will be made only when all of the following criteria are met:

1) The service is the sole reason for the patient encounter;
2) Service is personally performed by a physician or non-physician, (ie., nurse practitioner, physician assistants,               clinical nurse specialist);
3) Service is provided to a patient who is symptomatic; and
4) The documentation illustrates significant time and effort spent in performing the service.

E&M Service and Cerumen Removal on the same date of service:

Medicare will consider payment for both an E&M visit and the cerumen removal only when all of the criteria below are met:

1) The nature of the E&M visit is for anything other than the removal of cerumen;

2) During an unrelated patient encounter(patient has a medical condition that relates to the ear: otalgia,   otitis media, dizziness, vertigo, hearing loss or conditions relating to the tympanic membrane or auditory  ossicles) and the physician observes impacted cerumen or the patient lodges a specific complaint about his/her ear during the encounter; 
3)  Otoscopic examination of the tympanic membrane is not possible due to the

impaction;

4)  Removal of the impacted cerumen requires the expertise of the physician or nonphysician

practitioner and is personally performed by them; and

5) The procedure requires a significant amount of time and effort and all of the above criteria are clearly   documented in the patient’s medical record.

The following are definitions, when cerumen is considered clinically “impacted”:
· Visual considerations:  Cerumen impairs exam of the external auditory canal, tympanic membrane, or middle ear condition. 

· Qualitative considerations: Extremely hard, dry, irritative cerumen causing symptoms such as pain, itching, hearing loss, etc. 

· Inflammatory considerations:  Associated with foul odor, infection, or dermatitis. 

· Quantitative considerations: Obstructive, copious cerumen that cannot be removed without magnification and multiple instumentations requiring physician skills. 

Routine removal of cerumen, as defined by CMS, is the use of softening drops, cotton swabs and/or cerumen spoon) and is not reimbursed separately. It is considered incidental to the office visit.

Orthopaedics  

Effective April 1, 2009, when performing open treatment of distal radial extra-articular fracture or epiphyseal separation, with   internal fixation (25607), the Fluoroscopy code 76000 will be considered inherent in the procedure and will not be reimbursed separately.  

Routine Costs in Clinical Trials   

It is no longer necessary to make a distinction between a diagnostic and therapeutic clinical trial service on the claim.
When submitting all outpatient clinical trial claims: 
Hospital
• Bill with condition code 30 
• Bill diagnosis code V70.7 as secondary and modifier Q0 for the investigational item/service.
• Bill diagnosis code V70.7 as secondary and modifier Q1 for the routine items/services.
Physician
• Bill diagnosis code V70.7 as secondary and modifier Q0 for the investigational item/service.
• Bill diagnosis code V70.7 as secondary and modifier Q1 for the routine items/services.
Note:  Not applicable to inpatient clinical trial claims.
Update to 2009 CPT Codes
Noncovered services

Thermal intradiscal procedures (TIPs), codes 22526, 22527, 0962T, and 0963T became non-covered services.
Descriptor changes

The long and/or short descriptors have been revised for the following codes:
	CPT Code
	Revised Long Descriptor
	Revised Short Descriptor

	4275F
	Hepatitis B vaccine injection administered or previously received (HIV)
	Hep b vac inj admin/ rcvd

	D0486
	Laboratory accession of brush biopsy sample, microscopic examination, preparation and transmission of written report
	N/A

	D1203
	Topical application of fluoride - child
	Topical app fluoride child

	D1204
	Topical application of fluoride – adult
	Topical app fluoride adult

	D3310
	Endodontic therapy, anterior tooth (excluding final restoration)
	End thxpy, anterior tooth

	D3320
	Endodontic therapy, bicuspid tooth (excluding final restoration)
	End thxpy, bicuspid tooth

	D3330
	Endodontic therapy, molar (excluding final restoration)
	End thxpy, molar

	D4210
	Gingivectomy or gingivoplasty - four or more contiguous teeth or tooth

bounded spaces per quadrant
	N/A

	D4211
	Gingivectomy or gingivoplasty - one to three contiguous teeth or tooth

bounded spaces per quadrant
	N/A

	D4240
	Gingival flap procedure, including root planning - four or more contiguous

teeth or tooth bounded spaces per quadrant
	N/A

	D4241
	Gingival flap procedure, including root planning - one to three contiguous

teeth or tooth bounded spaces per quadrant
	N/A

	D4260
	Osseous surgery (including flap entry and closure) - four or more

contiguous teeth or tooth bounded spaces per quadrant
	N/A

	D4261
	Osseous surgery (including flap entry and closure) - one to three

contiguous teeth or tooth bounded spaces per quadrant
	N/A

	Q4114
	Integra flowable wound matrix, injectable, 1 cc
	N/A


New Dental Codes for 2009

	CPT Code
	Long Descriptor
	Short Descriptor

	D0417
	Collection and preparation of saliva sample for laboratory diagnostic

testing
	Collect & prep saliva

sample

	D0418
	Analysis of saliva sample
	Analysis of saliva

sample

	D3222
	Partial pulpotomy for apexogenesis - permanent tooth with

incomplete root development
	Part pulp for

apexogenesis

	D5991
	Topical medicament carrier
	Topical medicament

carrier


Medicare Physician Fee Schedule Revisions for:

Transcatheter Placement of Intravascular Stents and Biliary Drainage Catheter

	Participating
	Non Participating
	Limiting Charge

	Code
	Loc 4
	Loc 4
	Loc 4
	

	37205
	$4420.88
	$4199.84
	$4829.82
	

	37206
	$2661.56
	$2528.48
	$2907.75
	

	47525
	$  555.13
	$  527.37
	$  606.48
	

	47525
	$  145.29
	$  138.03
	$  158.73
	*


* This amount applies when service is performed in a facility setting.
Medicaid Deleted CPT Codes for Individual Measles, Mumps and Rubella Vaccines 

Effective March 31, 2009, single antigens of the Measles, Mumps, and Rubella vaccines, CPT codes 90705, 90704, and 90706    will no longer be reimbursed. The Measles, Mumps, and Rubella vaccines will continue to be reimbursed as a group. 
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                                           HOSPITAL COMPONENT
Latest changes to the 2009 OPPS Final Rule 
 Status indicator U (to SI =H) was added to the criteria for edit 38 

 The program was modified to ignore procedures that had SI changed from Q (#) to N - in subsequent logic for purposes 
of assigning composite APC 

Medicare has made the following Healthcare Common Procedure Coding System/Ambulatory Payment Class/Status Indicator (HCPCS/APC/SI) changes:

Added APCs (for providers paid under OPPS)

 APC 01253 (Triamcinolone A inj PRS-free), with a Status Indicator (SI) = K has been added effective January 1, 2009. 

 APC 09247 (Inj, iobenguane, I-123, dx) and 09249 (Inj, certolizumab pegol) with a SI = G have been added effective 
April 1, 2009. 

New HCPCS

 HCPCS C9249, with a SI = G has been added effective April 1, 2009, with an APC of 09249. 

 HCPCS K0739 and K0740 with SI = Y have been added effective April 1, 2009. 

 HCPCS S3865, S3866, S3870 with SI = E have been added effective April 1, 2009. 

Deleted HCPCS
 HCPCS S8190 has been deleted effective April 1, 2009. 

HCPCS Changes to APC and/or SI

 HCPCS 0085T had an old APC of 00340 but was changed to APC 00000 with a new SI = E, effective January 1, 2009. 

 HCPCS 0529F, 0540F, 1170F, 3016F, 3455F, 3470F, 3471F, 3472F, 3475F, 3476F, 3570F, 4148F, 4149F, 4192F, 4193F, 4194F, 4195F, 4196F, 4267F were changed from SI= E to SI = M, effective  January 1, 2009. 

 HCPCS 0575F, 4270F, 4271F, 4279F, 4280F were changed from SI= M to SI = E, effective January 1, 2009. 

 HCPCS J3300 had an old APC of 00000 but was changed to APC 01253 with a new SI = K, effective January 1, 2009. 

 HCPCS 90649 and 90716 were changed from SI= B to SI = M, effective April 1, 2009. 

 HCPCS C9247 had an old APC of 00000 but was changed to APC 09247 with a new SI = G, effective April 1, 2009. 

 HCPCS E0315 was changed from SI= E to SI = Y, effective April 1, 2009. 

 HCPCS E1340 was changed from SI= Y to SI = E, effective April 1, 2009. 

 HCPCS J0641 and J8705 were changed from SI= K to SI = G, effective April 1, 2009. 

HCPCS Edit Changes

 HCPCS 0193T was added to the list of Female Procedures, effective January 1, 2009. 

HCPCS Termination Date Changes

 HCPCS 0085T has a new Termination Date of December 7, 2008 

Edit Assignments

 The following HCPCS have been added to the conditional bilateral list, effective January 1, 2009. 
27027, 27057, 35535, 35570, 35632, 35633, 35634, 49652, 49653, 49654, 49655, 49656, 49657, 50546, 64455, 64632, 65756 

Outpatient Therapy Caps with Exceptions

Effective  April 6, 2009, the financial limitations on outpatient therapy services have been revised as follows:

• The annual limit on the allowed amount for outpatient physical therapy and speech-language pathology combined is $1840

• The separate limit for occupational therapy is $1840.

Limits apply to outpatient Part B therapy services from all settings except outpatient hospital and hospital emergency room. These excluded hospital services are reported on types of bill 12x, 13x, or 85x.

The Advance Beneficiary Notice (ABN) must be used to inform the patient his/her financial liability for therapy services before the      cap is reached. If the therapy services that exceed the cap are statutorily excluded from Medicare coverage, the ABN is not  required and modifier GY should be used.

Note: Procedure 0029T (Applicable Outpatient Rehabilitation HCPCS Codes) was deleted from the table in Section 20 (b) on January 1, 2009.

When billing an inpatient Medicare Part B only claim (12X or 22X type of bill code), a hospital should not bill for accommodation charges
On an ancillary bill (12X and 22X), accommodation charges should not be billed. Inpatient ancillary services may be reimbursed under Medicare Part B when the level of care becomes non-covered under Medicare Part A or when the Part A benefits are exhausted.

• Medicare Part B inpatient ancillary services include radiology, pathology, electrocardiology, electroencephalography, physical therapy, speech pathology, renal dialysis, and medical supplies (prosthetic devices, braces, and splints).

J2505: Pegfilgrastim (Neulasta™)
Effective February 2, 2009, the Medicare Local Coverage Determination (LCD) has been revised to outline the correct administration of Neulasta™. 
Patients receiving dose dense chemotherapy schedules should be allowed to receive Neulasta 14 days before/ 24hours after chemotherapy. 
The revised LCD allows for this off-label administration only if the physician documents, in the medical record,  that the patient        is on a dose dense chemotherapy cycle. 
	


	


To learn about our department visit the Office of Billing Compliance Web Page at www.umdoctors.com and click Administration.
If you have any questions on Coding, Billing and Documentation you may email us by accessing Outlook and typing Office of Billing Compliance or officeofbillingcompliance@med.miami.edu 

or call our Helpline at (305)-243 HELP(4357) or Toll Free 1-877-415-HELP(4357).  
Calls may remain anonymous.
Our Billing Compliance Educational Program is now online by accessing the Ulearn website at:  

www.Ulearn.miami.edu.
Coding, Billing and Documentation Training Modules (CBLs) available of the Professional Component;
             -      Billing Compliance Training
· Critical Care Services

· Evaluation and Management (E&M) Services Module I

· Evaluation and Management (E&M) Services Module II

· Major Surgery Global Fee and Minor Surgery Rules
· Medicare Rule for Teaching Physicians

· Psychiatry Services

· Routine Costs in Clinical Trials Billing Guidelines

For Residents, Fellows and other non-UM employees the links to the CBLs are as follows:

· http://pdto.miami.edu/external/compliance/CriticalCareServicesWeb/index.html
· http://pdto.miami.edu/external/compliance/EMServices_Module1Web/index.html
· http://pdto.miami.edu/external/compliance/EMServices_Module2Web/index.html
· http://pdto.miami.edu/external/compliance/MajorSurgeryGlobalFeeWeb/index.html
· http://pdto.miami.edu/external/compliance/MedicareRuleWeb/index.html
· http://pdto.miami.edu/external/compliance/PsychiatryWeb/index.html
· http://pdto.miami.edu/external/Compliance/ClinicalTrialsBillingGuidelines/index.html 
________________________________________________________________________________________                              
 Hospital Compliance Training Modules (CBLs)

· Hospital Compliance Orientation
· Billing Compliance Training

· Observation Billing & Documentation Guidelines
· Facility Fee – Clinic Visits Billing & Documentation Guidelines
· An Important Message from Medicare
· Inpatient Hospital Services
· Advanced Beneficiary Notice (ABN)
_______________________________

Our office offers Fingerprinting services to UM physicians and staff at no charge.

Monday-Friday from 10:00 AM – 12:00 PM and 2:00 PM – 4:00 PM

To schedule an appointment, please call 305-243-5842.
Office of Billing Compliance

Gemma Romillo/Executive Director

Iliana De La Cruz/Physician Billing

Lilian Eymann/Hospital Billing

Office: (305) 243-5842  Fax: (305) 243-6487

Professional Arts Center (PAC)

Suite 404

1150 N.W. 14th Street

Miami, Florida 33136
______________________________________________________________________________________
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Split/Shared Visits





A split/shared visit is a face-to-face encounter with a patient where a physician and an ARNP or PA each performs and documents elements of the evaluation and management (E/M) visit.





The physician and ARNP/PA both must be in the same group practice.





The split/shared visit applies only to selected E/M visits and settings (hospital inpatient, hospital outpatient, hospital observation, emergency room department, hospital discharge, office and non facility clinic visits, and prolonged visits associated with these E/M visit codes).





Requirements:





_ The ARNP/PA services and the physician services may occur jointly or at


    independent times on the same calendar day.





_ Both the ARNP/PA and physician are to document the elements of the visit that


   each personally performed.





_ The documentation by both, the ARNP/PA and the physician, should support the


   level of service billed.





If there is no face-to-face encounter between the patient and the physician (e.g., even if the physician participated in the service only by reviewing the patient’s medical record) then the service may be billed under the ARNP/PA’s NPI number.





Simply signing off on the ARNP’s/PA’s documentation does not meet the criteria for a split/shared visit.  


“Incident to” Services





“Incident to” means the services are furnished as an integral, part of the physician's personal professional services in the course of diagnosis or treatment of an injury or illness in the physician’s office (place of service 11).





For services to be covered "incident to" the services of a physician:





• It must be established patient;





• ARNPs or PAs must be an employee of the physician or physician group;





• Physician must be present in the office suite (direct supervision)





NOTE:  “Incident to” does not apply to new patient (initial) visits or consultations.
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