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On Feb. 17 President Obama 
signed into law a $787 bil-
lion economic stimulus bill, 

H.R. 1, the American Recovery 
and Reinvestment Act. The bill 
includes $87 billion in additional 
Medicaid funding for states; $20 
billion in federal funds to help phy-
sicians and hospitals adopt health-
care information technology; and 
$24.7 billion to help workers who 
lost their jobs keep their healthcare 
insurance under the Consolidated 
Omnibus Budget Reconciliation 
Act (COBRA), according to BNA 
Health Care Daily Report.

The bill provides $1.1 billion for 
comparative effectiveness research. 
The “Statement of Managers” indi-
cates that the comparative effective-
ness research funding is not to be 
used to mandate coverage, reimburse-
ment, or other policies for any public 
or private payer. It clarifies that the 
research is for the purpose of evaluat-
ing and comparing clinical outcomes, 
effectiveness, risk, and benefits of 
two or more medical treatment and 
services that address a particular 
medical condition. No mention of 
cost effectiveness is included.

The Association of Community 
Cancer Centers (ACCC) is currently 
reviewing the bill and will provide 
more information shortly. To read a 
detailed summary, log onto ACCC’s 
website at www.accc-cancer.org.

ACCC Submits Comments 
about NCD on FDG PET for 
Solid Tumors

On Feb. 4, 2009, ACCC sub-
mitted comments supporting 
the Centers for Medicare & 

Medicaid Services’ (CMS) proposed 
national coverage decision (NCD) on 
positron emission tomography (FDG 
PET) for solid tumors that are biopsy 
proven or strongly suspected based 
on other diagnostic testing. At the 
same time, ACCC requested addi-
tional coverage enhancements that 

reflect the current standard of care 
for patients with cancer.

ACCC believes that CMS should 
finalize its proposal to cover the use 
of FDG PET, without Coverage with 
Evidence Development (CED), in the 
determination of subsequent treat-
ment strategy for patients with breast, 
cervical, colorectal, esophagus, head 
and neck, lymphoma, melanoma, 
non-small cell lung, and thyroid can-
cer. Further, ACCC urged CMS to 
carefully monitor the results of the 
upcoming CED on the use of FDG 
PET for the subsequent treatment 
strategy for brain, ovarian, pancreas, 
prostate, small cell lung, soft tissue 
sarcoma, testes, and all other solid 
tumors.

ACCC’s comment letter states: 
“Our members constantly search 
for tools to appropriately treat and 
manage cancer and should the clini-
cal benefits of FDG PET continue to 
evolve, we hope the agency would act 
quickly to remove the CED coverage 
restrictions to afford broader access 
to this important technology.”

To read ACCC’s full comments, 
log onto www.accc-cancer.org. 

ACCC Submits Comments 
on AHRQ Draft Comparative 
Effectiveness Review

On Jan. 27, 2009, ACCC 
submitted comments to 
the Agency for Healthcare 

Research and Quality (AHRQ) on 
its Draft Comparative Effectiveness 
Review: Comparative Effectiveness 
of Chemotherapy Agents in the Pre-
vention of Primary Breast Cancer 
in Women. ACCC understands the 
importance of such research for 
helping physicians and patients make 
well-informed decisions about diag-
nosis and treatment. The Association 
is concerned about the implications 
of such research if it could be used to 
limit access to the care determined 
to be most appropriate for each 
patient by his or her physician.

The draft review notes that it 
“may be used, in whole or in part,…
as a basis for reimbursement and 
coverage policies.” ACCC believes 
that research like this study, and 
other studies that may be performed 
in the future, should not necessarily 
be linked to coverage and reimburse-
ment. If this practice was adopted by 
payers like CMS, physicians could 
be limited in what therapies they can 
provide to their patients, regardless of 
their professional clinical judgment. 
This system of payer-controlled 
treatment options could become very 
similar to the model used in some 
European countries, like the United 
Kingdom, where patients may be 
denied timely access to appropriate, 
innovative therapies.

ACCC has always supported 
policies that lead to increased patient 
access to innovative therapies. This 
practice is especially important in a 
specialty such as oncology, where the 
standard of care is constantly evolv-
ing and more personalized treat-
ment options are being developed. 
The Association expressed fear that 
narrow application of comparative 
effectiveness research could halt the 
development of these new treatments, 
and also could tie the hands of physi-
cians when it comes to clinical deci-
sion making.

ACCC’s full comments are avail-
able online at: www.accc-cancer.org.

Compliance Deadline for  
ICD-10-CM Codes Pushed 
Back to 2013

The Department of Health and 
Human Services (HHS) on 
Jan. 14, 2009, released two 

final rules that will facilitate the 
United States’ ongoing transition to 
an electronic healthcare environment 
through adoption of a new genera-
tion of diagnosis and procedure codes 
and updated standards for electronic 
healthcare and pharmacy transactions.

(continued on page 8)

Obama Signs Economic 
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The first final rule replaces the 
ICD-9-CM code sets now used to 
report healthcare diagnoses and proce-
dures with greatly expanded ICD-10 
code sets, with a compliance date of 
Oct. 1, 2013, instead of Oct. 1, 2011. 
The Oct. 1, 2013, compliance date pro-
vides nearly five years from the date of 
publication for the industry to imple-
ment the new code sets. The Oct. 1 
compliance date also corresponds with 
the effective date for annual changes to 
Medicare payment systems.

The ICD-10 code sets final rule 
concurrently adopts the International 
Classification of Diseases, Tenth 
Revision, Clinical Modification 
(ICD-10-CM) for diagnosis coding, 
and the International Classification of 
Diseases, Tenth Revision, Procedure 
Coding System (ICD-10-PCS) for 
inpatient hospital procedure coding. 
The new codes will replace the Inter-
national Classification of Diseases, 

Ninth Revision, Clinical Modification 
(ICD-9-CM) Volumes 1 and 2, and 
the International Classification of Dis-
eases, Ninth Revision, Clinical Modi-
fication (CM) Volume 3 for diagnosis 
and procedure codes, respectively.

The second final rule adopts an 
updated X12 standard, Version 5010, 
for certain electronic health care 
transactions, an updated version of 
the National Council for Prescription 

Drug Programs (NCPDP) standard, 
Version D.0, for electronic pharmacy-
related transactions, and a standard 
for Medicaid pharmacy subrogation 
transactions. Version 5010 includes 
updated standards for claims, remit-
tance advice, eligibility inquiries, 
referral authorization, and other 
administrative transactions. Version 
5010 also accommodates the use of 
the ICD-10 code sets. 
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On Jan. 7, 2009 CMS 
announced five new 
Medicare Administrative 

Contractor (MAC) awards that 
will cover fee-for-service claims 
processing in 14 states:

Noridian Administrative Ser-1.	
vices, LLC, will be the contrac-
tor for Jurisdiction 6 (Illinois, 
Minnesota, and Wisconsin).
National Government Services 2.	
will be the contractor for  
Jurisdiction 8 (Indiana and 
Michigan).

Cahaba Government Benefit 3.	
Administrators, LLC, will be 
the contractor for Jurisdiction 
10 (Alabama, Georgia, and  
Tennessee).
Palmetto Government Benefit 4.	
Administrator, LLC, will be 
the contractor for Jurisdiction 
11 (North Carolina, South 
Carolina, Virginia, and West 
Virginia).
Highmark Medicare Services 5.	
will be the contractor for Juris-
diction 15 (Kentucky and Ohio).

By 2011, a 
total of 15 
MACs will be 
responsible for 
processing all 
Medicare Part 
A and Part B 
claims, taking 
over the con-
tracting duties 
separately 
awarded to  
fiscal interme-
diaries and car-
riers in the past. 

J1

J15

J14

J13

J12

J11

J10

J9

J8

J7

J6

J5

J4

J3

J2

J2

J1

Five New MACs Awarded

RAC Program Reinstated

CMS announced that on 
Feb. 4, 2009, the parties 

involved in the protest of the award 
of the Recovery Audit Contractor 
(RAC) contracts settled the 
protests. The settlement means that 
the stop work order has been lifted 
and the agency will now continue 
with the implementation of the 
RAC program. Under the program, 
the four RACs will contract with 
subcontractors to supplement their 
efforts. PRG-Schultz, Inc. will 
serve as subcontractor to HDI, 

DCS, and CGI in regions A, B, 
and D. Viant Payment Systems, 
Inc. will serve as a subcontractor to 
Connolly Consulting in region C. 
Each subcontractor has negotiated 
different responsibilities in each 
region, including some claim review. 

Here are the RACs in each 
jurisdiction: Region A: Diversified 
Collection Services (DCS); Region 
B: CGI; Region C: Connolly 
Consulting, Inc.; and Region D: 
HealthDataInsights, Inc. For more 
information go to http://www.cms.
hhs.gov/RAC.

Legend for Map. A/B MAC 
Jurisdictions and Contractors

J1	� Palmetto Government Benefits 
Administrator, LLC (Palmetto GBA)

J2	� National Heritage Insurance 
Corporation (NHIC)*

J3	� Noridian Administrative Services, 
LLC (NAS)

J4	� Trailblazer Health Enterprises 
(Trailblazer)

J5	� Wisconsin Physicians Services Health 
Insurance Corporation (WPS)

J6	� Noridian Administrative Services, 
LLC (NAS)*

J7	 Pinnacle Business Solutions*
J8	� National Government Services (NGS)
J9	� First Coast Service Options, Inc. 

(FCSO)
J10	� Cahaba Government Benefit 

Administrators, LLC (Cahaba GBA)
J11	� Palmetto Government Benefits 

Administrator, LLC (Palmetto 
GBA)*

J12	� Highmark Medicare Services, Inc. 
(HMS)

J13	� National Government Services (NGS)
J14	� National Heritage Insurance 

Corporation (NHIC)
J15	� Highmark Medicare Services, Inc. 

(HMS)

*Protest filed. Until CMS makes a final 
decision, current fiscal intermediaries and 
carriers will continue to provide Medicare 
claims processing services.

http://www.cms.hhs.gov/RAC
http://www.cms.hhs.gov/RAC
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| Billing and Coding | 

When a physician performs a 
patient visit in an office or 
freestanding center where 

the doctor owns and/or rents the 
space, employs and/or contracts with 
all staff, and bears all operating costs, 
payers make a single payment for 
this encounter. This physician pay-
ment includes both the professional 
service and the technical service (in 
other words, the practice expense 
component). When the patient visit is 
performed in the hospital outpatient 
department setting, however, the phy-
sician bills and receives reimbursement 
for only the professional service. The 
hospital then charges the payer for the 
technical services (practice expense 
component). A number of myths and 
“urban legends” exist regarding how 
to report codes for hospital clinic 
visits. Some hospitals may even miss 
revenue from these encounters if they 
are not correctly charged.

Defining a Clinic Visit
With the implementation of the 
Outpatient Prospective Payment 
System (OPPS) in August 2000, the 
Centers for Medicare & Medicaid 
Services (CMS) issued guidelines for 
the reporting of clinic visit codes. 
Hospitals were instructed to use the 
existing CPT® procedure codes for 
patient visits, but establish their own 
criteria to reflect facility resource 
consumption. CMS states that each 
facility is responsible for mapping 
the services provided during the 
patient encounter to the different 
levels of effort represented by the 
visit procedure code. Each facility is 
then held accountable for following 
its own written internal guidelines.

Of importance, the hospital does 
not report any consultation codes. 
Instead, the hospital must determine 
whether the visit is a new patient visit 
(codes 99201-99205) defined as an 
encounter for an individual who has 
not been registered as an inpatient 
or outpatient of the hospital within 

three years prior to the current visit, 
or an established patient visit (codes 
99211-99215) for an individual who 
has been registered as an inpatient or 
outpatient within the past three years.

According to the Medicare 
Claims Processing Manual, Chapter 
2: “The term ‘encounter’ means a 
direct personal contact in the hos-
pital between a patient and a physi-
cian, or other person who is autho-
rized by State law and, if applicable, 
by hospital staff bylaws to order 
or furnish services for diagnosis or 
treatment of the patient…When a 
patient has follow-up visits with a 
physician in the hospital following 
an initial encounter, each subsequent 
visit to the physician will be treated 
as a separate encounter for billing.”1 

The Office of the Inspector Gen-
eral (OIG) adds: “The clinic visit 
typically includes a history taking, 
examination, and a medical decision 
making to resolve a patient’s present-
ing problem.” And: “For the hospital 
to be able to charge for a clinic visit, 
the clinic patient needs to have had a 
face-to-face encounter with a physi-
cian, physician assistant, nurse prac-
titioner, nurse-midwife, or visiting 
nurse, which includes a history taking, 
examination, and a medical decision 
making to resolve the patient’s disease, 
condition, illness, injury, complaint, or 
other reason for encounter.”2

Developing Internal 
Guidelines
Regarding the development of inter-
nal guidelines, CMS requires that 
hospital internal guidelines comport 
with the following principles:3

The coding guidelines should 1.	
follow the intent of the CPT® 
code descriptor in that the 
guidelines should be designed to 
reasonably relate the intensity of 
hospital resources to the differ-
ent levels of effort represented 
by the code (65 FR 18451).
The coding guidelines should 2.	

be based on hospital facil-
ity resources. The guidelines 
should not be based on physician 
resources (67 FR 66792).
The coding guidelines should  3.	
be clear to facilitate accurate  
payments and be usable for  
compliance purposes and audits  
(67 FR 66792).
The coding guidelines should 4.	
meet the HIPAA requirements 
(67 FR 66792).
The coding guidelines should 5.	
only require documentation that 
is clinically necessary for patient 
care (67 FR 66792).
The coding guidelines should not 6.	
facilitate upcoding or gaming  
(67 FR 66792).
The coding guidelines should  7.	
be written or recorded, well- 
documented, and provide the basis 
for selection of a specific code.
The coding guidelines should 8.	
be applied consistently across 
patients in the clinic or emergency 
department to which they apply.
The coding guidelines should not 9.	
change with great frequency.
The coding guidelines should be 10.	
readily available for fiscal inter-
mediary (or, if applicable, MAC) 
review. 
The coding guidelines should 11.	
result in coding decisions that 
could be verified by other hospital 
staff, as well as outside sources.

In addition, hospitals with multiple 
clinics may have different coding 
guidelines for each clinic, but these 
sets of guidelines must measure 
resource use in a relative manner. For 
example, a level three clinic visit in 
the cardiology department will use 
similar resource consumption as a 
level three clinic visit in the oncology 
department (even if the resources are 
not identical).

The American Hospital Asso-
ciation (AHA) and the American 
Health Information Management 

Hospital Clinic Visits
 by Cindy C. Parman, CPC, CPC-H, RCC
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Association (AHIMA) jointly 
developed a set of proposed 
standardized facility E/M 
guidelines, which address all 
insurance payers (public and 
private). These guidelines are 
available online at: www.ahima.
org/pdf_files/emcodingreport.
pdf. From 2004 to 2005, CMS 
employed a contractor to evalu-
ate the AHIMA/AHA guide-
lines. The contractor found 
numerous problems with the 
guidelines, primarily involving 
the need for better definitions 
of terms. As part of the OPPS 
Proposed Rule for 2007, CMS 
posted to its website the draft 
AHIMA/AHA guidelines and 
also the agency’s comments 
on the guidelines. Despite the 
problems identified by the con-
tractor, CMS stated in the 2007 
OPPS Final Rule that it believed 
the AHIMA/AHA guidelines 
were the “most appropriate and 
well-developed guidelines for 
use in the OPPS” of which the 
agency was aware.4

In the 2009 OPPS Final Rule, 
CMS stated that it continued 
to see a “normal and stable” 
distribution of visit codes. The 
agency encouraged hospitals to 
continue to use their internal 
guidelines and stated that it 
“will not implement national 
guidelines prior to CY [calendar 
year] 2010.”5

Not a “Nurse Visit”
As indicated, the definition of the 
hospital technical service is not con-
sidered to be a “nurse visit.” Nurses 
are not separately reimbursed for 
patient visits in any practice setting. 
In all correspondence regarding 
charges for clinic visits, CMS has 
stated that the facility should base 
the code assignment on all hospital 
resources used during the outpatient 
encounter. For example, items such as 

room use, nursing services, nutrition 
services, social work, pain manage-
ment assessments, and scheduling 
diagnostic tests may be included in 
the technical patient visit service per-
formed.

The April 7, 2000 Federal Register 
describes the transition to Ambula-
tory Payment Classification (APC) 
reimbursement under the OPPS and 
prohibits charging for unbundled 

services. Payment under any pro-
spective payment system provides a 
single payment for a specific service 
that includes all “packaged services,” 
such as use of the room, anesthesia, 
supplies, the services of nurses and 
other hospital personnel, equipment 
used, certain drugs, and various inci-
dental services. 

Table 1 is a list of revenue codes 
that are included in the medical visit 

Drug Administration	 Clinic Visit

250	 Pharmacy	 250	 Pharmacy
251	 Generic Drugs	 251	 Generic Drugs
252	 Non-Generic Drugs	 252	 Non-Generic Drugs
257	 Non-Rx Drugs	 257	 Non-Rx Drugs
258	 IV Solutions	 258	 IV Solutions
259	 Other Pharmacy	 259	 Other Pharmacy
270	 Medical & Surgical Supplies	 270	 Medical & Surgical Supplies
271	 Non-Sterile Supplies	 271	 Non-Sterile Supplies
272	 Sterile Supplies	 272	 Sterile Supplies
279	 Other Sterile Supplies	 279	 Other Sterile Supplies
630	 Drugs Requiring Identification	 630	 Drugs Requiring Identification
631	 Single Source Drug	 631	 Single Source Drug
632	 Multiple Source Drug	 632	 Multiple Source Drug
633	 Restrictive Rx	 633	 Restrictive Rx
762	 Observation Room	 762	 Observation Room
260	 IV Therapy, General	 700	 Cast Room
262	 IV Therapy, Pharmacy Services	 709	 Other Cast Room
263	 IV Therapy, Drug/Delivery	
264	 IV Therapy Supplies
269	 Other IV Therapy

Table 1. APC Calculations

As indicated, the definition of the 
hospital technical service is not 
considered to be a “nurse visit.”
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and revenues codes that are included 
in drug administration. A review of 
these items indicates that all services 
included in the prospective payment 
for a clinic visit are also included in 
a drug administration service. As a 
result, a medical visit would not typi-
cally be charged in addition to a drug 
administration service on the same 
date in the same department.

Billing “Incident To”
Although the clinic visit codes were 
designed to report the technical 
component of an outpatient physi-
cian visit, in limited circumstances 
they may be reported for “incident 
to” services performed by physician 
order in the outpatient department.

According to the CMS Manual 
System, Publication 100-2, Chapter 
6, Section 20.4.1: “Therapeutic ser-
vices which hospitals provide on an 
outpatient basis are those services 
and supplies (including the use of 
hospital facilities) which are incident 
to the services of physicians in the 
treatment of patients. Such services 
include clinic services and emergency 
room services.”6

This document also states that 
the services and supplies must be 
furnished on a physician’s order by 
hospital personnel and under a physi-
cian’s supervision. “A hospital service 
or supply would not be considered 
incident to a physician’s service if the 
attending physician merely wrote an 
order for the services or supplies and 
referred the patient to the hospital 
without being involved in the man-
agement of that course of treatment.”6

CMS adds: “Billing a visit code in 
addition to another service merely 
because the patient interacted with 
hospital staff or spent time in a room 
for that service is inappropriate. A 
hospital may bill a visit code, based 
on the hospital’s own coding guide-
lines, which must reasonably relate 
the intensity of hospital resources to 
the different levels of HCPCS codes. 
Services furnished must be medi-
cally necessary and documented.”6 

As a result, it may not be possible to 
report a 99211 (low level established 
patient visit) code whenever the 
patient sees a nurse or other member 
of the hospital staff.

For 99211 services performed by 
hospital personnel and billed as an 
“incident to” service, the documenta-
tion is expected to demonstrate the 
“link” between the non-physician 
service and the precedent physician 
service to which the non-physician 
service is incidental. The medical 
record must also include the physi-
cian’s order for the patient services, 
and documentation that demonstrates 
the services were provided under 
direct physician supervision.

Hospitals often experience a cod-
ing dilemma surrounding reporting 
a visit code for chemotherapy teach-
ing or education performed by a 
staff member in the infusion center. 
According to the American Soci-
ety of Clinical Oncology (ASCO): 
“Physician time spent on treatment 
planning and management is consid-
ered to be captured under the E/M 
codes. Chemotherapy management 
cannot be billed separately. Time 
spent by nursing staff and other 
health professionals on nutrition 
counseling, therapy management, 
and care coordination is also not 
separately billable.”7

In general, “education” is not 
charged separately as an E/M clinic 
visit since this service is considered 
to be part of the initial patient visit 
service. The date of service is not the 
issue: CMS and the American Medi-
cal Association (AMA) agree that 
there are “post E/M” services that 
may be performed on the same day or 
a separate day, but are not separately 
charged. There must always be a 
written order for all services, but this 
alone may not make the education a 
separately billable event.

Of course, if the individual Medi-
care contractor or insurer provided 
written policy information recogniz-
ing coverage for a separate educa-
tion visit, then it should be charged 
according to the payer’s coding speci-
fication.

Using Modifier 25
As stated above, hospitals do not gen-
erally charge for a clinic visit when the 
patient presents for drug administra-
tion. Some patients tolerate the drug 
administration well and require very 

few, if any, additional resources. Other 
patients may require more nursing 
attention or other hospital resources 
to complete the drug administration. 
However, both the uncomplicated 
administration and the more complex 
service are reimbursed at the same 
Medicare APC allowance. APC 
reimbursement is intended to reflect 
a “median” prospective payment and 
not a fee schedule allowance for each 
service performed during a patient 
encounter.

For hospital reporting purposes, 
modifier 25 is appended to the patient 
visit code when documentation sup-
ports a significant, separately identifi-
able technical visit service performed 
on the same day as a procedure with 
status codes “S” or “T” (services  
designated as “significant proce-
dures”). Documentation must be 
clear that the patient visit service pro-
vided was ordered by the physician  
as an incident-to service and separate  
and distinct from the procedure  
performed.

According to CMS Transmit-
tal 785, dated December 16, 2005: 
“Hospitals are reminded to bill a 
separate Evaluation and Manage-
ment code (with modifier 25) only if 
a significant, separately identifiable 
E/M service is performed in the same 
encounter with OPPS drug admin-
istration services.”8 While nursing 
services performed prior to, during, 
and/or after the drug administra-
tion service are generally considered 
to be included in the administration 
charge, a visit performed in a dif-
ferent hospital department on the 
same day as drug delivery should be 
separately charged with modifier 25 
appended to the visit code.

Understanding 
Multidisciplinary Visits
In certain situations, hospitals may 
bill HCPCS code G0175, which is 
defined as “scheduled interdisciplin-
ary team conference (minimum 
of three exclusive of patient care 
nursing staff) with patient pres-
ent.” According to Chapter II of the 
OPPS Manual: “Hospitals can use 
HCPCS code G0175 in reporting a 
scheduled medical conference pro-
viding that the key requirements for 
this service are met:1
n �There must be at least 3 members of 

the multidisciplinary staff present; 
and
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n �One of these individuals must be a 
physician; and

n �None of these 3 individuals can be 
a nurse (nurses may be present in 
addition to the other members of 
the multidisciplinary team, but at 
least 3 team members must repre-
sent disciplines other than nursing); 
and

n �The patient must also be present for 
the interdisciplinary conference.

Based upon the requirement that the 
patient must be physically present 
during the team conference, hospitals 
should make certain that HCPCS 
code G0175 is not assigned for tumor 
board meetings or other staff confer-
ences that do not include the patient.

Even with a thorough under-
standing of how to bill for clinic 
services, keep in mind that in all 
coding scenarios, local contractor or 
payer guidelines take precedence and 
should be consulted and followed. 

Cindy C. Parman, CPC, CPC-H, 
RCC, is a principal at Coding 
Strategies, Inc., in Powder Springs, Ga. 
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