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Project Details

Project Scope:

The core objective of the project is to do completely RCM analysis of_ client and provide the
gap analysis report based on our observations and recommend the best practices to improve

collections.

Project Team and Stakeholders:

Project Head Paula

Project Coordinator (BP) Mitchel

Project Coordinator[ll]l  Mitchel

Head Martin

Project Requirements:

Inputs Received
1. AR Report

2. Aging Reports
3. List Of Procedure codes
4, List Facilities Need to audit

5. Provider Accepted Insurance details

Required resources to execute the Project:

1. SME- Billing
2. SME- Coding (Cardiology, Lab Path, E&M and surgery)

Project Deliverables:

A detailed report on audited centers with identified gaps and recommendations on the same to improve

collection.

Project Duration:

We need to complete our analysis in 5 Business days and submit detailed report to client on 6th day. The

subsequent day is allotted for report review
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Project Milestones:

04/16/2018
04/19/2018

04/21/2018

04/23/2018

Project boundaries and Limitations:

All the inputs for this analysis is downloaded from Client EHR.

The compliance part of the documentation is not reviewed/not available.

The recommendations mentioned in the report is applicable only for the scenario explained in the
report.

This report is based on Random sampling of the claim info downloaded from the EHR-

The audit scope is limited to the following list of centers.

Facility
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Introduction

Cardiology Billing

Cardiology is one of those specialties that generally perform high-cost diagnostic and curative services. Getting
reimbursed for such significant services means conclusive and convincing cardiology medical billing —adhering to
cardiology codes, compliance standards and coding rules. Cardiologist, who used to be comfortable with a fewer
codes and compliance standards and coding rules, are now required to be abreast with period changes in cardiol-
ogy codes, compliance standards and coding rules. Amongst these evolving changes, cardiologists need to be
aware of acceptability of the codes assigned, modifiers to be attached, medical necessity of performing and
coding a procedure, component coding, and so on. In certain cases, insurance payers may contest the medical
necessity of certain procedures undertaken by cardiologists. Therefore, it crucial that cardiologists substantiate
the necessity of those procedures, otherwise, reimbursements for those procedures may be rejected for lack of
sufficient proof.

Identifying Cardiology Billing Challenges

The Medicare rate changes for 2013 (implemented by CMS) and subsequent enforced sequestration explains the
panic or rush to billing and coding issues by cardiology centers across the U.S. The new fee proposal discourages
administration of multiple cardiology procedures to a patient in a day so that if a patient is provided with more
than one cardiology service in a day, the technical component of the less expensive service will be reduced by 25
percent. CMS has kept diagnostic and therapeutic cardiology services in this reductive ambit and left out several
other service types. The challenge it gives billers and coders is that they have to be able to separate therapeutic
and diagnostic cardiology procedures from other ones and assign appropriate codes.

This may not sound difficult to an uninitiated person; but being a complex treatment with overlapping proce-
dures, cardiology has never been an easy line of treatment to translate into foolproof insurance claims. This prob-
lem which will become more biting now given that a biller and coder have to combine a nuanced knowledge of
cardiology procedures with sound knowledge of billing and coding, failing which may result in submission of

inaccurate claims leading to shrinkage of revenue returns.

Let’s deep dive into our facility wise analysis in following pages.

Data Period October 2017- March 2018
Prime Data Source _
Applicable to Group
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Group-Charges Vs Collection

Month- year
Oct- 2017
Nov- 2017
Dec- 2017
Jan- 2018
Feb- 2018
Mar- 2018

Total

Group AR Summary

Charges

$1,019,212.78
$1,058,330.59
$1,766,725.98
$1,621,701.78
$1,812,973.83

$1,806,038.32

$9,084,983.28

Net AR for All facilities

Month- year
Oct- 2017
Nov- 2017
Dec- 2017
Jan- 2018
Feb- 2018
Mar- 2018

Total

Charges

$1,019,212.78
$1,058,330.59
$1,766,725.98
$1,621,701.78
$1,812,973.83

$1,806,038.32

$9,084,983.28

Ins Pay

$581,854.59
$602,407.14
$866,905.52
$846,536.51
$907,921.13

$794,359.57

$4,599,984.46

Ins Pay

$581,854.59
$602,407.14
$866,905.52
$846,536.51
$907,921.13

$794,359.57

$4,599,984.46

Pat Pay
$40,084.39
$39,234.50
$116,952.64
$80,346.56
$65,237.58
$39,305.58

$381,161.25

Net A/R
$29,432.80
$39,195.39
$100,609.35
$141,801.91
$238,139.22

$457,877.28

$1,007,055.95

Total Pay

$621,938.98
$641,641.64
$983,858.16
$926,883.07
$973,158.71

$833,665.15

$4,981,145.71
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Group-Charges Vs Collection

Collection Vs Net AR six month Trend

Month- year Charges Collection % Net AR %
Oct- 2017 $1,019,212.78 97.11% 2.89%
Nov- 2017 $1,058,330.59 96.30% 3.70%
Dec- 2017 $1,766,725.98 94.31% 5.69%
Jan- 2018 $1,621,701.78 91.26% 8.74%
Feb- 2018 $1,812,973.83 86.86% 13.14%
Mar- 2018 $1,806,038.32 74.65% 25.35%
Total $9,084,983.28 88.92% 11.08%

— The trend shows consistent increase in the AR across all the centers.

— Due to some billing issues and carrier specific guidelines the Net AR increased.

Nine Selected Facilities AR at glance

From 40 centers the data for our 9 centers were segregated and analyzed for the similar period as mentioned
above.

Billed Vs Collection

Month- year Charges Collection % Net AR %
Oct- 2017 $1,019,212.78 97.11% 2.89%
Nov- 2017 $1,058,330.59 96.30% 3.70%
Dec- 2017 $1,766,725.98 94.31% 5.69%
Jan- 2018 $1,621,701.78 91.26% 8.74%
Feb- 2018 $1,812,973.83 86.86% 13.14%
Mar- 2018 $1,806,038.32 74.65% 25.35%
Total $9,084,983.28 88.92% 11.08%
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Net AR ($ Value): Ranking based on Value

$472,144.32
$221,674.66
$136,211.65
$91,662.92
$31,996.45
$24,512.31
$15,335.74
$6,630.98

$655.60

$9,466,194.59

Center wise Collection Vs AR (%)

I 90.78 9.22

_ 88.26 11.74

_ 90.25 9.75
88.85 11.15
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Graph: Collection Vs AR

Center wise in-depth analysis of claims thru random sampling was achieved. The results of the center wise anal-

ysis documented in subsequent pages.

Facility Charge ($) Ins Pay ($) Collection % Ar %

B 511949114 $2,700,674.46 90.78 9.22

Data Period October 2017- March 2018

Prime Data Source Insync _
Applcable to I

Top 10 procedure code Analysis Based on Units and Bill Value:

Based on Units

Rank CPT Units "Un paid (%)" Value ($)
1 99214 19955 50.17 2696428.02
2 36415 10052 51.96 100510
3 85610 6524 52.38 52184
4 93306 5318 48.65 1479594.3
5 93000 3416 53.22 126369.37
6 80048 2970 52.53 47610

7 93880 2934 46.32 780840
8 93015 2933 56.94 439950
9 99211 2844 53.52 71050.02
10 93288 2782 48.78 180270
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Based on Units

Rank CPT
1 99214
2 93306
3 78452
4 93880
5 93015
6 A9500
7 93458
8 99204
9 93224
10 36252

Audit Highlights for this Center- NG
Medical Necessity Issue (CO 50):

Units

19955

5318

2375

2934

2933

2172

171

1057

1132

112

Un paid (%)
50.17
48.65
47.49
46.32
56.94
41.62
52.63
55.06
56.80

45.54

Local coverage determination was not applied for many CPT codes.

Example: Refer Claim # 82075

Value (S)

2696428.02

14795940.3
1401250
780840
439950
325800
256300
214500
198100

196125

CPT Billed 83880 and Billed with 401.9 also in same account 84443 billed with 786.05. In this claim we

need to interchange the Dx to get paid. Bill 83880 with 786.05.

Example 2: Claim # 270738

CPT billed 78452 with diagnosis code 425.4 which is non covered diagnosis as per LCD.
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List of Claims were non covered diagnosis codes listed as primary:

Claim ID Claim ID Claim ID Claim ID Claim ID Claim ID
84443 151891 98809 199172 130029 243859
88025 166770 99274 203409 132309 244310
88306 168460 100329 212567 134428 250020
89029 178490 101535 216796 138250 256124
91391 180091 106937 220093 140194 256705
91442 187728 108050 231998 142546 270738
91526 289989 110466 232385 143628 280250
91695 298982 115945 235515 150250 282882
91971 299697 119683 235913 151546 283930

302735 239878 284132

Sequestration (253 - Sequestration - Reduction in Federal Spending)

As required by law, President Obama issued a sequestration order on March 1, 2013, canceling budgetary
resources across the Federal Government. As a result, Medicare Fee-For-Service claims, with dates of
service or dates of discharge on or after April 1, 2013, incur a two percent reduction in Medicare payment.
The Centers for Medicare & Medicaid services (CMS) previously assigned CARC 223 (Adjustment code for
mandated Federal, State or Local law/regulation that is not already covered by another code and is mandat-
ed before a new code can be created) to explain the adjustment in payment. Effective June 3, 2013, a new

CARC was created and will replace CARC 223 on all applicable claims.

The new CARC is as follows:

e 253 - Sequestration - Reduction in Federal Spending Also, Medicare contractors will not take any action on
claims processed prior to implementation of CR8378

For More details please refer

http://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-
MLN/MLNMattersArticles/downloads/MM8378.pdf

Please Note: When it comes to Medicare HMO the same 2% fee cut was implemented with remark code
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The Procedure Not Paid Separately (Bundling Issue)

We recommend entire Lab Path codes should be revisited, Coding and sequencing is incorrect also the Dx Map-
ping. Lab Panels codes were billed individually when exact combo code is available. (Ref- 80053, 84443, 85025,
80061 etc.)

Billing 99211 along with Venipuncture and Lab codes.

Refer: Claim 242656 and 240272

93290 and 93296 billed without Modifier 59.

CPT code Sequencing

Major issue we found in this center is CPT sequencing. CPT’s were not sequenced based on RVU’s. In many cases
Add on procedure codes were billed as primary and it will attract the following type denial is occurred.
Payment adjusted because this service/procedure requires that a qualifying service/procedure be received and
covered. The qualifying other service/procedure has not been received/adjudicated.

Refer CIaim:-

CPT code G00O0S is billed/sequenced first and Q2037.

Billing Venipuncture (36415)

Medicare and carrier which follows Medicare guidelines will not pay 36415 procedure code when it was billed

with any one of the following CPT codes.

80048 82247 82728 83655 84450 85651
80050 82306 82784 83891 84460 85652
80051 82310 82785 84132 84550 86003
80053 82378 82947 84144 84702 86038
80055 82465 82948 84146 84703 86304
80061 82533 82950 84153 85007 86308
80069 82550 82951 84402 85013 86592
80074 82565 82962 84403 85014 86677
80076 82575 83001 84432 85018 86703
82040 82607 83036 84436 85025 86706
82105 82627 83516 84439 85027 86787
82150 82670 83540 84443 85610

Modifier 25 Usage and High Level Billing (EM):
This particular center Top procedure billed is 99214 and in 90% of the cases this CPT was billed with Mod 25. We
like to extend our audit services for all the levels billed with minimum of 5 charges/level to ensure our docu-

mentation met the guidelines. The level 4 and level 5 billing with 25 always attract the OIG audit.
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POS Issue

Inpatient EM CPT Code was billed for office visit similar issue was observed in rest of the facilities too.

Refer Claim: -

Subsequent Hospital Visit code 99232 was billed with POS 11.

Facility

Data Period

Prime Data Source Insync

Applicable to

Charge ($) Ins Pay ($)

$780,950.26 $423,595.08

October 2017- March 2018

Top 10 Procedure codes Billed

Rank CPT
1 99214
2 99213
3 93000
4 93015
5 93306
6 78452
7 A9502
8 G0250
9 12785
10 99204

Units Value ($)
2346 316514
987 86811
747 28227
730 109500
706 236510
618 364620
564 81795
407 5291
373 24269
342 69302
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Audit Highlights- The Cala Hills
Modifier 25 Usage and High Level Billing (EM):

This particular center Top procedure billed is 99214 and in 90% of the cases this CPT was billed with Mod 25. We
like to extend our audit services for all the levels billed with minimum of 5 charges/level to ensure our documen-

tation met the guidelines. The level 4 and level 5 billing with 25 always attract the OIG audit.

Sequestration (253 - Sequestration - Reduction in Federal Spending)

As required by law, President Obama issued a sequestration order on March 1, 2013, canceling budgetary
resources across the Federal Government. As a result, Medicare Fee-For-Service claims, with dates of service or
dates of discharge on or after April 1, 2013, incur a two percent reduction in Medicare payment. The Centers for
Medicare & Medicaid services (CMS) previously assigned CARC 223 (Adjustment code for mandated Federal,
State or Local law/regulation that is not already covered by another code and is mandated

before a new code can be created) to explain the adjustment in payment.

Effective June 3, 2013, a new CARC was created and will replace CARC 223 on all applicable claims.

The new CARC is as follows:

e 253 - Sequestration - Reduction in Federal Spending Also, Medicare contractors will not take any action on
claims processed prior to implementation of CR8378

For More details please refer

http.//www.cms.gov/Outreach-and-Education/Medicare-Leaing-Net ork-MLN/MLNMattersArticles/downloads/MM8378.pdf

Please Note: When it comes to Medicare HMO the same 2% fee cut was implemented with remark codeManaged care withhold.

Other Issues

Billing Office visit and G0250 on same Date of service. Only Office visit will be get paid and G0250 will be denied.
If the encounter 99214 is for any specific condition we can bill with Modifier and get the reimbursement for both
CPT. Only 4 units of G0250 should be billed per month and additional units will denied.

We also come across Authorization issue in few claims. We need to add appropriate authorization and refile the

claims.

Facility Charge ($) Ins Pay ($) Collection % AR %
I $50,872.80 92.31 7.69
I $6,726.00 $4,204.18 90.25 9.75
_ $370,493.27 $205,617.97 91.36 8.64
_ $225,620.85 $140,764.88 93.20 6.80
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Data Period October 2017- March 2018

Prime Data Source Insync _
Applicable o I

Top 10 Procedure Codes Based on Values Top 10 Procedure Codes Based Units
S.No CPT Code Units Value($) Rank CPT Code Units Value($)
1 99214 1269 172269.02 1 99214 1269 172269.02
2 99204 176 35742 2 99204 176 35742
3 99495 9 1655.96 3 93000 32 1184
4 93000 32 1184 4 99495 9 1655.96
5 99215 3 522 5 36415 3 30
6 83880 3 183 6 80053 3 75
7 93306 1 100 7 80061 3 75
8 84443 3 93 8 83036 3 54
9 80053 3 75 9 83880 3 183
10 80061 3 75 10 84443 3 93

Top 5 Procedure Codes based on Units and Value

Rank CPT Code Units Value($)
1 99214 61 8235

2 99204 22 4480

3 93000 9 333

4 99212 2 106

5 99211 3 75
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Audit Highlights

There are only 2 major issues identified in this practice which affects the
collection % significantly.

New Patient Billing criteria Not Met

We like to extend our audit by reviewing 10 charts from this center to provide documentation deficiencies.
Refer CIaim:-

Sequestration (253 - Sequestration - Reduction in Federal Spending)

As required by law, President Obama issued a sequestration order on March 1, 2013, canceling budgetary
resources across the Federal Government. As a result, Medicare Fee-For-Service claims, with dates of service or
dates of discharge on or after April 1, 2013, incur a two percent reduction in Medicare payment. The Centers for
Medicare & Medicaid services (CMS) previously assigned CARC 223 (Adjustment code for mandated Federal,
State or Local law/regulation that is not already covered by another code and is mandated before a new code
can be created) to explain the adjustment in payment.

Effective June 3, 2013, a new CARC was created and will replace CARC 223 on all applicable claims.

The new CARC is as follows:

e 253 - Sequestration - Reduction in Federal Spending Also, Medicare contractors will not take any action on
claims processed prior to implementation of CR8378

For More details Please refer:http://www.cms.qgov/Outreach-and-Education/Medi-
care-Learning-Network-MLN/MLNMattersArticles/downloads/MM8378.pdf

Please Note: When it comes to Medicare HMO the same 2% fee cut was implemented with remark codeManaged care withhold.

The top 10 billing procedure codes based on units and Value (Right side Table content)

S. No CPT Code Units Value($) Rank CPT Code Units Value(S)
1 99214 1470 198390 1 99214 1470 198390
2 99213 772 67784 2 78452 420 164643
3 93306 692 140469 3 93306 692 140469
4 85610 585 4746 4 99213 772 67784
5 99211 436 10900 5 93880 182 37915
6 78452 420 164643 6 A9502 231 33500
7 93017 232 11136 7 99204 122 24780
8 A9502 231 33500 8 93017 232 11136
9 93880 182 37915 9 99211 436 10900
10 93018 177 6372 10 93015 64 9600
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Audit Highlights — [ KNG

Modifier 25 Usage and High Level Billing (EM):
This particular center Top procedure billed is 99214 and in 90% of the cases this CPT was billed with Mod 25. We

like to extend our audit services for all the levels billed with minimum of 5 charges/level to ensure our documen-

tation met the guidelines. The level 4 and level 5 billing with 25 always attract the OIG audit.

Medical Necessity Issue (CO 50):

Local coverage determination was not applied for some claims.

Bundling Issues

NCCI Editswt applied when multiple encounters were billed.
Ref Claim: for this patient account 2 claims were billed, in one claim Office visit was billed with 93000
and in another claim were 93280 was billed. As per NCCl we need to add modifier 59 for 93000. The common

issue we found in all center is billing multiple claims without unbundling the services.

Sequestration (253 - Sequestration - Reduction in Federal Spending)

Like other centers all Medicare payments were reduced by 2% as reduction in federal spending.

S. No CPT Code Units Value($) Rank CPT Code Units Value($)
1 99214 2316 313612.6 1 99214 12316 313612.6
2 99213 630 55460 2 99213 630 55460
3 96372 179 5191 3 99204 119 24157
4 36415 143 1430 4 G0438 87 17835
5 11030 135 1080 5 G0439 62 8370
6 99204 119 24157 6 99396 48 7185
7 81002 114 570 7 93458 4 6000
8 93000 114 4218 8 96372 179 5191
9 Q2037 92 2806 9 93000 114 4218
10 60438 87 17835 10 99215 23 4002

Preventive services CPT vs. E/M CPT:
Problem focused e/m services can also be billed along with preventive services when there is significant
separately minor problems will be evaluated during the preventive service encounter. The problem oriented

services will be billed with modifier-25 to distinguish from preventive oriented services.
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Based on the above context we have two type of issues:
1. The problem oriented service should not be exceeded above level 3 if it exceed level 3 this service needs to be consid-
ered as problem oriented services. In this scenario coders need to take the decision based on the documentation and the
chief complaint.

2. Need to check the Insurance information before coding these services. For Federal insurance we need to use G-codes.
Apart from above two scenarios we need to check whether the coder is giving the appropriate E/M CPT and
preventive CPT based on the Patient type(New and Established).
Carve-out billing pattern will be taken for this type of e/m services, preventive or screening services.
Examples for preventive and problem oriented services claim|d#86768.
We would like to do the Sample E/M level-4 and above audit which were billed along with preventive services
on same dos.
CPT 36415:
CPT 36415 should not be billed with 80053 and 80061. 36415 is inclusive of panels and other labs.
Refer Claim id#243766, 259405
Bundling Issues:
CPT 80076 should not be billed with 80053 per cci edit rules.
We would like to do the audit on inappropriate use of Modifiers in e/m service and Bundling Issues.
Sequestration (253 - Sequestration - Reduction in Federal Spending)
As required by law, President Obama issued a sequestration order on March 1, 2013, canceling budgetary
resources across the Federal Government. As a result, Medicare Fee-For-Service claims, with dates of service or
dates of discharge on or after April 1, 2013, incur a two percent reduction in Medicare payment. The Centers
for Medicare & Medicaid services (CMS) previously assigned CARC 223 (Adjustment code for mandated Feder-
al, State or Local law/regulation that is not already covered by another code and is mandated before a new code
can be created) to explain the adjustment in payment. Effective June 3, 2013, a new CARC was created and will
replace CARC 223 on all applicable claims.
The new CARC is as follows:
e 253 - Sequestration - Reduction in Federal Spending Also, Medicare contractors will not take any action on
claims processed prior to implementation of CR8378
For More details Please refer
http://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-
MLN/MLNMattersArticles/downloads/MM8378.pdf
Please Note: When it comes to Medicare HMO the same 2% fee cut was implemented with remark code

Managed care withhold.
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B 04521352 $501,684.12 85.63 14.37

October 2017- March 2018

99232 4019 361710 99223 1977 543675
99223 1977 543675 99232 4019 361710
93306 1407 173705 93306 1407 173705
99233 774 98298 99233 774 98298
99214 325 44295 33208 95 70300
93016 304 10944 99214 325 44295
93018 303 10908 33249 33 42240
78452 296 33700 99204 204 41426
99213 278 24504 93641 85 39355
99204 204 41426 33228 75 35625

Bundling Issues

The top issue for this center is Bundling issue and we found CCl edits were not checked.

Below are the Examples of Bundling scenarios we found:

For example, CPT code 93010, 33282 were billed along with 99236 (E/M Service). We received Denial for the
CPT code 93010 stating as “This procedure or procedure/modifier combination is not compatible with another
procedure or procedure/modifier combination provided on the same day according to the National Correct
Coding Initiative.” We need to unbundle the services using Modifier “59” to the CCl component procedure

(CCMI=1).In this scenario we need to append the Modifier — 59 to 93010 as it is CCl component to CPT 33282.
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Most of the scenarios in our practice (Munroe) found that 93010, 93289 and 93288 were denied as “This
procedure or procedure/modifier combination is not compatible with another procedure or procedure/mod-
ifier combination provided on the same day according to the National Correct Coding Initiative.” These (medi-
cine Services) services were billed along with the surgical procedure (3-series) of pacemaker and defibrilla-
tors. We need to unbundle the services using Modifier “59” to CCl component procedure (CCMI=1). In these
type of scenarios we need to append the modifier — 59 to 93010 and 93289 or 93288.

Please review the following list of claims were CCl edits is not applied

NCCI Edits Issue NCCI Edits Issue2 NCCI Edits Issue3
103011 187778 275098
111411 187794 279864
116996 187911 314624
126537 196151 229810
126550 196198 238561
126553 218281 238562
126556 229697 271666
138704 141691 271670
141689 160341 275094
166504 187676

Billing New Patient (EM)
We have two scenarios:

3. Payment adjusted because New Patient qualifications were not met. New patient visits require more work than estab-
lished patient visits at the same level, and this is reflected in the coding requirements as well as the reimbursement for new
patient visits.

Please refer below list of claims falls under this category

235313, 141907, 129477, 108278

4. Payment adjusted because the payer deems the information submitted does not support this level of service. Based on
The Medicare Claims Processing Manual (the Manual) states that documentation should support the level of service

reported. We need to adhere with the documentation for the level of service billed for the received payment.

We like to extend audit for the related scenarios to ensure compliance.

Local Coverage determination issues

Most of the diagnosis which were billed are not covered in LCD for the CPT code 78452 and 93306. The
following list of claims were we found these issues.

In some claims were covered diagnosis codes were listed as secondary. For example in claim # 218332 the
secondary DX 428.0 is covered in LCD We need to sequence the dx 428.0 as Primary (no other dx) and

reprocess the claim.
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293011 151904

267612 141858
238557 141858
231706 141858
218968 141851
218332 141851
193918 125616
193918

We would like to have audit for the documentation of these procedures to identify the covered diagnosis.

Procedure code Inconsistent with POS

The Inpatient visit codes were billed using OP POS. We need to put edit in EHR and avoid these type of
denials in future.

Example in claim ID - (Also refer —-and-)

The CPT billed was 99232(Subsequent hospital Visit) billed with POS 11.

Procedure Code Inconsistent with Modifier

We found that EM procedure code 99236 was billed with 78 Modifier -) which is inappropriate. The
commonly used modifiers for EM are 25/57/24.

B $1.230,166.04 $424,138.62 82.68 17.32

October 2017- March 2018
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The top 10 billing procedure codes based on units and Value (Right side Table content)

S.No CPT Code Units Value($) Rank CPT Code Units Value(S)
1 93010 6409 76908 1 36252 256 448175
2 93306 1338 164800 2 99223 982 270050.03
3 99223 982 270050.03 3 93458 302 213860
4 99232 862 77580 4 93306 1338 164800
5 99233 640 81280 5 92928 100 82000
6 93880 607 36420 6 99233 640 81280
7 93458 302 213860 7 99232 862 77580
8 93016 299 10764 8 93010 6409 76908
9 78452 298 32975 9 37227 4 74000
10 93018 298 10728 10 37221 10 60000

Audit Highlights -ORMC

Diagnosis Related issues:

Pre-operative diagnosis sequenced as last diagnosis which needs to be sequenced as primary.

Scenario:

CPT code 93010 was billed with 414.01, 413.9 and V72.81

LCD-Diagnosis:

Most of the diagnosis which were billed are not covered in LCD for the CPT code 78452 and 93306.

We would like to have audit for the documentation of these procedures to identify the covered diagnosis.
Diagnosis-covered-LCD:

We found few scenarios for CPT 93306 with the covered diagnosis but still have the scenario as deemed medical
necessity. We can follow-up with the insurance to get the payment for this type of scenarios.

Hospice Modifiers and Services:

We found that services were not get reimbursed for Hospice services. Below is the valuable guideline would be
used for your practice. Followed by this we would like to have few scenarios for this type of documentation to
audit and provide the clear cut analysis.

Based on the scenario available from our practice the diagnosis is inappropriate to use with “GV” modifier.

The GV modifier used to the related terminal illness services.

The GW modifier is used when a physician is providing a service that is not related to the diagnosis for which a
patient has been enrolled into hospice. This physician is not associated with the hospice and is providing services

as a private physician.
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When a patient is under hospice there is a certain diagnosis that was indicated at the beginning of care. If the service
the physician renders is unrelated to the terminal ilinesses that hospice has on record, Medicare will not reimburse
for the service unless it is submitted with the modifier GW. The GW modifier cuts through the Medicare edits and
will pay.

Place of Service:

We found that “The procedure code/bill type is inconsistent with the place of service”. For these type of services
we checked with POS and identified it as “Inpatient Hospital”.

There are two types of contradictions to deal with this type of Denials
1. Consultations

2. Regular E/M CPT codes for Inpatient services

For example (Claim#309389): CPT 99205 billed for the POS: I/P based on the type of two scenarios

1) Consultations: I/P consultation could be billed with 99221-99223 based on the consultation guidelines

2) Regular E/M CPT code for I/P services: we can bill directly with 99221-99223 instead of 99201-99205 for new
patient and same protocol would be followed for subsequent I/P instead of 99211-99215 Established patients.

Facility Charge (S) Ins Pay (S) Collection % Ar %

B ;16292030 $83,992.12 85.14 14.86

Data Period October 2017- March 2018

Prime Data Source Insync _
Applicable to ]

S. No CPT Code Units Value($) Rank CPT Code Units Value($)
1 93010 2894 34728 1 99223 323 88825
2 99232 481 43290 2 99232 481 43290
3 93306 347 43100 3 93306 347 43100
4 99223 323 88825 a 93010 2894 34728
5 93880 167 10020 5 99204 87 17661
6 99233 102 12954 6 99233 102 12954
7 78452 95 10525 7 78452 95 10525
8 93016 91 3276 8 93880 167 10020
9 93018 90 3240 9 99214 34 4590
10 99204 87 17661 10 99245 16 4550
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Hospice Modifiers and Services:

We found that services were not get reimbursed for Hospice services. Below is the valuable guideline would be
used for your practice. Followed by this we would like to have few scenarios for this type of documentation to
audit and provide the clear cut analysis.

Based on the scenario available from our practice the diagnosis is inappropriate to use with “GV” modifier. The GV
modifier used to the related terminal iliness services.

The GW modifier is used when a physician is providing a service that is not related to the diagnosis for which a
patient has been enrolled into hospice. This physician is not associated with the hospice and is providing
services as a private physician.

When a patient is under hospice there is a certain diagnosis that was indicated at the beginning of care. If the
service the physician renders is unrelated to the terminal illnesses that hospice has on record, Medicare will not
reimburse for the service unless it is submitted with the modifier GW. The GW modifier cuts through the

Medicare edits and will pay.

Modifier Issues
-25: Significantly Separately Identifiable E/M service:

We found CPT 99215, 78452, 93016 and 93018 were billed without modifier to 99215.

Analysis: Two separate claims were transmitted to insurance for the same DOS. One claim (#97603) is with
99215 and another (#103533) 3 CPTs (78452, 93016 and 93018) were transmitted to Insurance. The claim
#97603 have the denial reason stating as “This procedure is not paid separately. At least one Remark Code must
be provided”. In these cases the biller and coder insight is required to identify and append the modifier to E/M
services.

We identified several issues with the similar pattern. We would like to have sample audit of Billed charges
without and with payment to e/m services with the same reason to identify and take corrective actions to get
reimbursement.

Modifier 76 and 77 to CPT 93010:

“This procedure or procedure/modifier combination is not compatible with another procedure or procedure
/modifier combination provided on the same day according to the National Correct Coding Initiative.” This will
be the denial if we miss these modifiers in our claim.

Multiple CPT 93010 were billed on same dos without any modifier. These service could be billed with either 76,
77 based on the documentation.

Sample claim#207831 and 170560
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In appropriate use of Modifier-23 to E/M:
We found the CPT 99215 billed with Modifier 23, unusual anesthesia and received the payment for the same

from Insurance. The CPT 99215 should be billed with modifier 25 instead of 23: Unusual anesthesia.
Diagnosis related Medical necessity:

The given diagnosis were not covered on the medical necessity for Rendered Service. We found few issues in
an outline study and need the documentation to do the further audit and documentation analysis to provide
the appropriate diagnosis based on the documentation.

Samples findings for Medical necessity:

Claim#194860: Diagnosis 174.9 billed with 78472. The diagnosis is not covered in LCD.

Claim#177308: Diagnosis 435.2 billed with 93925. The diagnosis is not covered in LCD.

New updates and references from CMS
Bundling Services:

With reference recent update on 04/01/2014 the bundling services would follow the guidelines as follows:

The Centers for Medicare and Medicaid Services (CMS) established the National Correct Coding Initiative
(NCCI) program to ensure the correct coding of services. The NCCI program includes two types of edits: NCCI
edits (also known as Procedure to Procedure (PTP) edits) and Medically Unlikely Edits (MUEs) (Units of Service).
NCCI PTP edits prevent inappropriate payment of services that should not be reported together. Each PTP edit

has a column one and column two HCPCS/CPT code and a Correct Coding Modifier Indicator (CCMI).

If a provider reports the two codes of an edit pair for the same beneficiary on the same date of service and the
CCMl is 0, the column two code is denied, and the column one code is eligible for payment. If the CCMl is 1 and
if an NCCI — associated modifier is used because the appropriate clinical circumstances are met, the NCCI PTP
edit will be bypassed. If the CCMI is 1 and an NCCI - associated modifier is not used, the column two code is

denied.
Medically Unlikely Edits (MUEs) prevent payment for an inappropriate number/quantity of the same service on

a single day. An MUE for a HCPCS/CPT code is the maximum number of units of service (UOS) under most

circumstances reportable by the same provider for the same beneficiary on the same date of service.
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Each NCCI PTP edit and each MUE has a corresponding Correspondence Language Example Identification
Number (CLEID). The CLEID provides information to Medicare claims processing contractors about the rationale
for these edits that can be used to help educate providers about the edits.

For example, a Medicare contractor may refer to the CLEID when responding to an inquiry about a specific NCCI
PTP edit or MUE or to an appeal of a claim line that was denied due to an edit. The CLEID that corresponds to
each NCCI PTP edit is currently not included in the NCCI PTP edit files that are posted on the CMS Medicare NCCI
web site. That information is currently only available to the Medicare contractors. The following information
provides guidance to providers when a CLEID is referenced in a response from aMedicare contractor.

The CLEID is formatted as follows: DD.EEEEEEEEE.

DD identifies the general policy that provides the rationale for the edit.

There are fourteen categories of general policies for NCCI PTP edits.

They are:

. Standard preparation/monitoring services for anesthesia
. HCPCS/CPT procedure code definition

. CPT Manual or CMS manual coding instruction

. Mutually exclusive procedures

. Sequential procedure

. CPT “Separate procedure” definition

. More extensive procedure

. Reserved for future use

© 0 N O U A LW N R

. Gender - specific procedures

10. Standards of medical/surgical practice

11. Anesthesia service included in surgical procedure

12. Laboratory panel

13. Deleted/modlified edits for NCCI

14. Misuse of column two code with column one code

There are two categories of general policies for MUEs. They are:
15. Medically Unlikely Edits (MUEs) (Units of Service)

16. Deleted/modified edits for MUE

When developing correspondence using the “Correspondence Language Manual", Medicare claims processing
contractors utilize two paragraphs from the Manual The first paragraph is the relevant "General Correspondence
Language" statement as identified by DD. The column one and column two codes of the edit pair in question are
entered in appropriate spaces in thatparagraph.

The second paragraph is the relevant section - specific example as identified by EEEEEEEEE.

EEEEEEEEE identifies the section of this Manual to use for a specific example related to the policy statement.
For example, if EEEEEEEEE is 10000, the example refers to column one CPT codes from the 10000 series of codes

in the CPT Manual.
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your cardiology billing process. We provide you with an “all-time
fix” for your cardiology billing woes, at affordable costs.
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