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Packaging 
 
In the 2008 Final Rule the most significant changes include many items now being 
packaged together.  The areas of impact are image processing services, intra-operative, 
guidance, image supervision and interpretation, observation, contrast media, and 
diagnostic radiopharmaceuticals.  Status indicator Q indicates conditionally packaged 
items.  Items with an S, T, V, or X billed with the status indicator Q will convert to a 
status indicator N, which indicates that it is packaged with the service.  It is important to 
continue to report these items even though they have been packaged into the 
procedure. For example:  if a radio-pharmaceutical must be given on a different day 
other than the date the procedure will be performed, the facility must hold the bill and 
report everything on the same claim. Providers can report these charges by including 
uncoded charges on revenue lines, including the charge of the contrast agent in the 
charge for the procedure, or reporting the appropriate HCPCS code for the contrast 
agent used.  Medicare will be monitoring the billing practices of facilities. 
 
New APCs 
 
There are two new composite APCs for observation services, APC 8002, observation 
for a direct admit and APC 8003, observation from the emergency department.  When 8 
or more units of HCPCS code G0378 for observation services are used, APC 8002 will 
be assigned.  
 
Brachytherapy 
 
Low Dose Rate Brachytherapy is composite APC 8001 paid as a status indicator T and 
a multiple surgical reduction will apply only when other surgical procedures with a status 
indicator T are performed on the same date of service. CMS may implement edits to 
ensure that hospitals do not submit separate claims for these two procedures when 
provided on the same day on the same date of service.    
 
Cardiovascular 
 
Medicare will unconditionally package all 5 CPTs for Cardiac Electrophysiologic 
Evaluation and Ablation.  Eight new HCPCS were created C8921 through C8928 for 
Echocardiography procedures and assigned to the new APC 0128. Atherectomy 
coronary or non-coronary procedures had a significant increase in payment and those 
related HCPCS codes were reassigned to APC 0082.   
 
New HCPCS Codes 
 
CMS created 2 new HCPCS, A4648 for implantable tissue markers and A4650 for 
implantable radiation dosimeter; payment for both of these will be packaged into the 
procedure.  
 

Fourth  Quarter  2007  

2008 OPPS FINAL RULE SUMMARY 

January  3,  2007  

Continued on page 2Continued on page 2Continued on page 2Continued on page 2    

Inside This Issue: 

Summary of  Final 
Rule—OPPS 2008 

1 

POA—Documentation  
Guidelines to Follow 

3 

Medicare Payments for 
Ambulance Transports 

4 

2008 Changes to the 
ASC Payment System  

5 

 2008 Physician Quality 
Reporting Initiative  

6 

Guidelines for Teaching 
Physicians, Interns and 
Residents 

7 

Q & A Corner 

8 

C OD ING  &  B I L L ING  F OR  
P RO S PECT I VE  P AYMENT  S Y S TEM S  



2008 OPPS FINAL RULE SUMMARY (cont) 

 
 

Coding & Billing for 
Prospective Payment 
Systems Newsletter 

contributors and 
editorial board: 

 
 

Thomas P. Holliday, 
RN, PA, MHA 

 
 

G. Maria Caston,  
CCS, CPC-H, CCS-P 

 
 

William G. Cox, 
RHIA 

 
 

Kim Y.  Huddleston, 
CCS 

 
 

Sheila Wallace, RHIT, 
CCS 

 
 

Heather M. Williams, 
CCS 

 
 
 

 
 

Coding & Billing for 
Prospective Payment 
Systems Newsletter 

contributors and 
editorial board: 

 
 

Thomas P. Holliday, 
RN, PA, MHA 

 
 

Luci Atencio 
 RHIT 

 
 

G. Maria Caston,  
CCS, CPC-H, CCS-P, 

CPC, CPS. CFS 
 
 

William G. Cox, 
RHIA 

 
 

George M. Chiu,  
RHIA 

 
 

Vickie Faler,  
RHIT, CPC  

 
 

Mary Quimby,  
CPC-H, CPS, CFS 

Fourth Quarter 2007 Page 2 

Payment Increases with APC Reassignment 
 
Arthroscopic procedures, Uterine fibroid embolization, Prostatic Thermotherapy and 
Radiofrequency Ablation, Adrenal Imaging, and Injection for Sentinal Node Identifi-
cation all had increase in payments with a reassignment to a new APCs.   
 
Payment Increases without APC Reassignment 
 
Ultrasound ablation of Uterine Fibroids with MR guidance, Implantation of Spinal 
Neurostimulators, PET scans and Kyphoplasty procedures were given an increase 
in payment without modification of APCs.  
 
Payment Decreases with APC Reassignment 
 
Removal of Patient Activated Cardiac event recorder and Computed Tomographic 
colonography had a reassignment of APCs with a decrease in payment.   
 
FC Modifier 
 
CMS implemented the new FC modifier which is for partial credit received for re-
placed device.  
 
Payment Decreases without APC Reassignment 
 
Implantation of Intrathecal or Epidural Catheter and Proton Beam therapy were de-
creased in payment with no modification to the APCs.  
 
Radiopharmaceuticals 
 
CMS will continue to pay separately for therapeutic radiopharmaceuticals with an 
average per day cost of $60.00.  In July of 2007 CMS created 6 new HCPCS for 
brachytherapy services for stranded and non stranded sources and will continue to 
be assigned to status indicator K. 
 
Observation 
 
Criteria for HCPCS code G0378, observation services, time must be documented in 
the medical record.  The time of observation begins when patient is admitted to an 
observation bed.  Observation time ends when all medical interventions have been 
completed, care completed, and the physician orders the patient to either be admit-
ted to an inpatient or discharged from the facility. 
 
New HCPCS Codes 
 
Two new G codes were introduced for Alcohol and or Substance abuse assessment 
and intervention, G0396 for 15-30 minutes and G0397 for greater than 30 minutes. 
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     CMS adopted 11 new hospital-specific guidelines for reporting visits for the Emergency Department: 
 

1.  The CPT code descriptor should reflect the intensity of hospital resources to the different levels of effort 
represented by the code 

2.  Coding guidelines should be based on facility resources, not physician resources 
3.  Coding guidelines should facilitate accurate payments and be usable for compliance 
4.  Coding  guidelines should meet HIPPA requirements 
5.  Coding guidelines should only require documentation that is clinically necessary for patient care 
6.  Coding guidelines should not facilitate upcoding 
 
The next 5 coding guidelines are hospital-specific: 
 
7.  Coding guidelines should be well documented and provide a basis for code selection 
8. Coding guidelines should be applied consistently across the clinic or emergency department. 
9. Coding guidelines should not change without great frequency 
10. Coding guidelines should be readily available for review by the FI or MAC 
11. Coding guidelines should able to be replicated by staff and outside sources 

 
For complete details on the final rule go to:  www.cms.hhs.gov/HospitalOutpatientPPS/HORD/list.asp#TopOfPage   

 
 
 
 

POA –  Documentation Guidelines To Follow 
 
Clear, accurate documentation is going to be the key factor to indicate POA.   
Where are you going to look for information to assign POA? 
  

♦  Emergency Room Notes 

♦  History and Physical 

♦  Progress Notes 

♦  Admitting Notes 
 

In order to get clear and accurate documentation facilities must:  
  

♦  Provide Education and guidance  

♦  Standardize Procedures  

♦  Monitor Implementation 
 
The most vital step is for the emergency room physician to tie presenting conditions to provisional diagnoses. 
This will set up the first step for the attending physician who will see the patient next.  Physicians should also be 
educated that reporting POA data will demonstrate the quality of care given at the facility. This data collected by 
Medicare will be analyzed and will support efforts to pay for high quality and efficient care provided at hospitals.   
 
It must be understood that hospital acquired conditions developed during the stay will not be reimbursed by 
Medicare and it turn will have great financial impact on facilities.  Documentation issues that are inconsistent, 
missing, and conflicting will need to be resolved.  Clear, concise documentation combined with a joint effort be-
tween the coder and the physicians are going to be the key factors to determine conditions that were present 
on admission.  Constant communication will play an important role in being successful.  
 
http://www.cms.hhs.gov/HospitalAcqCond/Downloads/HAC-POA-Listening12-17-2007.pdf  
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Medicare Payments for Ambulance Transports  

 
How it impacts you:   
 
The OIG conducted a study during CY 2002 and the results indicated that 25% of ambulance transports did not   
meet Medicare guidelines, resulting in $402 million improper payments.  It was determined that in two out of three 
cases, a third party provider had requested the ambulance transport and not the patient.  
 
Denials:   
 
The Medicare beneficiary may be liable due to denial, unless lacking knowledge that the service is not covered. The 
ambulance supplier is generally liable for claims denied due the level of service requirements that are often down-
coded to a lower level of ambulance service.  It is very important to know if the ambulance service is covered by 
Medicare and if it is covered, what level of service is included in the coverage. 
 
Two questions to consider before requesting ambulance transport 
 

1. Would the patient’s health be jeopardized if an ambulance was not used? 
2. Once the coverage requirements are met, what level of ambulance service is medically necessary for the 

patient? 
 
The four levels of service include: 

• Basic life support 

• Advanced life support 

• Specialty care support 

• Air transport           
     

For a non-emergency ambulance transport, it is important to remember that bed-confinement alone is not  
sufficient to determine if it is covered by Medicare.  Patients must not be able to do all of three things listed below: 
             

• Get up from bed without assistance 

• Ambulate 

• Sit in a chair or wheelchair 
 
Take these steps to avoid improper billing 
 

1) Be sure coverage criteria and level of service criteria is met and backed up with appropriate documentation.  
 

2) Maintain documentation to help determine ambulance transports meet requirements, and all documentation 
coincides with all parties involved.  

 
3) Know if your FI or MAC has origin or destination modifiers for places such as dialysis or non-emergency 
transports and include these when billing for ambulance services.   
 
For detailed information go to: http://oig.hhs.gov/oei/reports/oei-05-02-00590.pdf  
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Changes to ASC Payment System — Effective January 1, 2008 

 
ASCs will be paid a reduced amount for certain procedures when they receive a partial credit for more than 50% 
of the cost of a medical device in addition to the new fee schedule.  

• FC modifier will need to be applied to those procedures that will receive a partial credit for more than 50 per-
cent of the cost of medical device 

• Apply the FB modifier when a device is furnished without cost or for which full credit is received.  

 
Outpatient hospital services must now submit their claims to the designated carrier or MAC.  Drugs and biologi-
cals include those that are not usually self-administered and are considered to be packaged into payment for the 
surgical procedure.  
 
Medicare will continue to pay ASCs for: 
 

• Surgical procedures (under Part B) except those that pose a safety risk to beneficiaries or require an over-
night stay, for a complete list go to:   

 
http://www.cms.hhs.gov/ASCPAYMENT  

 

• Certain ancillary services (certain drugs and biologicals, pass through devices, brachytherapy sources, and 
radiology procedures) 

 

• Continue to pay for new technology intraocular lenses and corneal tissue 
 
Under the new payment system, items included in the ASC payment are:  
 
 Nursing technicians, use of the facility where surgery is performed, laboratory testing performed, drugs 
 and biologicals for which separate payment is not allowed, medical and surgical supplies not on pass-
 through status, equipment, surgical dressings, implanted prosthetic devices, including intraocular lenses, 
 implanted DME not on pass through status, splints and casts, radiology services for which separate  
 payment is not allowed under OPPS, administrative, recordkeeping and housekeeping items, materials, 
 supplies, equipment used for the administration of anesthesia, and supervision of the services of an 
 anesthetist.  
 
Medicare will now include the payment for the intraocular lens with the surgical procedure. This excludes a new 
technology lens.  
 
Medicare will apply a 50 percent reduction in payment for discontinued procedures that do not require anesthe-
sia.  Facilities can use the -52 modifier to indicate this on applicable procedures. 
 
ASC surgical services billed with a -52 or -73 modifier are not subject to the multiple procedure discounts.  
 
ASCs are no longer required to report the SG modifier on facility claims for Medicare.  Modifier TC is required 
unless the code definition is for the technical component only.   
 
For a complete explanation go to: http://www.cms.hhs.gov/MLNMattersArticles/downloads/SE0742.pdf  
 
 
 
 

 



 

2008 Physician Quality Reporting Initiative (PQRI) 
 
The current Medicare Physician Fee schedule is not based on quality of patient care or value of services; rather it is 
based on the consumption of resources and quantity.  CMS created the PQRI to encourage higher quality without 
unnecessary costs to enhance the value of the care provided to patients. In order to achieve this goal PRQI will focus 
quality of care on the following: 

  

♦ Evidence-based measures developed by professionals 

♦ Measurement enabled improvements in care 

♦ Reporting is the first step toward pay for performance 
 

In order for the new pay for performance measures to work properly, there has to be successful reporting.  CMSs 
reporting thresholds are: 
 

♦ If there are 3 or less measures that apply, each measure must be reported  
      for at least 80% of the cases in which a measure was reported 

 

♦ If there are 4 or more measures that apply, a minimum of 3 measures must  
      be reported for at least 80% of the cases in which the measure was reportable. 
  

Eligible professionals participating in this program, who successfully report, may earn a 1.5% bonus (based on total 
allowed charges during the reporting period for professional services billed under the Physician Fee Schedule).  This 
bonus; however, is subject to a cap.   In order to qualify for this bonus all claims must reach the National Claims 
History (NCH) file by February 29, 2008.  The Carrier/MAC will pay the bonuses in a lump sum in mid-2008 to the 
holder of record of the Taxpayer Identification Number (TIN). 
 
The bonus payment cap is applied when relatively few instances of quality measures are reported.  The cap 
calculation is as follows: 
 

1. (Individual’s instances of reported quality data) x  
2. (300%) x 
3. (National average per measurement payment amount) 

  
       The National average per measurement payment amount = (National charges a 
       associated with quality measures) / (National instances of reporting) 
 
CMS is required by the Tax Relief and Healthcare Act (TRHCA) to validate whether the applicable quality measures 
have been reported by using sampling or other means.  This validation plan is to be posted on the CMS website.  
Appeals will be allowed via an informal query process.  As an informal appeal these determinations are excluded from 
fthe formal administrative or judicial review.  Ongoing provider quality enhancement will be done by confidential 
feedback reports.  These reports will be provided to each practice to improve quality and  will include reporting and 
performance rates by NPI for each TIN.  There are two additional reporting options allowed by CMS. 
 

• Registry-based reporting – Use of a data system that collects PQRI measure data and quality data codes for 
electronic submission to a CMS-designated clinical data warehouse using a CMS-specified record layout based 
on PQRI measure specifications. 
 

• Electronic health record (EHR)-based reporting – Specifications recently posted on the CMS website for the 
electronic reporting of 5 measures. 

 
For a more complete overview of the PQRI program go to the CMS website at:   
http://www.cms.hhs.gov/PQRI/35_2008PQRIInformation.asp 
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Guidelines for Teaching Physicians, Interns and Residents 
 
Payment for services in a teaching hospital is paid under the Medicare Physician Fee Schedule are: 
 

• Services provided by a licensed physician 

• Services provided by a resident when a teaching physician is physically present during critical portions 
of the service 

• Service provided by a resident under a primary care exception within an approved Graduate Medical 
Education Program 

 
Guidelines for Interns or Residents when Moonlighting 
 
Interns or residents can provide services in emergency rooms or outpatient departments that are outside their train-
ing program in the facility in which the program is located.  These services are covered as physician services when 
the criteria below are met:   

• The service requires a physicians services in regards to performance and must contribute to the diag-
nosis or treatment of the patient’s condition   

• The intern or resident is fully licensed to practice medicine, osteopathy, dentistry, or podiatry in that 
state 

 
Documentation Guidelines for Residents or Interns  
 
Resident documentation must be dated and contain a legible signature.  A macro may be used by either the teach-
ing physician or resident, but must be password protected and also must include customized documentation to sup-
port a medical necessity determination.  Exclusively using a macro is considered insufficient documentation.  
 
The teaching physician must perform, verify and re-document the history of present illness, physical examination, 
and the medical decision making.  The student may document the review of systems and the past, family, social 
history, which are included in the E/M service and the physician may use them as a reference.  
 
G0344 - (Initial Preventive Physical Examination) is included the primary exception providing the facility can attest 
in writing that these conditions below are met for the residency program.   
 
Services must be provided in the outpatient department of a hospital or ambulatory care center where the time 
spent in patient care activity are included in determining direct payments to a teaching hospital.  These services 
cannot be at a physician’s office or home visits. 
 
 
Teaching Physicians 
1. Must not supervise more than four residents at a time 
2. Must not have any other responsibilities 
3. Must have primary responsibilities for the patients 
4. Must ensure reasonable and necessary care 
5. Must review care provided during or following each visit 
6. Must document his review and direction of care provided  
 
To view the CMS fact sheet, go to:  http://www.cms.hhs.gov/MLNProducts/downloads/gdelinesteachgresfctsht.pdf  

Fourth Quarter 2007 Page 7 



155 Franklin Road, Suite 190 
Brentwood, TN  37027 

Phone: (800) 659-5145 
Fax: (615) 661-5147 

http://www.hmi-corp.com/ 

The information contained 

herein is solely for the 

purpose of informing you 

the health care 

professional of current 

changes.  Every effort has 

been made to ensure the 

accuracy of the contents.  

However, this newsletter 

does not replace policies 

or guidelines set by your 

Medicare FI or replace 

the ICD-9-CM or CPT/

HCPCS coding manuals.  

It serves only as a 

resource. 

Since 1989 HMI Corporation, a Healthcare Management Company, has been assisting 

acute care, teaching, critical access, long term care, nursing home, home health, and 

skilled nursing facilities, as well as physician groups, with clinical reimbursement through 

accurate coding and billing for all financial classes as well as maintaining compliance 

with Federal payers. 

 

HMI’s consultant specialists perform compliance reviews, billing and coding medical 

reviews, as well as other revenue improvement services, utilizing the provider’s 

chargemaster. HMI also provides physician education to strengthen the medical staff's   

E/M coding for compliance and to improve reimbursement. 

 

HMI offers a full-service program to assist providers in positioning themselves to meet 

federal compliance guidelines, with an emphasis on PPS reimbursement. This process also 

includes inpatient and outpatient record review, on-going chargemaster maintenance, 

and on-site education/training of clinical staff and physicians. Our fifteen-year success 

has been primarily founded on facilitating quality consulting service, on-going 

accountability through management plan objectives and guaranteed service based on 

our ability to deliver results.  

  

 

Do you have a specific coding question or topic that you would like to 

see addressed in our next newsletter?  You may fax your question to 

(615) 661-5147 or go to “contact us” on our website at www.hmi-

corp.com.  We would like to hear from you. 
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Q & A Corner 
 
 
Q. If my hospital provides a procedure that has an APC 

status indicator of “N”, is it appropriate to bill only 
that code on the claim or can we choose to bill a 
low-level E/M visit CPT code instead to recoup 
reimbursement for the outpatient encounter? 

 
A. CMS has instructed hospitals to bill a low level E/M 

visit CPT code when the hospital provides a 
significant, separately identifiable visit from any 
other service provided. However if there is no 
separate E/M service during the outpatient 
encounter, hospitals should report the procedure 
that has a status indicator of “N” even when it may 
be the only service provided and these claims will 
be processed accordingly by the Medicare OCE. 

 
  

HMI would like to wish 
everyone have a safe 
and happy holiday sea-
son and express our 
gratitude to those serv-
ing our country here and 
abroad.   
Thank you! 


