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CMS has delayed implementa-
tion of a new coding system for 
hospital evaluation and manage-
ment (E/M) services.  They do 
not expect to implement these 
new codes and guidelines any 
earlier than January 2005.  They 
are continuing to work with an 
independent panel of clinicians 
and coding experts to finalize an 
E/M methodology that will accu-
rately reflect hospital resources 
(for example, ongoing nursing 
care, preparation for diagnostic 
tests, and patient education).  
 
CMS states that they will allow 
the time necessary to educate 
clinicians and coders and for 
hospitals to modify their systems 
to accommodate new codes and guide-
lines.  
Based on comments CMS receives from 
the published final rule for 2004, they will 

provide a minimum notice of between six 
and twelve months prior to implementation 
of hospital E/M codes and guidelines.  
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Getting Ready for 2004! 

• Evaluate reassignment of C 
codes for medical devices. 

• Verify with payors what crite-
ria they are utilizing to audit 
your facility’s E/M coding. 

• Educate staff regarding out-
patient drug administration 
services. 

• Review services for those 
classified to status indicator B 
or Y. 
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C O D I N G  A N D  B I L L I N G F O R  
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A U D I T S  O F  H O S P I T A L  E V A L U A T I O N  A N D  
M A N A G E M E N T  S E R V I C E S  
Third party payers, 
other than Medicare, 
are conducting their 
own audits of hospi-
tals’ coding of evalua-
tion and management 
(E/M) services.  There 
may be incompatibility in the tool that the 
third party payer auditors are utilizing vs. 
the hospitals.  It is recommended when a 
third party audit is being conducted that 
the hospital obtain from the auditor a copy 
of the criteria used by the payer when de-
termining the E/M level charges for facility 

billing.  The concern being that some pay-
ers may be utilizing physician E/M coding 
guidelines to audit the hospital’s coding.  
This can be very problematic for the hospi-
tal, as this could potentially reduce the lev-
els selected by the hospital that utilizes 
their own facility-based methodology.  Hos-
pitals should be monitoring these audits 
closely to ensure they are appropriately 
paid for  E/M services provided. 

Are E/M guidelines being implemented in 2004? 



CMS is reactivating the use of C codes for 
device categories as they existed on De-
cember 31, 2002.  Although the use of 
these codes are not required and will not 
be enforced, it may be financially benefi-
cial for hospitals to apply these codes to 
applicable device items.  Hospitals should 
understand that by providing complete and 
accurate information on the claims about 
services that were furnished, those 
charges are fundamental in CMS establish-

ing future relative weights for which pay-
ment of a hospital’s services are based. 

status indicator of “X” and all others a 
status indicator of “T”.  Hospitals will be 
reimbursed separately at the full APC rate 
for procedures assigned status indicator X 
and may be subject to the multiple proce-
dure discount when a central venous ac-
cess procedure is performed at the same 
time as another S or T procedure. 

Effective for services 
March 1, 2004, CPT 
codes 36555 – 
36597 are replacing 
CPT codes 36530 – 
36537 when billing 
for central venous ac-
cess procedures.  Hospitals will have a 
ninety-day grace period from January 1, 
2004 to use the existing CPT codes.   
 
Five of the new procedures are assigned a 
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code that is assigned status indicator “B”.  
CMS is also adding a new Status Indicator 
“Y'' to designate codes for non-implantable 
Durable Medical Equipment (DME) to as-
sist hospitals in identifying codes that must 
be billed directly to the Durable Medical 
Equipment Regional Carrier (DMERC) 
rather than to the fiscal intermediary.  
 
See Addendum B in the final rule to view 
services assigned to these new status indi-
cators.  Because CMS did not include 
these status indicator changes in the Au-
gust 12, 2003 proposed rule, they invite 
comments on the addition of these new 
status indicators to Addendum D1, and on 
the revised definitions and explanations. 

CMS has created status indicators that 
help to clarify how to bill some services. 
 
Beginning with implementation of the 
2004 final rule, CMS is assigning Status 
Indicator “B” to HCPCS codes that are not 
payable under OPPS when submitted on 
an outpatient hospital Part B bill type (12x, 
13x, and 14x), but that may be payable by 
intermediaries to other provider types 
when submitted on an appropriate bill 
type, such as bill type 75x submitted by a 
CORF.  
 
In some cases, another code may be avail-
able for hospitals to submit on an outpa-
tient hospital Part B bill type (12x, 13x, and 
14x) to receive payment for a service or 

“Although the use of 
these codes are not 

required and will not be 
enforced, it may be 

financially beneficial for 
hospitals to apply these 

codes to applicable device 
items.”   

Fourth  Quar ter  2003  



Coding And Bi l l ing For  Prospect ive  Payment  Systems 

HCPCS codes Q0081, Q0083 
and Q0084 are to be used to 
report all services in a single 
visit, regardless of the number 
of drugs administered during 
that visit.  CMS provides an 
example in the Federal Regis-
ter Vol. 68, No. 216 that 
states:  “if two chemotherapy 
drugs are administered by in-
travenous injection and 3 che-
motherapy drugs are adminis-
tered by infusion, the hospital 
would bill 1 unit of Q0083 and 
1 unit of Q0084. A second unit 
of either code would only be 
billed if the patient left the 
OPD after completion of the 
first administration and then returned later 
for a separate encounter for administration 
of another chemotherapy drug. If the pa-
tient leaves the OPD and returns later in 
the day suffering from dehydration and re-
quires infusion of fluids and infusion of an-
tiemetics, the hospital would bill Q0081 for 
those services. If the patient returns later 
in the same day for another infusion of one 
or more chemotherapy drugs that could 
not be administered at the earlier infusion 
for medical reasons, the hospital may bill 2 
units of Q0084.” 
 

CMS received public comments 
regarding CPT codes 90782-
90788.  The commenters are con-
cerned that there are no clear 
guidelines from Medicare on how 
these codes are to be reported.  
CMS stated in the Federal Regis-
ter that each code (CPT 90782 – 
90788) represents an injection 
and as such, one unit of the code 
may be billed each time there is a 
separate injection that meets the 
definition of the code. 
 
CMS plans to develop program 
instructions regarding how the 
drug administration codes should 
be used. They will attempt to ad-

dress the specific questions identified in 
the comments in the course of developing 
instructions. When the instructions are is-
sued, they will be binding on all Medicare 
fiscal intermediaries under contract with 
CMS.  In the absence of national instruc-
tions, Medicare fiscal intermediaries have 
authority to develop local medical review 
policies governing billing, coverage and 
payment. 

To view the final rule for 2004 in its entirety, go 
to the link below. 
 
http://cms.hhs.gov/regulations/hopps/2004f/ 
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“CMS plans to develop 
program instructions 

regarding how the drug 
administration codes 

should be used.” 

Q0081, Q0083 and Q0084 are 
to be used to report all ser-
vices in a single visit, re-
gardless of the number of 
drugs administered during 
that visit.   

http://cms.hhs.gov/regulations/hopps/2004f/


 
Situation 2: 
The IV fluid electrolytes were for 
the purpose of treating dehydra-
tion or some similar condition. It 
may also be for the treatment of 
other conditions where medica-
tions are administered through 
the IV line. In this situation, the IV 
fluid administration would be 
considered "therapeutic" and 
separately billable using HCPCS 
code Q0081. 
 

Coding Question: 
We bill for procedure levels in the 
Emergency Department.  Infusion 
therapy is included in one of our 
procedures.  Our question is can 
we bill for infusion therapy if the 
patient is only receiving normal IV 
fluid, no medications, etc.?   
 
HMI Response: 
This is a question with two possi-
ble answers depending on the 
purpose of the IV fluids. 
 
Situation 1:  
The IV fluids were started and remained for 
the purpose of KOV (keep vein open) in the 
event IV access would be necessary. In this 
situation, the IV fluid administration would 
not be considered "therapeutic" and there-
fore would not be separately billable. 
 
 
 
 

IS  IV  F L U I D  A D M I N I S T R A T I O N  
CO N S I D E R E D  IN F U S I O N  T H E R A P Y?  
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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 reimburse-
ment 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 proc-
ess also includes inpatient and outpatient record review, on-going chargemaster main-
tenance, and on-site education/training of clinical staff and physicians. Our fourteen-
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 ad-
dressed in our next newsletter?  You may fax your question to (615) 661-5147 or 
go to “contact us” on our website at http://www.hmi-corp.com.  We would like 
to hear from you. 
 
If you wish to be removed from our mailing list, please go to “contact us” on 
HMI’s website.  
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