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Billing BootCamp 1017

Global Care

Defining global services and addressing
what is included as well as what is NOT
included in the procedural
reimbursement

Modifiers
Modifiers inform a payor that the service being billed does not
represent the “typical” service defined by the CPT code
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Medically Appropriate

Payor policy often dictates coverage of procedure-based
services, and this must be identified through the
documentation

Procedural Services
Defining the difference
between minor and major
procedures the variations in
the rules and the required
documentation
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Medically Appropriate

* The reason for the procedure should not be inferred. It
should be plainly stated requiring no interpretation

* Insurance carriers have defined reasons why they are
responsible for paying for services rendered to their
beneficiaries

* Payor policies vary
* Most can be found on their website

© NAMAS, a division of DoctorsManagement 2021 3

Medical Policies

* Medical policies define when a carrier
will reimburse for certain services

* Not all carriers have policies for all
services they reimburse for
* Typically included in a policy are:
* Effective date
* CPT codes covered (range)
* ICD-10 codes covered
« Specifications of intended work
* Documentation requirements
* Frequency limitations of coverage

NAMAS, a division of DoctorsManagement 2021
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* Minor procedures are typically
performed in the office setting,
but are traditionally defined as

those service that have a 0-10
P rOCGd ura I global coverage period
1 * Major procedures are standardly
Se rvices those that are performed in a

surgical environment such as an
ASC or OR, and these have a 90-
day global coverage period

© NAMAS, a division of DoctorsManagement 2021

Examples for Comparison

Minor Procedures Major Procedures

* Laceration repair * Total knee replacement
* Trigger point injection * Open fracture repair

* Major join injection * Laminectomy

© NAMAS, a division of DoctorsManagement 2021



Services NOT Included in These Categories

Office based radiology services
Lab services

Nursing services
Vitals
Administration of injection

-
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Global Care
Services

NAMAS, a division of DoctorsManagement 2021

Global refers to “package” pricing of
procedural services by a carrier

Global payment is NOT optional-
intentionally unbundling a service could
be construed as fraud

Exception- multiple providers involved
with different portions of the total
surgical care (noted below)

Payment includes the following services:

Pre-operative work for major surgical
services

Decision making service for minor
procedures

The procedural work
Routine post-operative care
Usual aftercare complications
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Physician Fee

Medicare Carrier/Locality : 00000-00 NATIONAL
Medicare Fee
For Fee adjustments click here

National Global(Locality) 26 IC

Facility: 5132070 5132070 na n
MNeon-Facility: $1320.70 £1320.70 na nia

RVUs - Nonfacility
Mational Global(Locality) 26 TC

Work RVL: 19.60000 18.60000 n'a nia
PE RVU: 14 37000 1437000 na nia
Malpractice RVU: 3.58000 3.88000 nfa nfa

Total RVU: 37 85000 37 85000 na nfa
Conversion Factor: 34.33310

B e h i n d th e B National Global(Locality) 26 IC

Work RVLU: 19.60000 19.60000 n'a nia
PERVL: 14.37000 14.37000 na nia
Malpractice RVU: 3.58000 3.88000 nia nia
Total RVU: 37 55000 37.85000 na nfa
Conversion Factor: 34 89310

Physician Time ing Ar ia Codes)

Total Time: 6 Hours and 14 minutes (374 minutes)

Package

Global Information

Global-Split
Preoperative %: 10
Intraoperative %: 69
EXAMPLE Postoperative %: pal

Global Period (days): 090
27447: Arthroplasty, knee, condyle and plateau;
medial AND lateral compartments with or without
patella resurfacing ue OrSev: (0614201

Global End Date: 09/12/2021

Global Day Calculator:

Major Procedures: Pre-operative Care

* Global days are 90 days for major procedures

* Once the decision for surgery is made, the all-inclusive fee starts

* If surgery is billed on the same day as an E&M service, the claim will
be denied;

* However, we can append a modifier and the carrier will pay for both

* 57 modifier indicates that the decision for surgery was made on the
same day as the surgical service was provided

* Do NOT use this modifier if surgery is not performed the same day
* If the decision is made beyond 24 hours, no need for a modifier

10
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Modifier 24

* Within the regulation, CMS has
stated modifier 24 reports an
unrelated evaluation and
management service by the
same physician during a
postoperative period.

* This is for those situations where
a physician performed surgery
on a patient then needs to see
them for some reason unrelated
to the surgery they performed.

© NAMAS, a division of DoctorsManagement 2021
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* Services submitted with the “-24” modifier
must be sufficiently documented to establish
that the visit was unrelated to the surgery. A

o (e diagnosis code that clearly indicates that the

M O d |f| er 24 reason for the encounter was unrelated to the

surgery is acceptable documentation.

* Consider this: what is the global package of
care?

© NAMAS, a division of DoctorsManagement 2021
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Modifier 24
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‘ Modifier 24
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What services are included in the global surgery payment?

When the physician who furnishes the surgery also furnishes the
following services, Medicare includes them in the global surgery
payment:

Preoperative visits after the decision is made to operate. For major
procedures, this includes preoperative visits the day before the day of
surgery. For minor procedures, this includes preoperative visits the day
of surgery;

Intra-operative services that are normally a usual and necessary part of
a surgical procedure;

All additional medical or surgical services required of the surgeon
during the postoperative period of the surgery because of
complications, which do not require additional trips to the operating
room;

Follow-up visits during the postoperative period of the surgery that
are related to recovery from the surgery;

Post-surgical pain management by the surgeon;
Supplies, except for those identified as exclusions: and

Miscellaneous services, such as dressing changes, local incision care,
removal of operative pack, removal of cutaneous sutures and staples,
lines, wires, tubes, drains, casts, and splints; insertion, irrigation and
removal of urinary catheters, routine peripheral intravenous lines,
nasogastric and rectal tubes; and changes and removal of
tracheostomy tubes.

What services are not included in the global surgery payment?

Services of other physicians related to the surgery, except where the surgeon and the
other physician(s) agree on the transfer of care. This agreement may be in the form of
a letter or an annotation in the discharge summary, hospital record, or ASC record;

Visits unrelated to the diagnosis for which the surgical procedure is performed,
unless the visits occur due to complications of the surgery;

Treatment for the underlying condition or an added course of treatment which is
not part of normal recovery from surgery;

Diagnostic tests and procedures, including diagnostic radiological procedures;

Clearly distinct surgical procedures that occur during the postoperative period which
are not reoperations or treatment for complications;
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Modifier 24

A THI COMTRASTOR
No Modifier 24 Is NOTF
E provided on patient you performed — appropriate. 4
surgery on in the last 10-90 days?

L\’eﬂ

Are you billing for non-surgery related critical
care (99291-99297) for a patientwith severe

Append modifier 24 fo E/
trama or burns? code.

l\‘es T-,es
Did you perform in-hospital Efk for

Immunotherapy services and are you

the transplant surgeon?
lﬂn

Did you perform an E/M service

( Append modifier 24 to the E/M service ]

unrelated to the ariginal surgery?

it w0 17, 2
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xamples to Help Us Learn




17

18

Example:

In the Inpatient setting, the hospitalist
requested an Ortho Consult for Jane. Upon
evaluation, ortho makes the decision for
surgical intervention.

Interactive response requested as yes or no in
your questions/chat box

1.  Can ortho bill for the consult and
surgery?

2.  Does the Ortho need a modifier?

3. What code set does the modifier
append to?

© NAMAS, a division of DoctorsManagement 2021

Change the Example:

Ortho sees Jane in their office and makes the
decision to schedule surgery for next week

Same questions...
1. Canortho bill for the E&M and surgery?

2. Does the ortho need a modifier?

© NAMAS, a division of DoctorsManagement 2021
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« Self explanatory except when it is not

* CPT descriptions provide specifics as to the work
expectations for each reported service, and a “layman’s
description” of the service

* Example:

42820: Tonsillectomy and Adenoidectomy under 12

| nt ra - The physician removes the tonsils and adenoids. The
physician accesses the tonsils and adenoids in an
intraoral approach. First, the physician removes the
tonsils by grasping the tonsil with a tonsil clamp and

rO C e u ra dissecting the capsule of the tonsil. The tonsil is
removed. Bleeding vessels are clamped and tied.
. Bleeding may also be controlled using silver nitrate and

S e rV | C e S gauze packing. Using a mirror or nasopharyngoscope for
visualization, the physician uses an adenotome or a
curette and basket punch to excise the adenoids.
Alternate surgical techniques for a tonsillectomy and
adenoidectomy include electrocautery, laser surgery, and

cryogenic surgery. Report 42820 if the patient is under
12 years. For patients 12 years or older, report 42821.

* If the procedure varies from this, a modifier would be
required on the surgical service

© NAMAS, a division of DoctorsManagement 2021 19

Intraoperative Modifiers

22: Increased Procedural Services- when the work required to provide a service is substantially
greater than typically required. Separate documentation should be found in the OP report for
support

50: Bilateral Procedure- unless otherwise identified in the description, bilateral procedures that
are performed at the same session

51: Multiple Procedures- multiple procedures performed at the same session by the same
individual and are for like/similar reasons and sometimes include the same incision point

52: Reduced Services: under certain circumstances a procedure is partially reduced or eliminated
at the discretion of the physician and therefore the service no longer meets the service
description

59: Distinct Procedural Services: procedures that are distinct or independent of the other
services. Documentation must support a different session, different procedures, different
site/organ, separate incision/excision, separate lesion, or separate injury site

20
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Modifiers to Identify
Parties Involved:

¢ 62: Two Surgeons- 2 surgeons work together as
primary surgeons performing distinct parts of a
procedure

¢ 66: Surgical Team- highly complex procedures may be
carried out under a team surgery concept.
¢ Assist-at-surgery:
* Depends on who the assist is and who the
carrier is:
* AS modifier- use for PA, NP, or CNS assist
* 80 modifier- use for MD assist

* 82 modifier- used for MD assist in lieu of a
resident

© NAMAS, a division of DoctorsManagement 2021

21

Post-Operative Services

* Services rendered to the patient and type
after the intra-operative services are
complete

* Usual services are non-covered

* Inpatient follow up
 Office visit follow ups
* Minor post-operative complications

* There will be cases in which services may be
billable during the post-operative period

© NAMAS, a division of DoctorsManagement 2021
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I Billable Post-Operative Services

* E&M services are only reimbursable during the global period if:
* The visit is unrelated to the reason for the surgical service

Example: The patient had surgery due to open fracture of the ankle and today they
complain of wrist pain

* The visit results in a treatment plan beyond that of routine post-operative care and/or
minor complications

Example: The patient has developed MRSA and will now require IV antibiotic therapy
* This type of encounter could occur in the office setting or in the inpatient setting

Example: Post-operatively the patient becomes anemic and in need of a blood
transfusion

* A modifier 24 is required on the E&M service

© NAMAS, a division of DoctorsManagement 2021 23
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Other Post Operative Services:

58 modifier- Staged or related surgical services

76 modifier- Repeat procedure by same physician

77 modifier- Repeat procedure by a different physician

78 modifier- Unplanned return to the OR or procedure room by the same provider

79 modifier- Unrelated procedure by the same physician during the postoperative period

© NAMAS, a division of DoctorsManagement 2021
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Modifier - 59 Decision Tree

Viere the procedures =
performed on the same DOS? m modifier not
needed

Does the. 5
e pair modifier not
have a CCl edit? needed

s @ modifier allowed?
(€heck CC1 indicators)
0=No

other than -5 more.
appropriate?

[adifier 59 Distinct Procedural Service:
Under certain circumstances the physician may need to indicate that a procedure o
services D0S

[Rodifier 53 Quick Tips.
™ isno

= Always attach the -59 to the lesser (component) eode.
D0 not use with E/M Codes.
Do nat use with 77427,
« For cytopathology use only if tests performed on different specimens.
 For physical therapy odes, only appropriate when procedures are performed
during distinct 15 minute intervals. 59 should not be used when procedures.
are performed a5 part of same 15 minutes.

A 4
7) Separate. ) Different site, 3) Separate 4) Separate lesions| ) Treatment of
session/ encounter, organ system, ar excision/ incision documented? separate injuries
documented? compartment documented? documented?
documented?

Stacie L. Buck, RHIA, LHRM
January 200,

If “YES", -59 modifier may be utilized

If "NG™, do not utitize -59 modifier

© NAMAS, a division of DoctorsManagement 2021
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A CHS CONTRACTOR

Was prior surgery performed for the same
patient in the last 10-90 days?

lv:-s

Was the current surgery unrelated to the
original surgery?

l\'e‘s

Was surgery performed by the ariginal
physician or different physician of same
‘specialty within the group?

| Yes

Modifier 79

No
Modfier 79 is NOT
> required
No
Bill the current surgical
No pracedure with modifier 78

26

25

26
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Minor Procedures

Most commonly performed in the office

I Pre-procedural Work

* More commonly referred to as the decision-making process

* For years carriers have waffled back and forth as to whether this is included with the
procedure or not

THIS DECISION-MAKING PROCESS IS NOT REIMBURSED IN ADDITION TO THE
PROCEDURE

* Exceptions do exist

28
© NAMAS, a division of DoctorsManagement 2021
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I Exceptions to the Rule

30

* More extensive workup needed than usual to

6/14/2021

* The E&M visit is reimbursable if the visit
occurred for a problem other than the
reason for the procedure

Exce pt I ons « Example: Patient has a wart removed,

but also has a sinus infection

to th e ¢ In these instances, the provider is
reimbursed for the work related to the

“other” problem and NOT the procedural

R u | e diagnosis

* Therefore, in such encounters ensure your
documentation appropriately address both
presenting problems

© NAMAS, a division of DoctorsManagement 2021

make the decision for the procedure.

The example used by carriers to explain:
Open wound to the head requires laceration
repair. This would NOT allow for an E&M and
laceration repair. However, the provider
documented that a full neurologic exam was
also required. Since this is not the standard
workup for laceration repair, this more
extensive eval could support the E&M service /5

In these instances, we recommend the
provider include a statement in their
encounter to clearly state the more extensi
work performed

© NAMAS, a division of DoctorsManagement 2021
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National Government Services has identified problems common with
claims submitted for evaluation and management (E&M) Services
where modifier 25 was appended.

Modifier 25

Use of modifier 25 indicates a “significant, separately identifiable
E&M service by the same physician on the same day of the procedure
or other therapeutic service.”

Both services must be significant, separate and distinct. In general,
Medicare considers E&M services provided on the day of a procedure
to be part of the work of the procedure, and as such, does not make
separate payment.

The exception to that rule is when the E&M documentation supports
that there has been a significant amount of additional work above
and beyond what the physician would normally provide, and when
the visit can stand alone as a medically necessary billable service.

© NAMAS, a division of DoctorsManagement 2021
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Modifier 25

* When billing an E&M service along with a procedure, your documentation must clearly
demonstrate that:

* the purpose of the evaluation and management service was to evaluate a specific complaint;

* the complaint or problem addressed can stand alone as a billable service;

* you performed extra work that went above and beyond the typical work associated with the
procedure code;
the key components of the appropriately selected E&M service were actually performed and
address the presenting complaint;
the purpose of the visit was other than evaluating and/or obtaining information needed to
perform the procedure/service; and
both the medically necessary E&M service and the procedure are appropriately and
sufficiently documented by the physician in the patient’s medical record to support the claim
for these services.

16
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Medicare Modifier 25 Example

* A patient comes to the office with complaints of right knee pain. The physician
takes a history and does an exam. An X-ray of the knee is obtained and the
physician writes an order for physical therapy. He determines that the patient
would benefit from a cortisone injection to the affected knee. What do you think?

* In this case, a separate and significant E&M service was prompted by the knee
pain for which the cortisone injection was given.

* We would expect that providers will use modifier 25 only when they can clearly
substantiate that the visit was medically necessary, significant and distinctly
separate from the procedure or therapeutic service they provided to the same
patient on the same date of service.

© NAMAS, a division of DoctorsManagement 2021
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NCCI Edits

L
Do you have all of the resources?

34

17
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NCCI Edits

* The most common issue is
using modifiers to bypass the
edits when a modifier is NOT
warranted.

* Remember that unbundling
modifiers are the most
targeted sources for audits---
so what do you need to know?

© NAMAS, a division.of DoctorsManagement 2021
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TRIVIA QUESTION

How often are LCDs and NCDs updated?

18
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N atl ona | * Coverage policy that specifically includes
information regarding frequency, coding,

Covera ge diagnoses that are applicable, and other specific

D t . t information for when the service is covered
eterminations * Found on the CMS website:

( N C D) http://www.cms.hhs.gov/Coverage

© NAMAS, a division of DoctorsManagement 2021
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Homs | About CMS | Newstoom | FAQs | Archive | §3 Share €0 Help L Print
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* May request a modification to T
an active NCD

Q National Cnverage Delermlnalmns ENCDs) Alphabetmal Index

a0 1 1D your basks ‘salacting tha Print Sumdo AddloBaikllBuno i
* Formal request is required o sences T (I

* Visit the same website as listed

previously for the NCD Iistings e TABCDET ORI T WA DA R TR
to find out the steps needed Pogetot1e  [GmFaned Gosss.  Fist Prv 123456 b et b et View naru Po Page. (35 ¥

HCD SECTION NCDTITLE Lot T
7 yoa 28-Hour Ambalatory Esophagesi pH Manioring
A o ‘Abarsi for he Trealmant of Prostata Cancer

1401 Aboron

03 Acupunciure

031 Acupuncuns for Fbeomy sgia

032 Acupncrs for Osteoartvit

2601 Adukt L

2608 AFlidizod Bad

© NAMAS, a division of DoctorsManagement 2021

38

19



39

40

ional C ge Determination (NCD) for Lipid Testing (190.23)

- Tracking Information

Manual Section Tite

1003 10023 Lipid Testing
Version Number Effectiva Data of this Version Implemantation Date
2 1172008 1112005

Description Information
Benefit Category
Diagnastic Laboratory Tests
Please Note: This may ot ba an exhaustive st of all appicable Medicare banefit categories for this item or service.
HemiService Description
Lipoprote a class of particles af izes and densilies containing lipid and protein.

These
ipopot " tiglycerides, dA, C, and E apoproteins. Total
cholesterol comprises ail the cholesteral found in various ipoproteins.

Faciors ihat afect blood cholesteral evels include age. sex, body weighl, diet. slconol andluhim use, exercise, genelic
factors, family history, medications, the ‘and chronic
. ypOtyrkaen, Coatructiv ver dieass, pAncreatl eeass (mcludmg iabates), and kidney dissass

In many individual, an slevaled blood chulesterol evel consttutes an increasad

s of totai cholesterol and various fractions of cholesterol, especially low density ipoprotein cholesterol (LDL-C)
o mgh densiy paprotein cholesterol (HDL.C). are usaful in assassing and monioring treatment or that risk n patients
with cardiovascular and related diseases. Blood levels of the ud been
saparated nto desirabi, bordeting and high risk calegories by the National Hear, Lung o iood it 1 o repart in

13. These categories form a useful basis for evaiuation and treatment of palints with hyperiipidemia. Therapy to reduce

oes ek perameters chides it exorciss and medicalion, anl fat weigh, 1085, which 5 partculary powerful when
‘combined with diet and exerci

Indications and Limitations of Coverage
Indications

evaluating disease.

The lipid testing
Conditions in which lipid testing may be indicated include:

s with
Evaluation of primary dyslipidemia.
Any form of atherosclerotic disease, or any disease leading to the formation of atherosclerolic disease.
Diagnostc avauslon of dsease associaled wih shered ok matatolsm, such ss: neptrotic syndrome. pancreatts,
hepatic disease, and hypo and hyperthyros
+ Sofondary aysipueme chiey daboies melius, disorders of gasiintestinal absarpon, chronc enal aluro

Signs or symptoms of dyslipidemias, such as skin lesions.
As follow-up Lo the initial screen for coronary heart disease (1otal cholesterol + HDL cholestercl) when total cholesterol s
determined ko be high (240 mgidlL), of borderiine-high (200-240 maicl ) plus tWo of more coronary heart diseass risk
factors, or an HDL cholesterol, <35 mg/d

‘To monitor the progress of pali ipid d erapy for the waatment ofsovated

isorders, total uhrdnstam\ DL ot o LBt checiatl may be uced, Trigycerides may be ed il

this i fracton is aiso elevated o he patienl i put on drugs lor exampis, Tharsds direles, bela blockars, sstragens,
and may raise the trigl

When monitoring long term an-lipi therapy and when following patients with borderiine high total
or LDL cholesterol levels, it may be reasonable 1o perform the lipid panel annually. A lipid panel at a yearly interval wil
usually be adequate while measurement of the serum total cholesterol or a measured LDL should suffice for interim visis if
the patient does not have hypertriglyceridemia

Any ane component of the panel of  measured LDL may be reasonable and necessary up to six limes the first year for
monitoring diatary or pharmacologic therapy. Mora frequent total cholesterol HOL choiesterol, LDL cholesterol and
triglyceride lesting may be indicated for marked elevations or for changes o antilipid therapy due to inadequate initial patient

ey 4

NCD vs. LCD

* Differences?
* Location of LCD
* Why should you review it?

o
N
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responsa to dietary or pharmacologic therapy. The LDL cholestaral or lotal cholesterol may be measured thrae times yearly
after treatment goals have been achieved

or other ion of may be indicated if the patient has a primary disorder of lipoid
metabolism.

Effactive January 1. 2005, the Medicare law expanded coverage 1o cardiovascular screening services. Several of the
uded in this NCD may for screening purposes subject to specified frequencies. See 42 CFR
410.17 and section 100, chapter 18, of the Claims Processing Manual, for a full description of this benefit.

Limitations

Lipid panel and hapatic panel lesting may be used for patients with severa psoriasis which has not responded to
canventional therapy and for which the refinoid elrelinate has been prescribed and wha have developed hyperlipideria or
hepalic toxicity. Specific examples inciude erythrodermia and generaized pustular type and psoriasis associated with
arthritis.

Routine screening and prophylactic testing for lipid disorder are not covered by Medicare. Whhile lipid screening may be
medically appropriate, Medicare by statuts does not pay for it. Lipid testing in asymplomatic individuals is considered to be
screening regardiess of the presence of other risk factors such as family history, lobaceo use, etc

Once s diagnusis s established. ane or several speciic ests are usually adequata for manitofing he course of the disease.
Less specific diagnoses (for example, other chest pain) alone do not support medical necessity of these tess

When maniloring long term anti-ipid dietary or pharmacalogic therapy and when following patients with borderline high total
or LDL cholesterol leveis, it is reasonable to perform the lipid panel annually. A lipid panel ata yearly interval will usually be
‘adequate while measurement of the serum total cholesterol or a measured LDL should suffice for interim visits if the patient
does not have hypertriglyceridemia

Any one companent of the panel or a measured LDL may be medically necessary up lo six imes the first year for monitoring
dietary or pharmacologic therapy. More frequent total chalesterol HDL cholesterol, LDL cholesterol and triglyceride testing
may be indicaled for marked elevalions or for changes lo anti-ipid therapy due o inadequate initial patient response to
dietary or pharmacalogic therapy. The LDL cholesterol or total cholesterol may be measured three times yearly afier
treatment goals have been achieved.

It no dietary or pharmacological therapy is advised, monitoring is not necessary.

When evaluating non-specific chronic abnormalities of the liver (for example, elevations of transaminase, alkaline
phosphatase, abnormal imaging studies, elc. ), a lipid panel would generally not be indicated more than twica per year.

Note: Scroll down for links to the quarterly Covered Code Lists (including narrative).

Gross Reference
Madicars Claims Processing Manual, Chapter 120, Clinical Laboratory Services Based on Negotistad Rulsmaking.

Covered Code Lists (including narrative)

January 2018 (ICD-10)
October 2017 (1CD-10)
July 2017 (ICD-10)
Apri 2017 (ICD-10)
January 2017 (ICD-10)
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Incident-to

The do’s and don’ts---- or maybe just the don’ts

6/14/2021

41

Incident-to

What is it?

When do the rules
apply?

Who can provide
Incident-to
services?

What about physical
therapy?

21
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Billing Office

Know how to know what’s going on in
your office....

43

Billing Office: CYA

Daily close Monthly close

Direct each individual for a daily This is typically done

review of all services Should balance to the overall

Balance each day practice wide daily

22
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* Every aspect of the billing practice should be
balanced and closed

* Charges
* Payments
* Adjustments

* Practice daily close

Daily Close * All payments
* All charges
* All adjustments

* Balanced to the bank

* Consider deferring a cash option for
payment

© NAMAS, a division of DoctorsManagement 2021
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Shannon DeConda
Partner, DoctorsManagement & President, | I a | I | aS

NAMAS

Questions

atio
nedical a '._Il._l ‘[‘ 19 8

sdeconda@namas.co

877-418-5564
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