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EXECUTIVE SUMMARY

PURPOSE

Health services and supplies are reported and billed to Medicare by way of a numeric coding

system. This inspection was conducted to:

(1) determine whether there are significant problems regarding coding of physician office
and hospital visits;

(2) identify and examine reasons for coding problems; and

(3) recommend corrective measures, as appropriate.

BACKGROUND

Medicare is a federally funded program providing health care to the aged and disabled. The
program is administered by the Department of Health and Human Services, Health Care
Financing Administration (HCFA).

Medicare is divided into two parts. Part A includes hospital services and supplies. Part B in-
cludes physicians’ services and "durable medical equipment” such as wheelchairs. This in-
spection deals with Part B. Payments for Part B Services and supplies are made through
private insurance companies, known as "carriers," working under contract with HCFA.

'In 1983, HCFA required all carriers to institute the HCFA Common Procedures Coding Sys-
tem (HCPCS). The use of HCPCS was intended to bring about uniformity in interpretation
and reporting of medical services and supplies provided to Medicare beneficiaries. Under
HCPCS, physician services are reported as five-digit codes defined in the American Medical
Association’s Current Procedural Terminology (CPT). Some services, such as physician of-
fice or hospital visits, are also designated by a procedure "level” which takes into considera-
tion the wide variations in skill, effort, time, responsibility and medical knowledge required
under different circumstances.

This inspection examines the issue of uniform coding and factors which influence coding
choices. It analyzes statistics on the frequency of specific procedure codes billed to Medicare
carriers. As a means to verify and interpret the statistical findings, interviews were held with
142 persons knowledgeable of physician billing habits, predominantly at the HCFA regional
offices and Medicare carriers.

FINDINGS

. There are wide variations in coding of office and hospital visits under what is intended
to be a uniform coding system. Problems described here relate to coding of "established



patient office visits" and "subsequent hospital care" (daily visits to hospitalized
patients).

. The principal reason is differences in interpretation of the services each code represents.
Differences in interpretation may be attributable to the large number of office and
hospital visit codes available under CPT and a lack of clear distinction among code level
descriptions.

. Reimbursement is also a factor, although code selection is intended to be based solely
on the services rendered.

RECOMMENDATIONS
The HCFA should:

. Consult with the American Medical Association (AMA) to reduce the number of codes.
. Consolidate codes for payment purposes.

. Designate codes for "routine" office and hospital visits.

. Consult with the AMA on terminology changes and modification of the CPT manual.

. Educate providers on proper coding.

HCFA COMMENTS

The HCFA recognizes the problems which exist with coding of physician services and agrees
with all of the OIG’s recommendations for correcting them. A HCFA representative recently
presented the OIG’s findings and recommendations to the AMA’s CPT-4 Editorial Panel at a
meeting in Washington, D.C. Other discussions between HCFA and the AMA regarding
coding problems have also taken place over the past several months. The HCFA believes
these actions "... will have a positive effect on resolving the concerns and issues raised in this
audit."
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INTRODUCTION

BACKGROUND

Medicare is a federally funded program which provides health care to the elderly and disabled.
It is administered by the Department of Health and Human Services, Health Care Financing
Administration (HCFA). Services covered under Medicare are divided into two general areas.
The first, known as "Part A," includes hospital services and supplies. The second, "Part B," in-
cludes physicians’ services and "durable medical equipment” such as wheelchairs. This in-
spection deals with Part B.

Reimbursement through Private Carriers

Payments for services or supplies covered under Part B are made through private insurance
companies ("carriers") under contract with HCFA. Each carrier has responsibility for process-
ing claims in a designated geographic area. The HCFA provides direction to the carriers on
all payment matters. It is also responsible for assuring that carriers are adhering to program
policies and procedures governing payment.

Procedure Codes for Billing

In the past, physicians and suppliers submitted bills to carriers using narrative descriptions or
numeric codes to identify the services they had rendered. Many different coding systems were
used. Little similarity existed among the many methods used to bill Medicare.

In 1983 HCFA required all carriers to adopt the HCFA Common Procedures Coding System
(HCPCS). The use of HCPCS was intended to bring about uniformity in defining and report-
ing medical services. This uniformity would enable HCFA to analyze Medicare services
nationwide and would provide reliable information for Medicare policy making. Such
analyses were not possible under the former hodgepodge of billing methods.

Present Coding System

Under HCPCS, physician services are described through use of the American Medical
Association’s Current Procedural Terminology (CPT). The CPT consists of a series of five-
digit codes each representing a particular service (procedure). When the procedure is a
physician visit, the extent of the service rendered is also designated by a procedure "level."
These levels take into consideration the wide variations in skill, effort, time, responsibility and
medical knowledge required under different circumstances.

The following table shows the code and corresponding level designations for "established
patient office visits" (any visit after the first) and "subsequent hospital care" (daily visits in a



hospital after the day of admission). Recent data obtained from HCFA indicates that these two
services together account for nearly 25 percent of the total number of services billed, and
16 percent of the total payments made under Part B.

CPT CODE AND CORRESPONDING LEVEL

OFFICE LEVEL " HOSPITAL
90030 Minimal N/A

90040 Brief 90240
90050 Limited 90250
90060 Intermediate 90260
90070 Extended 90270
90080 Comprehensive 90280

Reimbursement Amounts

Reimbursement rates for the various code levels are set by each carrier for its own area. Car-
riers establish their rates based on "prevailing charge localities," specific geographic areas
where physicians’ charges for services are very similar. In most instances, the higher the level
‘of service billed the higher the reimbursement.

Uniformity Lacking

The HCFA Part B Medicare Annual Data System (BMAD) provides calendar-year data by pro-
cedure code for every procedure processed by each carrier for the year. Under a uniform
coding system, one would expect to find similar billing patterns from carrier to carrier.
Analysis of the 1984 BMAD, however, reveals that patterns of billings for "established patient
office visits" and "subsequent hospital care” vary greatly. Not even a semblance of the unifor-
mity sought under HCPCS is evident in the BMAD statistics.

PURPOSE
This inspection examines in detail the lack of uniformity in coding of claims in these two high
volume areas: physician office visits by established patients, and physician visits to hospital-

ized patients.

The inspection has three main objectives:




(1)  to determine whether there are significant problems regarding coding of office and
hospital visits; ‘ '

2) to identify and examine reasons for coding problems; and

3) to recommend corrective measures, as appropriate.

METHODOLOGY

Findings reported here are based on analysis of data contained in the Part B Medicare Annual
Data (BMAD) Procedures File for 1984-1986. Other documents and statistics related to
physicians’ coding of medical services, listed in appendix A, provided documentation of the
coding process and the conclusions of prior studies.

To help interpret the statistical findings, 142 persons knowledgeable of physician billing
habits were interviewed. These individuals were: 99 persons (including 9 physicians) from
all 47 Medicare carriers; 15 from HCFA'’s central office and 24 from HCFA’s 10 regional of-

fices; 3 from other government offices; and 1 from the American Medical Association.



FINDINGS

THERE ARE WIDE VARIATIONS IN CODE USAGE

An analysis of the 1985 and 1986 (latest available) BMAD statistics reveals that 1984 varia-
tions in billing patterns among carriers continue. The following charts illustrate some of these
variations.

Figure A shows, for example, that for code 90060 one carrier had 86 percent of its total bill-
ings for "established patient office visits" at this level. Another had just 9 percent. The
average percentage of this code reported by all carriers was approximately 31 percent.

Information on patterns of billings at all carriers is contained in appendix B of this report.

Bills to Carriers for
Figure A Established Patient Office Visits (1986)
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PRINCIPAL REASON IS DIFFERENCES IN INTERPRETATION

Both Group Health Insurance (GHI) and Empire Blue Shield pay claims for portions of New
York City. The city is considered one prevailing charge locality for purposes of setting reim-
bursement rates. However, while GHI has 85 percent of its billings for subsequent hospital
care at the intermediate level (90260), billings at Empire are more evenly distributed, with
only 34 percent at the intermediate level. Similarly, Blue Shield of Montana and Equicore of
Wyoming both serve predominantly rural populations. Blue Shield, however, has 53 percent
of its hospital visits billed at the "brief" level (90240), while Equicore has only 10 percent at



this level. These and similar comparisons show that differences in billing patterns cannot be
attributed to differences in the geographic location of Medicare patients.

The nature of the coding problem was examined in interviews with HCFA and carrier staff.
These interviews revealed that the principal reason for variations in billing patterns among car-
riers is the differences in interpretation of codes by both carriers and providers. (Providers of
Medicare Part B services are physicians and suppliers of medical services.) When carriers
first converted to HCPCS, HCFA permitted them considerable flexibility in translating the
codes under their old systems into the new CPT codes. This flexibility led, for example, to
some carriers converting an old 9004 (“routine follow-up office visit") to the CPT code 90040
while others converted this code to CPT code 90050.

Bills to Carriers for
Figure B Subsequent Hospital Care (1986)
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No National Policy on Coding '"Routine' Visits

Variations in how carriers converted their old coding systems into the new are most evident in
the differences in what CPT codes they chose to designate the "routine” level for office and
hospital visits. "Routine" is defined as the service a physician would normally be expected to
render most often.

These differences for routine visits were noted several years ago by HCFA’s Region VI office
in Dallas. Regional staff requested clarification from the HCFA central office (appendix C).
The HCFA’s response (appendix D) states that the 90050 and 90250 (limited) levels of office
and hospital visits are the "most correct” codes to designate routine services. The response fur-
ther states that it is possible that some carriers, based on reimbursement considerations, may
have designated both the "brief" and "limited" levels as routine. While this is not the preferred



method, HCFA apparently considers it acceptable. According to HCFA staff, levels higher
than the limited level would not be correct. With the exception of Dallas, HCFA has not com-
municated this position to any of its other nine regional offices.

As illustrated by the following charts, carriers continue to consider a number of different
codes, or combinations of codes, as routine. Only about half of the carriers indicated they
would use the 90050 or 90250 code which HCFA considers to be "most correct":

Carrier Respondent Opinions
Figure C
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Lack of uniformity in the coding of routine services causes providers to lose confidence in
both the carriers and the Medicare program. The absence of a national policy on the ap-
propriate code to designate the routine level also increases carriers’ difficulties in dealing with
individual providers on coding problems.

Too Many Codes Are Available

Many carrier staff state that in their opinion physicians are often confused by the large number
of CPT codes available to describe office and hospital visits (six and five respectively). Addi-
tionally, many respondents perceive a lack of meaningful distinction among the various CPT
coding levels, particularly the "brief" and "limited" levels. This appears to be a major factor
in accounting for differences in interpretation of "routine” and other visit codes.

Under most of the carriers’ previous coding systems, there were fewer codes than under the
present CPT system. Some of these former systems had codes termed “routine” for office and
hospital visits. Carrier respondents indicate that many physicians preferred to use these codes
almost exclusively rather than having to chose the “correct” code from among several. Many
believe that physicians still prefer this manner of billing.



In consideration of these points, respondents representing 70 percent of the Medicare carriers
feel that the number of codes for office and hospital visits should be reduced.

REIMBURSEMENT IS ALSO A FACTOR

While differences in interpretation of codes by carriers and providers account for most of the
variations in coding of office and hospital visits, other factors also contribute.

Many carrier staff indicate that a number of physicians may seek to maximize reimbursement
by billing a higher level code than appropriate for the service rendered. In numerous cases,
this was substantiated by carriers’ findings in postpayment review of physicians’ claims.
Several carriers suggested that this problem may be accelerating as Congress imposes
measures, such as fee freezes, to control spiraling Medicare outlays.

Carriers also point out that the coding selection process which is used in the physician’s office
frequently includes consideration of the amount the carrier will reimburse for a billed service.
Although code selection should be based solely on the type of service rendered, those who
prepare the bills often match the physician’s normal charge for an office or hospital visit to the
code which pays the same amount, and bill accordingly.

The attitude expressed by several carrier representatives, including one medical director, sup-
plied another example of the influence of reimbursement factors on coding. These persons
noted that if physicians consistently bill just one code for established patient office visits and
one for subsequent hospital care, over time the reimbursement "highs and lows will balance
out."

One of the larger carriers explained that they urge physicians to use the appropriate codes, but
they routinely accept the intermediate level code (90260) for daily hospital visits throughout
the hospital stay. Carrier representatives acknowledge that the patient should be improving
the closer he comes to the day of discharge. Thus, he should not require the more extensive
services represented by code 90260 at the end of his stay. However, the carrier reasons that
reimbursement is about the same using code 90260 for each day as it would be using the
higher level codes at the beginning of the stay and the lower codes toward the end.

Other Factors Contribute to the Problem

Still other factors which could lead to variations in coding were mentioned by carrier person-
nel:

. Physicians may be reluctant to use the current CPT codes describing "brief” or "limited"
visits out of concern that these terms imply inferior service.

. Many specialists believe they should bill the higher level codes because they are
specialists, regardless of the actual service rendered.



. Some physicians, as well as some carrier staff, believe that the more time spent with the
patient the higher the code that should be used. (The CPT already takes into
consideration the time each service should take.)

. In the CPT booklet the definitions of code levels are in a different section than the codes
themselves. Associating the two is somewhat inconvenient.

HCFA and the Congress Consider Solutions

Several activities are currently underway to address specific coding problems and their under-
lying causes.

In order to deal with providers who may be coding services inappropriately, HCFA has man-
dated that all carriers use prepayment screens for certain procedure codes. These screens
detect instances of physicians billing for more than a specified number of a single procedure
for one patient over a given period of time. When these cases are identified by the screening
process, carriers must review all claims for medical necessity before making payment.

However, there are problems with this approach. The same screens apply to all carriers equal-
ly. They assume a uniformity in application and definition of codes which does not exist. As
an example, if HCFA required carriers to examine all claims for service code 90260 when
over six per month are submitted, some carriers would have to examine most of these claims.
This would be the case for carriers which consider 90260 the appropriate code for a "routine”
hospital visit.

The Omnibus Budget Reconciliation Act of 1986 (OBRA) requires that the Secretary of HHS,
by no later than July 1, 1989, "...group the procedure codes contained in any HCFA Common
Procedure Coding System for payment purposes to minimize inappropriate increases in the in-
tensity or volume of services provided as a result of coding distinctions which do not reflect
substantial differences in the services rendered.” If this requirement is applied to "subsequent
hospital care” and "established patient office visits" much of the coding problem will be
resolved. The HCFA, which is acting for the Secretary in this matter, has not yet decided
whether these services will be included in the code grouping OBRA requires.



RECOMMENDATIONS

Consult with AMA to Reduce Number of Codes

Findings: Carriers report that physicians are sometimes confused by the number of codes
available under CPT for office and hospital visits. Carrier staff also perceive a lack of mean-
ingful distinction among the various coding levels. Respondents representing 70 percent of ail
carriers believe fewer visit codes are necessary. Physicians may prefer to use just one code
rather than chose the "correct” code from among several. Finally, some carriers accept bill-
ings from physicians who use only one code even when it is apparent that different level ser-
vices were rendered. They rationalize that, for reimbursement purposes, “the highs and lows

will balance out."

Recommendation: The HCFA should consult with the AMA to reduce the number of codes
available under CPT for "established patient office visits" and "subsequent hospital care."

Impact: This would bring the coding system more in line with actual billing practices. It
would also reduce the incidence of inappropriate coding, and its accompanying effect on reim-
bursement, by providing fewer choices and greater distinction between code levels.

HCFA Comments: The HCFA agrees with this recommendation and has been working on this
problem for some time. Discussions focused on reducing the number of codes have recently
taken place between HCFA and the AMA.

Consolidate Codes for Reimbursement Purposes

Findings: Bills are often prepared in physicians’ offices by matching the physician’s charge
with the carrier’s reimbursement schedule, rather than with the appropriate code for the ser-
vice actually rendered. Carriers have noted instances of physicians using a higher level code
than appropriate in order to increase reimbursement. Some carriers may be accepting a higher
level of coding than appropriate for "routine” services. The HCFA is required by OBRA to
group (combine) procedure codes for payment purposes in situations- where distinctions be-
tween levels are unclear.

Recommendation: Concurrent with seeking to reduce the number of codes available, HCFA
should pursue consolidation of visit codes for payment purposes.

Impact: This would reduce the impact that inappropriate coding has on Medicare outlays and
fulfill the intent of OBRA.

HCFA Comments: The HCFA agrees with this recommendation. A letter was recently sent
from HCFA to the AMA outlining potential coding consolidations.



Define ""routine'’ Level

Findings: There are large variations in usage of CPT codes for "established patient office
visits” and "subsequent hospital care.” These variations are most evident where the "routine”
level of service is being billed under a number of different codes. The HCFA has designated
the codes it believes "most correct" for routine services but has not promulgated this informa-
tion nationally.

Recommendation: The HCFA should inform all carriers and providers of the codes it con-
siders "most correct” for routine office and hospital visits and then assure its instructions are
applied consistently.

Impact: Consistency of interpretation from carrier to carrier will improve the credibility of
the coding system. Consistency will also strengthen carriers’ positions in dealing with coding
problems with individual providers. Further, it will allow HCFA to better use payment data by
visit codes for trend analysis and policy making in such areas as fee schedules.

HCFA Comments: The HCFA agrees with this recommendation. A HCFA representative
recently met with an AMA Ad Hoc Committee on Visits and Levels of Service. The meeting
focused on the need for uniform understandings by Medicare carriers and the physician com-
munity regarding what codes describe "routine” visits and consultations, as well as how codes
should be used by physicians in the various specialty fields.

Consult with AMA on Other Changes

Findings: Carriers report that some physicians may be reluctant to code their claims at the
CPT levels termed "minimal," "brief" and "limited" due to the negative implications of these
terms. Respondents also point out that the present format of the CPT book makes it incon-
venient to associate the description of the level of service with the corresponding code.

Recommendation: The HCFA should discuss with AMA changing the terminology used to
describe services so as to neutralize its effect on coding choice. Easier association of code
level with the codes, at least for higher volume areas such as physician visits, should also be
discussed with AMA.

Impact: These changes would eliminate two factors which appear to inappropriately bias the
code-selection process.

HCFA Comments: The HCFA agrees with the recommendation. At the recent meeting be-
tween a HCFA representative and the AMA Ad Hoc Committee on Visits and Levels of Ser-
vice, the need to avoid terminology that has negative connotations in the narrative descriptions
of certain codes was discussed.

mn



Educate Providers on Proper Coding

Findings: Carriers report that physician specialists often feel they should bill the higher level
CPT codes simply because they are specialists. Some physicians believe the more time they
spend with a patient the higher the code level they should bill. The current CPT system al-
ready takes into consideration the time and level of skill needed to perform various levels of
services. These should not be factored in again by the physician.

Recommendation: The HCFA, along with the carriers, should better inform physicians of
HCFA's interpretation of proper use of CPT codes.

Impact: Better physician understanding of the CPT system will help to reduce inappropriate
coding of services.

HCFA Comments: The HCFA agrees with the recommendation. This concern was also dis-

cussed at the recent meeting between a HCFA representative and the AMA Ad Hoc Committee
on Visits and Levels of Service.
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APPENDIX A

Data Sources
Part B Medicare Annual Data (BMAD), Procedures File, 1984, 1985, and 1986
Carrier Annual Management Reports as Submitted to HCFA

AMA'’s Physicians’ Current Procedural Terminology
(4th edition), 1984-1988

Physician Payment Review Commission’s /988 Report
to Congress

HCFA Common Procedures Coding System, Conversion/Implementation Manual and User
Guide

Office of Technology Assessment report: Payment for Physician Services (1986)

Various HCFA/Carrier policy memoranda and guidelines



APPENDIX B

Carrier Billing Frequencies for
Office and Hospital Visits
(Computed from 1986 BMAD, Procedures File)
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agcaolt UE SHIELO-NY <UESTERND 17 19 s2 133 o2 .
00803 ENPIRE BLUE SHIELD <NYC) o2 49 34 2. ] os .
. 00820 BLUE SHIELO-NO,SD 60 20 14 [+ ) 00
00sss LUE SHI L, 14 or S8 19 o2
.. c0s870 IBLUG SHIELD-RI 14 kel 11 o2 o1
00880 BLUE SHKHIELD=-SC oS 94 o1 Qo Qg
00900 BLUE SHIELD~TX 22 39 2 a9 O« *
00310 BLUE SHIELO-UT QT s8 26 Qs +23 .
: e SER. 11 a3 37 a8 o3
PHY, SER.-NI o8 $3 <3 os o2 N
CO97T3 PUERTO RICO-3S s1 14 1? o9 08
G1l020 ARETNA~A ! 43 QS [ 44 .
C1030 AETNA—-AZ o 39 37 13 o2
1 AETMA—HI o 23 o4 o0 - .
AETNA=NY oS -3 39 Q9 o2 .
o RETNA-~NN 21 43 S 14 -g1 5 .
. 01370 AETNA-NK 4L 37 1T a3 o1 .

- -7 01380 - AETNA-OR 10 se 2 oS -39 < T oy,
Q2050 TRANSARERICAR-CR o2 31 . <5 20 o1 R
os130 EQUITABLE-ID o9 61 22 o6 . . o2 -
0S440 EQUICORE~TN 16 32 -2 o% [+ 2]

L 0SS30 EQUICORE-MY 10 s2 34 Qs o0 -

. 10071 RRS 18 30 <0 - 09 03 .

L= G TRAVELERS-CT . as 28 17 - c or O -

10240 TRAVELERS-AN 15 - ar 28 a7 o3
10250 TRAVELERS-N1S 11 38 J8 os Qg6 S =
10430 TRAVELERS-VA or - 33 e as o2 ISR
11260 OGEN. AN, LIFE.-NMO 10 T 44 a3 a9 Qs - .
13110 PRUDENTIAL-0OA or 14 41 10 - oS "

. .- s
13310 PRUOCENTIAL-NJ O a8 33 o?r os . -~
13340 PRUCENTIAL-NC 10 56 25 o? o -
14330 ONX -~ o1 C« (3] ar o3
16360  NMATIONUIDE OM 38 21 31 os o3 . .
16510 T NATIONUICE UV 18 25 a3 12
21200 BLUE SHIELD-NE . oS [ 14 s oz o1

AVERAOE 2 16 39 34 as 037
1985 AVERACE 2 18 >3 33 (.1 4 o2
wrowest z s 2 os 2 10
LOUEST 2 o1 96 oL o Q0 -
AVERMAGE ALLOWED $1T.62 $21.3) $26.17 $23.61 £34.81
% HCFA indicates data for Blue Shield Florida and Blue Shield Indiane nay not be asccurate.
fAccordingly, figures from Chese CIrriers uere NOt used for Nighest or lomuest 2 cColumns.,

Note: All figqures of less then 13 are repressented by “00-~,

-
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Request for HCFA Guidance on
Coding "Routine” Visits
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PR

Prxor to the lmplementation of HCPCS, we looked on codes 9004 (rou:ine fol!ow-un e
office visit) and 9024 (routine hospital visit) as the codes for offlice-and hospital visit °

services we would normally expect a physician to provide most of the time. If, in
-teviewing a.physician through postpayment utllization review, we found a physician-

§er number of higher |

who was billing the Medicare. program for a substantially lar

"level service (e.g, 9005) than the routine service (Le., 9004 ‘
physician's practice’ as being a potential “upcoding” situation. However, with the
. implementation of HCPCS, we ire now uncertain as to what the routine office and

hospital visit codes are. - (For example:

we considered the

Would the -routine office visit code-now

" (under' HCRCS) be 90040, 90050, or would it depend on what the CRYVS:to HCPCS
code pricing conversion was? If the latter, what would be considered: the routine
. code for-an office visit If the CRYS 9004 charge data was used ta prlce both the

90040'and 90050 HCPCS codes?)

LIS ]
.

,' . S‘mce the lmnlementatlon of HCPCS, our positxon to the carriers ln our region has

_ been that HCPCS codes 90040 and 90240 are to be considered the routine office visit
" and hospital vislit codes, respectively, for upcoding consideration. We have taken this -
posltzon because in some cases allowing a. physician who wastusing: 9004/902% in the™:-
past as his routine codes’to use 90050/90250 now under HCPCS will result In a higher

’ physxcxan communitlies which indicate that they are considering 50050 and 9025G-as:

. Medicare allowance. *For’Instance, this will « occur If. the carrier used 9004 to price . .

900480 -and” 9005 to °price "90050..
_newsletters that Prudentlal and. General American Life have sent out to their

However,. we have recently seen :Medicare

the routine codes. (Copies of these newsletters are attached ior your reference.) We .
are sure that Prudential and.General American Life. tock their positions based on the
CPT-4 definition of "limited level of service" which dces seem to-support the use of
90030 and 90250 as routln- servxce codes. . .

-«

ve

Ve woulo aporecxate receiving your comments as to which H"P\.S codes should be
considered the routine codes for postpayment upceding review ourooses. ‘We plan to
hold a utllization review wori: group meeting for our carriers fr he near futurs and
therefore would apnrecxate receiving your response by ﬂay 15, 19352,

If we can orovldc vou wlth any additxonal information on this mattcr, please contact

John Delanev at FTS 729-6441.

el
-

N. . Chris;tenbetry

- Program Cirector
" Policy and Operations

v
- -
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~. .. .. Your request to HSQB inquiring which HCPCS codes should be considered the routine
:_ . . codes for post payment. upcoding review purposes has been referred to this office.

*°. 0% This response- was- coordinated with the Bureau of Eligibility, Reimbursement and
. Coverage (BERC). : ‘ e :

As you know, there currently is no uniform national translation table for carriers to
follow in converting formerly used visit codes to HCPCS. Also, as you have pointed
©T.._ ... out, the definitions of the levels of services in the American Medical Assodiation's - . .
%=+ 7. Current Procedural Terminology (CPT) could lead to a conclusion that CPT/HCPCS . .. .
7" Codes 90050 and 90250 represent the routine follow-up visit services, rather than codes
-7 90040 and 90240. It seems to us, therefore, that which HCPCS visit codes are for the
L " routine services depends primarily on what a carrier's charge data conversion was.
<. .- . Conversely, whether it used the appropriate charge data in establishing the reasonable
:5 .. .... . charge screens for the HCPCS visit codes depends on which of them it, and the

. physicians in its service area, consider to be the ones for the routine services, -

| .‘--'4"0utlined'belov{, ,ar.e some of th'e'a.l'tema”tivés'éﬁ;i.ers iﬁay have followed in this régard,
" . and our comments: . . . L ) NG
. - .. ." .

... le U a carrier's charge data conversion was from 1964 CRVS codes 9004/902%4 to
. . HCPCS codes 90040/90240, then the changes in the relative frequency of services
_.:" . reported under the latter codes are as you have indicated, the appropriate basis
-+ “.for-identifying possible "upcading” situations. In this instance, it also-seems to us
that charge data previously collected under 1964 CRVS code 9003 (brief follow-up
office visit) would be used to establish the reasonable charge screens for HCPCS -
code 90030 (minimal service). : R - o .

.
-

2. If a carrier has identified HCPCS codes 90050/90250 as the routine visit services,
then the reasonable charges screens for these codes should have been based on
data from charges previously made by physicians under 1963 CRVS codes
9004/9024. As you have pointed out, there would otherwise be an unwarranted
escalation in the charges allowed for routine visits. Consistent with the above,
we think that in this alternative, the charge data for 1964 CRYVS code 9003 (brief
follow-up visit) should be used to establish the reasonable charge screens for

" HCPCS code 90040 (brief service) and possible also for HCPCS code 90030
(minimal service). In the latter event, HCPCS code 90040 should be announced to



i

-

, physmxans as being eqmvalent to 1964 CRVS code 9003, with the expectation that
. lower charges will be made for code 90030. Alternatively, the instructions in

Medicare Carriers Manual section 5205 (Charges for Rare or Unusual Procedures)
should be followed in establishing a lower reasonable charge screen for HCPCS

" code 90030. Further, we would expect that charge data for the 1964 CRYS codes
. 9005, 9006, 9007, 9025, and 9027, etC., would be used to establish the reasonable .

o ) charge screens for the HCPCS codes for more extensive fonow-up vxsxts.
U3

I a carrier has used d'targe data for 1964 CRVS codes 9004/902@ to prxce services -
under the 90040 and 90050/90230 and 90250 HCPCS codes it has, in effect,

identified a set of two HCPCS office visit codes and a set of two HCPCS hospital

. -visit codes, with each set describing a single, i.e., routine service. In such a case

3

the relative frequency of services under these sen of codes should be used to . ..
_}dentxfy possible "upcodmg" situations. T R R

-

' We prefer that the carriers use the second altemanve because our medical cmsultant
. ‘thinks this may be most "correct® translation. Also, we emphasize that it is important

for each carrier to make sure through its professional relations activities/newsletters -
that physicians in its service area know what coding and charge data conversions were . - ..
made, and which HCPCS code(s) should be used to describe what’ were previously - -

called "brief™ and routme etc., visits.

Please refer any questxons to Harry L. Savitt at FTS 987-6322. T

-

ce:

T T C“a/
: Thomas T. McCloskey e .
‘K. Terry, DRP, HSQB ' |

Regxonal Office Program Du'ectors ST .
Pohcyand Opera.txons e -



