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OIG ACTIVE LIST

OIG updates this dynamic, web-based Work Plan monthly to ensure
that it more closely aligns with the work planning process.
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OIG Work Plan
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OIG AT-A-GLANCE
Office of Inspector General Mission
 To provide independent oversight and promote excellence, integrity, and
accountability within Department of Homeland Security
 Mission is carried out through nation-wide network of audits, investigations
and inspections conducted by
 Protect the Integrity of Department of Health & Human Services programs
and operations and
 Protect the health and welfare of the people they serve
 OIG is an independent and objective organization that fights fraud, waste
and abuse and promotes efficiency, economy, and effectiveness in HHS
programs and operations

CONFIDENTIAL
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OFFICE OF INSPECTOR GOALS

These goals drive
OIG's work, such as
the planned audits
and evaluations in

OIG's annual
Work Plan

OIG Budget-OIG's
FY 2021 budget
requests a total of

$419 million

to oversee HHS
programs

With these resources, OIG is
charged with overseeing more
than $1.3 trillion dollars in
HHS spending

CONFIDENTIAL
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HOW DOES THE OIG FULFILL THEIR MISSION?

 Identify risk areas that
could lead to fraud,
waste, and abuse

Work Plan and
Semiannual Report

Audits and Evaluations

Federal Anti-Kickback
Safe Harbors and OIG
Advisory Opinions

 Educate Industry On
Risks and Compliance
Guidance on Specific
Risk Areas-Special Fraud
Alerts, Special Advisory
Bulletins, and Other
Publications

Guidance on
Compliance Best
Practice

Coding Reference: https://oig.hhs.gov/reports-and-publications/strategic-plan/index.asp
CONFIDENTIAL
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HOW DOES THE OIG FULFILL THEIR MISSION?

Investigations can result in

STRATEGIES

criminal convictions, civil penalties,
civil settlements and administrative
sanctions against those who
commit fraud
Key focus areas,

Data Analysis and
Risk assessments

of emerging issues to
identify suspected fraud,
waste, and abuse and
deploy OIG oversight
and enforcement
resources

OIG will build successful
enforcement models
such as the

Medicare Fraud
Strike Force
Teams

Medicare and
Medicaid
Program
Integrity

Coding Reference: https://oig.hhs.gov/reports-and-publications/strategic-plan/index.asp
CONFIDENTIAL
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OIG RECOVERY STATISTICS?

America's taxpayers could see nearly

$5.9 billion

in misspent Medicare, Medicaid, and
other health and human service
program dollars returned to the
government as the result of fiscal year
2019 work by the Department of
Health and Human Services, Office of
Inspector General, according to a
recently released report.

Of the billions of dollars in savings and
recoveries in FY 2019, more than

$819 million is expected to
be recovered from audits

and approximately $5.04 billion is
expected from investigative recoveries.
Investigative receivables include
expected recoveries from criminal
actions, civil and administrative
settlements, civil judgments, and
administrative actions by OIG.

Coding Reference: https://oig.hhs.gov/reports-and-publications/strategic-plan/index.asp
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FY 2019 OIG RECOVERY STATISTICS

Coding Reference: https://oig.hhs.gov/reports-and-publications/archives/semiannual/2019/2019-fall-sar.pdf
CONFIDENTIAL
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OIG WORK PLAN
 Work Plan is no longer in a large document
 All items for review are found on an active work plan page
 Updated monthly to identify and respond to emergent issues

Recently
Added Items

Active
Items

Archive
Items

 Continuous review is now necessary to remain current on OIG
work plan focus areas
Coding Reference: https://oig.hhs.gov/reports-and-publications/workplan/active-item-table.asp
CONFIDENTIAL
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TRANSFER MS-DRG
 The Post-Acute Care Transfer (PACT) policy was originally
enacted in 1998 to prevent CMS from “paying twice” for a
patient’s care. At the time, CMS targeted a list of 10 “high risk”
DRGs for which it believed hospitals were discharging patients
early and subsequently sending patients to receive post-acute
services to continue their treatment and recovery.
 In these cases, CMS was paying the hospital the full DRG rate,
regardless of the patient’s length of stay (LOS), and also paying
the post-acute provider their full case rate. CMS concluded that,
for these cases, the acute hospital should receive a per diem
payment instead of the full DRG rate to account for the short stay.
Since the enactment of the PACT policy over 20 years ago, the
rule has expanded from 10 DRGs to 280 DRGs and, in turn, has
put a significant portion of a hospital’s Medicare revenue at risk.
Coding Reference: https://oig.hhs.gov/reports-and-publications/workplan/active-item-table.asp
CONFIDENTIAL
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TRANSFER MS-DRG

Active OIG Work plan
Item as of March 2020
When a patient is transferred to
a post acute provider and the
actual length of stay is more
than one day less than the
geometric mean length of stay
and the discharge is reimbursed
under one of the current 280
MS-DRGs, the hospital will
receive a reduced payment,
generally on a per diem basis.

The DRG is one of the 280 “Transfer DRGs,”

The length of stay (LOS) is less than the geometric mean length of stay
(GMLOS) for that DRG, and

The patient was discharged to a qualifying post-acute facility, namely a
home health agency or skilled nursing facility.

When these criteria are met, CMS automatically applies a per-diem
payment to the claim to account for the short stay.

Coding Reference: https://oig.hhs.gov/reports-and-publications/workplan/active-item-table.asp
CONFIDENTIAL
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TRANSFER MS-DRG

Under the post-acute-care transfer policy, a transfer occurs when a beneficiary
whose hospital stay was classified within specified MS-DRGs is discharged from an
acute-care hospital describer below:
The beneficiary receives home health services from an
HHA, the services are related to the condition or
diagnosis for which the beneficiary received inpatient
hospital services, and the services are provided within
3 days of the date that the beneficiary was discharged
from the hospital.

The beneficiary is
admitted on the
same day to a SNF.

The beneficiary is admitted on the same day to a hospital
or distinct-part hospital unit that is not reimbursed under
the IPPS. These non-IPPS providers include LTCHs, IRFs,
IPFs, cancer hospitals, and children’s hospitals.

The beneficiary is
admitted on the same
day to a hospice.

Coding Reference: https://oig.hhs.gov/reports-and-publications/workplan/active-item-table.asp
CONFIDENTIAL

14

www.agshealth.com

TRANSFER MS-DRG

Active OIG Work plan Item as of March

2020

Medicare pays hospitals a per diem rate for early discharges when
beneficiaries are transferred to another prospective payment
system hospital or to post-acute-care settings, including skilled
nursing facilities, inpatient rehabilitation facilities, home health
agencies, long-term-care hospitals, psychiatric hospitals, and
hospice. This is based on the presumption that hospitals should not
receive full payments for beneficiaries discharged early and then
admitted for additional care in other clinical settings.

Coding Reference: https://oig.hhs.gov/reports-and-publications/workplan/summary/wp-summary-0000445.asp
CONFIDENTIAL
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TRANSFER MS-DRG

“Medicare improperly paid

acute-care hospitals $54.4
million for 18,647 claims

subject to the transfer policy.

These hospitals improperly billed the claims
by using the incorrect patient discharge status codes.
Specifically, they coded these claims as discharges to home
(16,599 claims) or to certain types of healthcare institutions (2,048
claims), such as facilities that provide custodial care, rather than
as transfers to post-acute care. Of these claims, 83 percent were
followed by claims for home health services, and 17 percent were
followed by claims for services in other post-acute-care settings.

Coding Reference: https://remingtonreport.com/intelligence-resources/november-13-2019/post-acute-transfer-policy-the-overpayment-for-discharges/
CONFIDENTIAL
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TRANSFER MS-DRG
Medicare makes the full Medicare

Severity
Diagnosis-Related Group (MS-DRG)

payment to an acute-care hospital that
discharges an inpatient to home or certain types
of healthcare institutions. In contrast, Medicare
pays an acute-care hospital that transfers a
beneficiary to post-acute care a per diem rate
for each day of the beneficiary’s stay in the
hospital. The total overpayment of $54.4 million
represented the difference between the amount
of the full MS-DRG payments and the amount
that would have been paid if the per diem rates
had been applied.”

PROCEDURE

+
ADMITTING
DIAGNOSIS
ACUTE-CARE
HOSPITALS

+

CC or MCC

=
MS-DRG

Coding Reference: https://remingtonreport.com/intelligence-resources/november-13-2019/post-acute-transfer-policy-the-overpayment-for-discharges/
CONFIDENTIAL
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AVOID UNNECESSARY ADJUSTMENTS TO CLAIMS

Plans can change after the
patient is discharged resulting
in the patient going to a
different location than what
was expected or documented
in the medical record

Facilities are encouraged to
follow-up with the patient after
discharge and prior to submitting
the claim to Medicare to ensure
the patient went to the planned
facility that was recorded in the
medical record

This will prevent incorrect
billing of the Discharge Status
Code and avoid unnecessary
adjustments to claims when
the incorrect code is used

CONFIDENTIAL
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INTERNAL COMPLIANCE AUDIT TRENDS
•

Total of 278 Post Acute transfer DRG’s were coded for March and April 2020

•

134 DRG’s have been identified with errors on discharge disposition of which 45% of errors were
identified in 12 DRG’s listed below.

•

DRG 871 was identified as a top error contributor (17% ) on discharge disposition codes
Internal Compliance Audit Trends –DRG wise
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INTERNAL COMPLIANCE AUDIT TRENDS
•

70% of errors in 12 DRG’s were from below discharge dispositions

•

21% of errors were identified in discharge disposition code 1 which should actually be coded as
discharge disposition code 6.

Internal Compliance Audit Results-Discharge disposition wise
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STELARA INJECTION
Since 2016, total Medicare Part B payments to physicians for Stelara-an expensive drug used to treat certain
autoimmune diseases that is often self-injected by patients in their home-have increased substantially.

OIG will:
 Determine whether versions of Stelara that are
typically self-injected meet the criteria for coverage
 Identify factors that may be causing the substantial
growth in payment
 Determine if there is evidence of improper billing
 What is driving the growth? Is their improper billing?

Coding Reference: https://oig.hhs.gov/reports-and-publications/workplan/summary/wp-summary-0000415.asp
CONFIDENTIAL
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STELARA INJECTION

MEDICARE PART B OVERPAID MILLIONS FOR SELECTED OUTPATIENT DRUGS
 The Centers for Medicare & Medicaid Services (CMS) pays Medicare claims through the Medicare administrative
contractor or fiscal intermediary in each Medicare jurisdiction. From July 1, 2009, through June 30, 2012 (audit period),
Medicare contractors nationwide paid providers $11.5 billion for 26 million claim line items for outpatient drugs.
Previous Office of Inspector General reviews of outpatient services found that Medicare contractors overpaid providers
by more than $122.4 million for selected outpatient drugs. Because of the significant overpayments identified in those
reviews, OIG performed 13 individual reviews of payments for selected outpatient drugs at the Medicare contractors
 The review was conducted based on

Units of service that exceeded the
MUE values or

Did not have established MUE
values but had units of service
that exceeded the number of
units a provider would
reasonably administer to a
beneficiary on a single date of
service

OIG then calculated the
potential overpayment
amounts for these line items.

Coding Reference: https://oig.hhs.gov/reports-and-publications/workplan/summary/wp-summary-0000415.asp
CONFIDENTIAL
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STELARA INJECTION

MEDICARE PART B OVERPAID MILLIONS FOR SELECTED OUTPATIENT DRUG
The overpayments categorized into three types of errors
 Incorrect units of service
 Combination of incorrect units of service and incorrect HCPCS
codes
 Other types of errors
» Did not provide documentation to support that a patient had received
the drug service billed
» Billed for outpatient drugs in which their payment was included in the
payment for a primary procedure
» Used incorrect HCPCS codes or
» Billed Medicare for the non-covered use of outpatient drugs
Coding Reference: https://oig.hhs.gov/reports-and-publications/workplan/summary/wp-summary-0000415.asp
CONFIDENTIAL

24

www.agshealth.com

STELARA INJECTION
 The list price of STELARA® is

$11,756 per month.
 Stelara may be used to treat:


Chron’s Disease



Plaque Psoriasis



Ulcerative Colitis



Psoriatic Arthritis

 Need documentation of the
following on the physician order:

 Medical Record should
include the following:


Drug Source



Name of the drug



Lot Number



Dosage



Expiration Date



Reason for administration (DX)



Route of Administration



Site of Administration

Coding Reference: https://www.stelarainfo.com/crohns-disease/cost-support-and-more
CONFIDENTIAL
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STELARA INJECTION

Active OIG Work Plan Item as of November 2019
Know the route of administration
SUBCUTANEOUS OR
INTRAMUSCULAR
INJECTION
 J3357; Ustekinumab, for
subcutaneous injection, 1 mg

 Billing units = 1 per mg

 96372; Therapeutic,
prophylactic, or diagnostic
injection (specify substance
or drug); subcutaneous or
intramuscular

INTRAVENOUS
INJECTION


J3358; Ustekinumab, for IV
injection, 1 mg



96365-96366; IV Infusioin, for
therapy, prophylaxis, or
diagnosis (specify substance or
drug); initial

 Check with individual payers
Coding Reference: https://www.stelarainfo.com/crohns-disease/cost-support-and-more
CONFIDENTIAL
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STELARA INJECTION

Available Formulations Of Stelara

Single-dose vial for
intravenous (IV) infusion*
Coding for single-dose
vial for intravenous (IV)
infusion is included in this
billing guide.

Single-dose vial for
subcutaneous injection
Coding for single-dose
vial for subcutaneous
injection is included in
this billing guide.

Single-dose prefilled syringe
for subcutaneous injection
Coding for single-dose
prefilled syringe for
subcutaneous injection is not
included in this billing guide.

DOSE: 130 mg/26 mL
(5 mg/mL) vial

DOSE: 45 mg/0.5 mL vial

DOSE: 45 mg/0.5 mL
DOSE: 90 mg/mL

Coding Reference: https://www.stelarainfo.com/crohns-disease/cost-support-and-more
CONFIDENTIAL

27

FACET JOINT

INJECTIONS

www.agshealth.com

FACET JOINT INJECTIONS

Active OIG Work Plan Item as of August 2019
Facet Joint Injects are an interventional technique used to
diagnose or treat back pain
 CPT codes 64490-64495
 Several previous reviews found significant billing errors in this area
including a prior OIG review
 OIG will review whether payments made by Medicare for facet joint
procedures billed by physician complied with Federal requirements
 Do not code separately for multiple injections at the same spinal level
 Do not separately report imagining guidance, specifically fluoroscopy
or CT
Coding Reference: https://oig.hhs.gov/oei/reports/oei-05-07-00200.pdf
CONFIDENTIAL
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FACET JOINT INJECTIONS
Medicare Part B payments for facet joint injections have increased from $141 million in 2003 to $307 million in 2006. Over
the same period, the number of Medicare claims for facet joint injections increased by 76 percent.

Medicare Payments for Facet Joint Injections OIG Special Reports
“Sixty-three percent of

facet joint injection
services allowed by
Medicare in 2006 did not
meet Medicare program
requirements, resulting in
approximately $96
million in improper
payments.
Medicare allowed an
additional $33 million in
improper payments for
associated facility
claims.

Thirty-eight percent of facet joint
injection services had a
documentation error and 31
percent had a coding error. For
services that had a coding error,
just over 60 percent were overpaid
because physicians incorrectly
billed additional add-on codes to
represent bilateral facet joint
injections instead of using modifier
50. Eight percent of services had a
medical necessity error. Fourteen
percent of services had one or
more overlapping errors.”
Coding Reference: https://oig.hhs.gov/oei/reports/oei-05-07-00200.pdf

CONFIDENTIAL
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FACET JOINT INJECTIONS
Medicare Policy for payment/Indication:


Patient must have history of at least 3 months of moderate to severe
pain with functional impairment and pain is inadequately responsive to
conservative care such as NSAIDs, acetaminophen, physical therapy
(as tolerated).



Pain is predominantly axial and, with the possible exception of facet joint
cysts, not associated with radiculopathy or neurogenic claudication.



There is no non-facet pathology that could explain the source of the
patient’s pain, such as fracture, tumor, infection, or significant deformity.



Clinical assessment implicates the facet joint as the putative source of
pain



Medicare notes that it will consider facet joint blocks to be reasonable
and necessary for chronic pain (persistent pain for three months or
greater) suspected to originate from the facet joint. Facet joint block is
one of the methods used to document and confirm suspicions of
posterior element biomechanical pain of the spine.

Hallmarks of posterior element
biomechanical pain are:


The pain does not have a strong
radicular component.



There is no associated neurological
deficit and the pain is aggravated by
hyperextension, rotation or lateral
bending of the spine, depending on the
orientation of the facet joint at that level.

Coding Reference: https://oig.hhs.gov/oei/reports/oei-05-07-00200.pdf
CONFIDENTIAL
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FACET JOINT INJECTIONS

CPT Code selection
There are up to three CPT codes used to report facet joint injections based on spinal region. The codes allow for three
levels maximum per session. Anything over three are considered free of charge, as they will not be reimbursed.

Cervical/Thoracic Facet Joints:

Lumbar/Sacral Facet Joints:

64490 First facet joint level

64493

First facet joint level

64491 Second facet joint level

64494

Second facet joint level

64492 Third and all remaining facet
joint levels (only bill once for
all remaining levels 3+)

64495

Third and all remaining facet
joint levels (only bill once for
all remaining levels 3+)

The T12-L1 facet joint is considered part of the lumbar/sacral region when coding facet joint injections.
Coding Reference: https://www.findacode.com/articles/coding-facet-joint-injections.html
CONFIDENTIAL
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FACET JOINT INJECTIONS
Coding Reminders:
 Physicians who perform facet joint injections on both the right and left sides of one level of the spine must
use modifier 50 with the appropriate CPT codes when submitting claims. If a physician performs multiple
bilateral injections, modifier 50 should accompany each facet CPT joint injection code.
 Physicians who perform facet joint injections on multiple levels on the same side of the spine must use the
CPT add-on codes to represent these additional levels injected.


Multiple procedures modifier 51 should not be appended to the add-on codes 64491, 64492, 64494, or
64495

 The cervical/thoracic facet injection codes (64490, 64491, and 64492) and lumbar/sacral facet joint injection
codes (64493, 64494, and 64495) are reported once when the injection procedure is performed irrespective
of whether a single or multiple puncture is required to anesthetize the target joint at a given level and side.
 Only one facet injection code should be reported at a specific level and side injected (e.g., right L4-5 facet
joint), regardless of the number of needle(s) inserted or number of drug(s) injected at that specific level.
Coding Reference: https://oig.hhs.gov/oei/reports/oei-05-07-00200.pdf
CONFIDENTIAL
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FACET JOINT INJECTIONS
Operative Report example:
Post-operative Diagnosis: Thoracic Spondylosis
 Procedure thoracic medial branch injection C5- C6, C6-C7, C7-T1, T1-T2,
T2-T3, T3-T4, T4-T5, T6
 Anesthesia – Monitored
Indication of procedure: The patient is a 72-year-old female with mid back pain
with thoracic medial branch block. After discussed risk benefits and alternatives of
operative procedure. Patient agreed to planned procedure.
Description of procedure: The patient was placed in prone. Intact compression.
The patient was prepped and drapped in the usual manner in the posterior
cervical field. At this time, C5- C6, C6-C7, C7-T1, T1-T2, T2-T3, T3-T4, T4-T5, T6
facet joints were localized and injected with 0.5ml of 0.5%marcine and DepoMedrol. No CSF was seen. The patient tolerated the procedure well and taken to
the recovery room in stable condition.
CPT Code Assignment: 64490 -50; 64491 -50; 64492 – 50
CONFIDENTIAL
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FACET JOINT INJECTIONS

Industry Standard
Documentation Aids Code
Selection
The next major issue with coding
facet joint injections correctly is
understanding the documentation.
There is an industry standard way
to document facet joint injections.
When providers do not follow
industry standard documentation
practices over-coding or undercoding usually occurs.

Let's review the documentation issues you may
encounter and what they mean:
Standard documentation lists the facet joint to
be blocked with hyphens.
Example A: L4-5 or L4-L5
Coding: Each facet joint = one level code.
CPT code is 64493
Example B: Facet joints blocked include right
C3-4, C4-5, C5-6
Coding: 64490-RT, 64491-RT, 64492-RT

Coding Reference: https://oig.hhs.gov/oei/reports/oei-05-07-00200.pdf
CONFIDENTIAL

35

www.agshealth.com

FACET JOINT INJECTIONS

Industry Standard
Documentation Aids Code
Selection
Another common way to document
facet injections is to document the
individual nerves blocked separated
by commas.

When coding from nerves blocked, use the
formula: Nerves minus one nerve = levels billed.
(N-1=levels)
This takes into consideration that two nerves for
each level were injected.
Example: Nerves blocked include L3, L4, L5, L6
Formula: 4 nerves - 1 = 3 levels billed
Coding: 64493-LT, 64494-LT, 64495-LT

Coding Reference: https://oig.hhs.gov/oei/reports/oei-05-07-00200.pdf
CONFIDENTIAL
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FACET JOINT INJECTIONS

Industry Standard
Documentation Aids
Code Selection
Physicians who are aware
of this confusing issue may
simply document both for
clarity. Example: "Nerves
C4, C5, and C6 were
blocked targeting the C4-5
and C5-6 facet joints."

Let's look at some examples:
Facet block, right L4-5 was performed today.
Codes: 64493-RT
Explanation: This is listed as a facet joint (separated by a hyphen),
meaning two nerves were injected (L3, L4) on the right side.
Facet block, left C4, C5, C6 nerves listed by nerve blocked
separated by comma so use the formula N - 1 = number of levels:
Codes: 64490-LT, 64491-LT
Nerves blocked right T3, T4, T5, T6 targeting the T4-5, T5-6, T6-7
(both are listed)
Codes: 64490-RT, 64491-RT, 64492-RT

Coding Reference: https://oig.hhs.gov/oei/reports/oei-05-07-00200.pdf
CONFIDENTIAL
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EYLEA AND LUCENTIS INJECTIONS

Active OIG Work Plan Item as of June 2019
 Ophthalmology services include intravitreal
injections of Eylea and Lucentis to treat eye
diseases such as wet age-related macular
degeneration.
 Eylea and Lucentis are anti-vascular
endothelial growth factor (anti-VEGF)
drugs injected in the eye intravitreally to treat
conditions such as wet age-related macular
degeneration (AMD), a leading cause of
blindness among the Medicare population.
These are ground-breaking treatments
approved by FDA just over the past few years.
Coding Reference: https://oig.hhs.gov/oei/reports/oei-05-07-00200.pdf
CONFIDENTIAL

39

www.agshealth.com

EYLEA AND LUCENTIS INJECTIONS

Active OIG Work Plan Item as of June 2019
 Medicare pays for an intravitreal injection (which is
considered a minor surgery) as part of a global surgical
package that includes the preoperative, intraoperative, and
postoperative services routinely performed by the physician
 Medicare pays for Eylea and Lucentis separately from the
intravitreal injection. Chapter 12, section 40.1 of the Centers for
Medicare & Medicaid Services' Medicare Claims Processing
Manual states that separate payment can be made for other
services provided by the same physician on the same day as
the global surgery if the services are significant and separately
identifiable or unrelated to the surgery

Coding Reference: https://oig.hhs.gov/reports-and-publications/workplan/summary/wp-summary-0000383.asp
CONFIDENTIAL
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EYLEA AND LUCENTIS INJECTIONS

Active OIG Work Plan Item as of June 2019
 Separate payment may be made for
significant and separately identifiable
or unrelated visits by same physician
on same DOS as the global surgery
 OIG will review intravitreal injections of
Eylea and/or Lucentis claims and other
services billed on the same day as the
injection including E/M

Coding Reference: https://oig.hhs.gov/reports-and-publications/workplan/summary/wp-summary-0000383.asp
CONFIDENTIAL
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APPLICABLE CODES - EYLEA INJECTIONS
CPT Code

Description

67028

Intravitreal injection of a pharmacologic agent (separate procedure)

HCPCS Code

Description

J0178

Injection, aflibercept, 1 mg

Modifier

Description

50

Bilateral procedure

EJ

Subsequent doses in a series

JW

Drug amount discarded/not administered to any patient

LT

Left side (used to identify procedures performed on the left side of the body)

RT

Right side (used to identify procedures performed on the right side of the body)

CONFIDENTIAL
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APPLICABLE CODES - LUCENTIS INJECTIONS
CPT Code

Description

67028

Intravitreal injection of a pharmacologic agent (separate procedure)

HCPCS Code

Description

J2778

Injection, Ranibizumab, 0.1 mg

Modifier

Description

J2778

Injection, Ranibizumab, 0.1 mg

RT

Right side (used to identify procedures performed on the right side of the body)

50

Bilateral procedure

JW

Drug amount discarded/not administered to any patient

EJ

Subsequent doses in a series

CONFIDENTIAL
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FEW EXAMPLES OF APPLICABLE ICD10 CM CODES
ICD-10
Diagnosis Code

Description

E08.311

Diabetes mellitus due to underlying condition with unspecified diabetic retinopathy with macular edema

E08.3213

Diabetes mellitus due to underlying condition with mild nonproliferative diabetic retinopathy with macular edema, bilateral

E08.3293

Diabetes mellitus due to underlying condition with mild nonproliferative diabetic retinopathy without macular edema, bilateral

E08.3313

Diabetes mellitus due to underlying condition with moderate nonproliferative diabetic retinopathy with macular edema, bilateral

E08.3413

Diabetes mellitus due to underlying condition with severe nonproliferative diabetic retinopathy with macular edema, bilateral

E08.3493

Diabetes mellitus due to underlying condition with severe nonproliferative diabetic retinopathy without macular edema, bilateral

E08.3513

Diabetes mellitus due to underlying condition with proliferative diabetic retinopathy with macular edema, bilateral

E09.3213

Drug or chemical induced diabetes mellitus with mild nonproliferative diabetic retinopathy with macular edema

E10.311

Type 1 diabetes mellitus with unspecified diabetic retinopathy with macular

CONFIDENTIAL
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CHEC K LI ST FOR CH AR T DOC UMENT A TI ON PR IOR TO BILLING F OR AN I NJ EC TAB LE DRUG

 Diagnosis supporting medical necessity
and appropriate indication for use

 Interval of administration appropriate, such as
28-day rule

 Any relevant diagnostic testing
services, with interpretation and report

 Chart record is legible and has correct patient
name and date of birth

 Risks, benefits, and alternatives
discussed with patient

 Physician signature is legible

 Physician order including:


Date of service



Medication name and dosage



Diagnosis



Physician signature

 Paper chart records have a signature log


For EHR, the electronic physician signature is secure



Abbreviations are consistent with approved list and
readily available for audits

Coding Reference: https://oig.hhs.gov/reports-and-publications/workplan/summary/wp-summary-0000415.asp
CONFIDENTIAL
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CHEC K LI ST FOR CH AR T DOC UMENT A TI ON PR IOR TO BILLING F OR AN I NJ EC TAB LE DRUG

Procedure record includes:
 Diagnosis
 Route Of administration (intravitreal
injection) and medication name

 For wastage less than 1 unit, document:


Any residual medication less than 1 unit has been discarded.

 Site of injection: eye(s) treated

 Consent completed for injection, medicatiom and
eye(s) on file

 Dosage in mg and volume in ml,
(i.e., bevacizumab 1.25 mg @ 005 ml)
and lot number

 For initial treatment using a medication with off-label
use (e.g., bevacizumab)

 For single-use medications (e.g.
triamcinolone acetonide injectable
suspension), record
 wastage greater than 1 unit

 an informed consent with that notification is
completed
 Advance Beneficiary Notice for Medicare Part B
beneficiaries or waiver of liability(all other patients) is
completed if applicable

Coding Reference: https://oig.hhs.gov/reports-and-publications/workplan/summary/wp-summary-0000415.asp
CONFIDENTIAL

46

PHYSICIAN BILLING FOR
CRITICAL CARE E&M SERVICES

www.agshealth.com

PHYSICIAN BILLING FOR CRITICAL CARE E&M SERVICES

Active OIG Work Plan Item as of August 2018
 Critical care is defined as the direct delivery of medical care by a physician(s) for a
critically ill or critically injured patient. Critical care is usually given in a critical care area
such as coronary, respiratory, or intensive care unit, or the ER department
 Critical care treatment falls under Evaluation and Management (E&M) services billed with
codes 99291 and 99292. Services billed with these codes must meet the following criteria
 Payment may be made for critical care services provided in any location as long as the
care provided meets the definition of critical care.
 Critical care is exclusively time-based code. Medicare pays physicians based on the
number of minutes they spend with critical care patients. The physician must spend this
time evaluating, providing care and managing the patient’s care and must be immediately
available to the patient.
 OIG will determine whether Medicare payments for critical care are appropriate and paid in
accordance with Medicare requirements
Coding Reference: https://oig.hhs.gov/reports-and-publications/workplan/summary/wp-summary-0000415.asp
CONFIDENTIAL
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PHYSICIAN BILLING FOR CRITICAL CARE E&M SERVICES

Active OIG Work Plan Item as of August 2018
CMS has provided examples of patients whose condition may warrant critical care services:

An 81-year-old male
patient is admitted to the
intensive care unit
following abdominal aortic
aneurysm resection. Two
days after surgery he
requires fluids and pressors
to maintain adequate
perfusion and arterial
pressures. He remains
ventilator dependent.

A 68-year-old admitted
for an acute anterior
wall myocardial
infarction continues to
have symptomatic
ventricular tachycardia
that is marginally
responsive to
antiarrhythmic therapy.

A 67-year-old female
patient is 3 days status
post mitral valve
repair. She develops
petechiae,
hypotension and
hypoxia, requiring
respiratory and
circulatory support.

Coding Reference: https://oig.hhs.gov/reports-and-publications/workplan/summary/wp-summary-0000415.asp
CONFIDENTIAL
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DOCUMENTING AND BILLING FOR CRITICAL CARE SERVICES
The patient must have a
critical illness or injury that
acutely impairs one or more
vital organ systems such that
there is a high probability of
imminent or life-threatening
deterioration in the patient's
condition.

CONFIDENTIAL

Just because a patient is critically ill or
injured, and/or is in the ICU/CCU, doesn't
mean his care is automatically a critical
care service. Critical care codes represent
an intensity of care that is greater than
standard E&M codes. The care must
involve highly complex decision making
that is necessary to assess, manipulate and
support vital system functions to treat vital
organ failure (shock, renal / hepatic /
respiratory failure, etc.), and/or prevent
further life-threatening deterioration of the
patient's condition
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DOCUMENTING AND BILLING FOR CRITICAL CARE SERVICES

Codes not contingent on site of service
 Critical care codes are based on a
patient's condition and the intensity of
services provided, not on the site of the
service.
 Thus, payment may be made for critical
care services provided in any location as
long as the care provided meets the
definition of critical care.
 Although usually provided in a CCU or ICU,
critical care services can be provided in
an ED, a non-ICU hospital room, a clinic or
a parking lot.

CONFIDENTIAL
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DOCUMENTING AND BILLING FOR CRITICAL CARE SERVICES

The following situations would not necessarily warrant billing of critical care services
Daily management of a patient on chronic ventilator therapy,

Management of dialysis or care related to dialysis for a patient
receiving end-stage renal disease hemodialysis,

A patient admitted to the CCU because no other beds were
available,

A patient admitted to the ICU for close observation and monitoring of
vitals (for example, due to a drug overdose), and

A patient admitted to the ICU because hospital rules require certain
treatments to be administered in a CCU.

CONFIDENTIAL
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DOCUMENTING AND BILLING FOR CRITICAL CARE SERVICES

What—and what not—to bill separately
Certain services are included in the critical care service and
should not be reported separately when performed by a physician
on the same day he or she bills for critical care. These include

Interpretation
of cardiac
output
measurements

Chest X-rays,
professional
component

Gastric
intubation
Pulse
oximetry

CONFIDENTIAL

Blood
draw for
specimen

Temporary
transcutaneous
pacing

Blood gases and
information data
stored in computers
(for example, ECGs,
blood pressure,
hematologic data)

Vascular
access
procedures.

No other procedure codes are
bundled into the critical care
services. Thus, other medically
necessary procedure codes—
such as CPR, endotracheal
intubation, and placement of a
central venous catheter—may
be billed separately. To bill for
these procedures, add modifier
“–25” to the critical care code.
This shows the critical care was
separately identifiable and
represented more than the
normal pre- and post-service
work associated with the
procedure.
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DOCUMENTING AND BILLING FOR CRITICAL CARE SERVICES

BILLING
FOR TIME
Reviewing
test results

Discussing care with
nursing staff or other
physicians

Having telephone
conversations with other
physicians or staff on the
floor while immediately
available to the patient

CONFIDENTIAL

Discussing care (in person or by phone) with family members or other surrogate
decision makers, if the patient is unable or incompetent to participate in giving
a history and/or making treatment decisions, and the discussion is necessary
for determining treatment decisions. All other family discussions, no matter how
lengthy, may not be additionally counted toward critical care.

Arranging transfer
to another facility
for emergent care

Completing
orders and other
paperwork

Time spent in activities that occur outside of
the unit or off the floor (such as telephone
calls taken at home, in the office, or
elsewhere in the hospital) may not be
reported as critical care because the
physician is not immediately available to the
patient. This time is regarded as pre- and
post-service work that is bundled into any
E&M services.
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DOCUMENTING AND BILLING FOR CRITICAL CARE SERVICES

What to document?
Physicians should include all of the following when documenting for critical care services

The patient's condition
There must be proof that the patient is in system failure or that system failure is imminent. In addition, documentation must show
that services were necessary to prevent further life-threatening deterioration of the patient's condition.

The complexity of the plan
Documentation must demonstrate that there was a need for highly complex decision making, which may include interpretation of
multiple types of testing or application of advanced technologies. The plan must reflect an intensity of care that exceeds what is
represented by other E&M codes.

Time spent providing services
This can be shown as the total number of minutes or by documenting the “time in” and “time out.” The in/out approach is the best
way to demonstrate that critical care time is not overlapping when multiple physicians are involved in the case. Be careful to show
that time involved in the performance of separately billable procedures was not counted toward critical care time. One may say,
for example, “50 minutes of critical care, excluding time spent in procedures billed separately.”

The activities involved
These include review of tests and records, conversations with other physicians and staff, telephone calls (in the unit and available
to the patient), preparing records, adjusting ventilators, writing orders, and talking with patients or family members.
CONFIDENTIAL
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DOCUMENTING AND BILLING FOR CRITICAL CARE SERVICES

What to document?
Details of the family discussion. Include the following information

 The patient's status as unable or incompetent to participate in
giving history and/or making treatment decisions
 The necessity of having the discussion (for example, “No other
source was available to obtain a history,” or “Because the patient was
deteriorating so rapidly, I needed to immediately discuss treatment
options with the family”);
 Medically necessary treatment decisions for which the discussion
was needed; and
 A summary in the medical record that supports the medical necessity
of the discussion.

CONFIDENTIAL
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PHYSICIAN BILLING FOR CRITICAL CARE E&M SERVICES

CASE STUDY 1
This is a 64-year-old male with history of obesity
and rheumatic fever as a child who presents for
evaluation of chest tightness and difficulty
breathing. Patient dates that symptoms began
around 5:30 PM, or 7.5 hours prior to arrival.
Patient states there is tightness in the center of the
chest. He has had occasional nausea but no
vomiting. Patient does not have a sense of
palpitations.
Presenting vital signs notable for heart rate up
into the 150s. Patient is otherwise
hemodynamically stable. He is afebrile at this
time. Plan to pursue screening labs including
troponin. Will obtain 2 view chest x-ray. Will
proceed with IV Cardizem for rate control. Will
give dose of aspirin given chest tightness, though
I suspect this may be rate related.
CONFIDENTIAL

IMPRESSION AND PLAN
Diagnosis
 Patient's heart rate remains in
the 110s after single dose of IV
Cardizem. Will proceed with
second dose of IV Cardizem
given that patient at times
increases to the 120s.
 Screening labs reassuring.
Troponin negative. BNP added.
 Chest x-ray with some
prominent interstitial markings,
though no pleural effusions.
Positive cardiomegaly.
 Given trend for heart rate to
frequently increase back to
130, decision to proceed with
IV Cardizem drip.

Atrial flutter with rapid ventricular response
The Physician personally provided critical care,
which does not include time spent performing
separately billable procedures such as CPR, ETT or
C-Lines.
Rationale: As per the Critical Care definition, in the
above case, we need to check the below points
 Medical Necessity
 Critical Care Time
 Physician Documentation of the provided service

The patient came with the medical necessity
for which physician has exclusively spent 35
minutes of time with the patient by providing
the management options. Hence, we can bill
99291 for the services rendered by the
physician in the emergency department.
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PHYSICIAN BILLING FOR CRITICAL CARE E&M SERVICES

CASE STUDY 2
Tips for audit
The critical care service extends
into another calendar day:
CPT coding principles require that when a
time-dependent service is performed
continuously and crosses over midnight the
time should be accrued for, and reported as
occurring, on the pre-midnight date.
However, once the service is disrupted
(i.e., becomes non-continuous), then that
creates the need for a new initial service on
the post-midnight date.

CONFIDENTIAL

Scenario:
How would you code a patient who presents to the ED at
2335 Day 1, with CC services beginning at that time and
performed continuously until 0015 on Day 2, at which
time continuous CC services are interrupted; CC services
are reinitiated at 0030 Day 2, with an additional 65
minutes provided on Day 2 following the re-initiation?

Answer:
Critical care 99291 can be reported for Day 1,
and a second 99291 reported for Day 2.
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INTERNAL COMPLIANCE DOCUMENTATION AUDIT TRENDS
•

Total of 1840 critical care accounts were audited from OCT-2019 – May 2020 of which 35 accounts
were identified for E & M code variances

•

Average of 2% variance was identified were physician is stating critical care codes should be
assigned; however, the code is not supported by coding guidelines in our analysis.

Internal Compliance Documentation Audit Trends
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PHYSICIAN BILLING FOR CRITICAL CARE E&M SERVICES

Coding Reminders
All services ordered or rendered to Medicare
beneficiaries must be signed.
While orders for diagnostic tests do not have to be
signed, either the order must have a signature or
the intent to order the specific test must be clearly
documented in the medical record, and that must be
signed. One or the Other must be signed.

CONFIDENTIAL
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PHYSICIAN BILLING FOR CRITICAL CARE E&M SERVICES

Coding Reminders
When critical care services are provided
on the same date as an inpatient hospital
or office / outpatient evaluation and
management service (furnished earlier on
the same date at which time the patient
did not require critical care), both the
critical care and the previous E/M service
may be paid if documentation in the
patient's medical record supports the
medical reasonableness and necessity of
both services.

CONFIDENTIAL

Palliative care services
CANNOT be submitted
with critical care codes,
as the palliative care
does not meet the
definition of critical care
as stated above.

61

www.agshealth.com

PHYSICIAN BILLING FOR CRITICAL CARE E&M SERVICES

Coding Reminders
Global Surgery
 Critical Care should not be paid same calendar date the
physician reports a procedure code with a global surgical
period
 When critical care is billed with CPT modifier 25 the
documentation must support both time and a service
provided that is above pre-and/or post-operative care and
associated with the procedure (applies to any procedure
with O, 10 or 90 day post-op period)
 Only exceptions to this rule are CPR (CPT code 92950)
and Insertion Of Swanz-Ganz (CPT code 93503)

CONFIDENTIAL
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PHYSICIAN BILLING FOR CRITICAL CARE E&M SERVICES

Coding Reminders
Teaching Physician & Critical Care
Teaching physician care must meet all criteria listed in
previous slides along with the following:

1

Time teaching cannot
be counted towards
critical care

3
CONFIDENTIAL

2

The documentation must support both
the physician and resident were
present for the critical care time billed

A combination Of the resident and
physician's documentation must support
that critical care was necessary and the
time billed was correct

4

Documentation must be
acceptable for billing
teaching physician services
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ASSESSING INPATIENT HOSPITAL BILLING FOR MEDICARE BENEFICIARIES

Active OIG Work Plan Item as of December 2018

In 2016, hospitals
billed Medicare
$114 billion for
inpatient hospital
stays, accounting
for 17 percent of
all Medicare
payments.

The Centers for
Medicare & Medicaid
Services and the
Office of Inspector
General have
identified problems
with upcoding in
hospital billing: the
practice of mis- or
over-coding to
increase payment.

OIG will conduct
a two-part study
to assess inpatient
hospital billing.
The first part will analyze Medicare
claims data to provide landscape
information about hospital billing.
OIG will determine how inpatient
hospital billing has changed over
time and describe how inpatient
billing varied among hospitals.

We will then use
the results of this
analysis to target
certain hospitals or
codes for a
medical review to
determine the
extent to which the
hospitals billed
incorrect codes.

Coding Reference: https://oig.hhs.gov/reports-and-publications/workplan/summary/wp-summary-0000332.asp
CONFIDENTIAL
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ASSESSING INPATIENT HOSPITAL BILLING FOR MEDICARE BENEFICIARIES

Active OIG Work Plan Item as of December 2018
Inpatient High Severity Level DRG codes

Up-coding
 PEPPER Reports
 Procedure/Diagnosis
Codes Not Supported

Outlier Overpayments
Not Supported in the
Medical Record

Incorrectly
Billed as an
Inpatient

Coding Reference: https://oig.hhs.gov/reports-and-publications/workplan/summary/wp-summary-0000332.asp
CONFIDENTIAL
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DO YOU HAVE A FOCUS MS-DRG AUDIT PLAN?
Our focus DRG’s are identified using below criteria’s
 Client recommended focus DRGs
 DRGs with high error contribution in client audits and low volume
 DRGs regularly picked in client audits

Top focus MS-DRG list
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SEVERE MALNUTRITION

Active OIG Work Plan Item as of October 2015
Partial Complete Status
 Severe malnutrition is classified as a major complication or
comorbidity (MCC). Adding an MCC to a Medicare claim can
result in a higher Medicare payment because the claim is coded
at a higher Diagnosis Related Group.
 This review will assess the accuracy of Medicare payments for
the treatment of severe malnutrition.
 We will determine whether providers are complying with
Medicare billing requirements when assigning diagnosis codes
for the treatment of severe types of malnutrition on inpatient
hospital claims.’
 Review Aspen Criteria for Clinical Criteria Guidance- Important
to Have a Clear System Wide Definition
Coding Reference: https://oig.hhs.gov/reports-and-publications/workplan/summary/wp-summary-0000258.asp
CONFIDENTIAL
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SEVERE MALNUTRITION

Active OIG Work Plan Item as of October 2015
Partial Complete Status
 “Recently, the University of Wisconsin was fined $2.4 million for
overpayments on malnutrition diagnoses.
 The University suggested it believes that the use of a diagnosis
code for severe malnutrition in each of the claims met the
definition of a secondary diagnosis, and that there was adequate
documentation to support the assignment of the diagnosis codes.
They also stated that the guidance used for the review was
vague, and that the OIG did not specify any standard for the
hospital to use in diagnosing severe malnutrition.
 The University of Wisconsin’s concerns seem to be echoed by
many hospitals that are undergoing CMS audits for this particular
diagnosis.” ICD 10 Monitor August 2018
Coding Reference: https://www.icd10monitor.com/severe-protein-calories-malnutrition-in-the-oig-crosshairs
CONFIDENTIAL
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SEVERE MALNUTRITION
University of Wisconsin Hospitals and Clinics Authority Incorrectly
Billed Medicare Inpatient Claims With Severe Malnutrition
OIG Special Report
The Hospital complied with Medicare billing requirements for severe malnutrition
diagnosis codes for 10 of the 100 claims that we reviewed. However, the Hospital did
not comply with Medicare billing requirements for the remaining 90 claims. For two of
these claims, the medical record documentation supported a secondary diagnosis
code other than a severe malnutrition diagnosis code, but the error resulted in no
change to the DRG or payment. For the remaining 88 claims, the billing errors resulted
in net overpayments of $562,361. These errors occurred because the Hospital used
severe malnutrition diagnosis codes when it should have used codes for other forms
of malnutrition or no malnutrition diagnosis code at all. For these claims, the Hospitalprovided medical record documentation did not contain evidence that the malnutrition
was severe or that it had an effect on the treatment or the length of the hospital stay.
On the basis of our sample results, we estimated that the Hospital received
overpayments of at least $2,412,137 from 2014 through 2016.

Coding Reference: https://oig.hhs.gov/oas/reports/region3/31700005.asp
CONFIDENTIAL
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SEVERE MALNUTRITION
VIDANT MEDICAL CENTER INCORRECTLY BILLED MEDICARE
INPATIENT CLAIMS WITH SEVERE MALNUTRITION
OIG Special Report
 Vidant Medical Center incorrectly billed inpatient claims with severe malnutrition,
resulting in overpayments of approximately $1.4 million over 2 and a half years.
 The Hospital complied with Medicare billing requirements for diagnosis codes 261 and
262 for 11 of the 100 claims that we reviewed. However, the Hospital did not comply
with Medicare billing requirements for the remaining 89 claims.
 For two of these claims, the medical record documentation supported a secondary
diagnosis code other than 261 or 262, but the error resulted in no change to the DRG
or payment. For the remaining 87 claims, the billing errors resulted in net
overpayments of $401,971. These errors occurred because the Hospital used diagnosis
code 261 or 262 when it should have used codes for other forms of malnutrition or no
malnutrition diagnosis code at all. On the basis of our sample results, we estimated
that the Hospital received overpayments of at least $1,403,132 for the audit period.
Coding Reference: https://oig.hhs.gov/oas/reports/region3/31700005.asp
CONFIDENTIAL
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SEVERE MALNUTRITION
VIDANT MEDICAL CENTER
INCORRECTLY BILLED
MEDICARE INPATIENT
CLAIMS WITH SEVERE
MALNUTRITION
OIG Special Report
Vidant Medical Center incorrectly
billed inpatient claims with severe
malnutrition, resulting in
overpayments of approximately
$1.4 million over 2 and a half years.

Coding Reference: https://acdis.org/system/files/resources/ACDIS_day2-5_track3-5_pres_0518-Gonzalez_Humphreys_Matacale_f1.pdf
CONFIDENTIAL
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COMPLIANCE & REIMBURSEMENT

Keep on
top of
Medicare
Rules and
Updates

Identify
Important
Areas of
Focus

Periodic
Auditing
is
Essential

Provide
Sessions
Focused On
Retraining

Notify Clinical
Staff of any
Serious
Documentation
Trends

Coding Reference: https://oig.hhs.gov/oas/reports/region3/31700005.asp
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REFERENCES
https://www.pgmbilling.com/blog/coding/medicare-provides-guidance-on-proper-coding-of-facet-joint-injections
https://med.noridianmedicare.com/documents/10546/6990981/Facet+Joint+Injections%2C%20Medial+Branch+Blocks%2C%20and+Facet+Joint+Radiofr
equency+Neurotomy+LCD
http://www.janssenlabels.com/package-insert/product-monograph/prescribing-information/STELARA-pi.pdf
https://www.stelarahcp.com/shared/product/stelarahcp/billing-guide.pdf
https://oig.hhs.gov/oas/reports/region9/91402024.pdf
https://www.cgsmedicare.com/partb/mr/pdf/critical_care_fact_sheet.pdf
https://emedicine.medscape.com/critical_care
https://askphc.com/critical-care-is-critical-to-the-oig-know-the-requirements/
https://www.novitas-solutions.com/webcenter/portal/MedicareJL/pagebyid?contentId=00081590
https://www.aliem.com/charting-coding-critical-care-time/
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Any questions for our presenters
can be directed to:

AskAGS@agshealth.com

Follow us on LinkedIn
for more updates.

Thank You

