Improved Opportunity for Billing X-rays and EKGs
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Improved Opportunity for Billing for EKG and X-ray Interpretations
 

CMS Transmittal R1823/1873CP, dated 12/11/2009, now requires that billers of diagnostic interpretive studies use only the date when the interpretation was performed as their service date and not the date the film or tracing was taken. Here is the instruction from the Medicare Carrier Manual:

 

10.6.3 - Date of Service (DOS) Instructions for the Interpretation and Technical Component of Diagnostic Tests
(Rev. 1873, Issued: 12-11-09, Effective: 01-04-10, Implementation: 07-01-10)
The appropriate DOS for the professional component is the actual calendar date that the interpretation was performed. For example, if the test or technical component was performed on April 30th and the interpretation was read on May 2nd, the actual calendar date or DOS for the performance of the test is April 30th and the actual calendar date or DOS for the interpretation or read of the test is May 2nd.
 

This is a major development in emergency medicine’s ability to be paid for interpretations of x-rays and EKGs.

The practical argument from radiologists and cardiologists has always been that, if the emergency physician (EP) bills, the radiologist or cardiologist’s claim will be rejected. Radiology billers have demanded the right to report the film date so that their bill matches the hospital’s bill and so that they do not have to admit that the film was interpreted too late to be used to treat the patient, as CMS instructions have always required. Now, there is no doubt about the correct date of service – it is the date the interpretation was made.

 

As a result of this instruction, what we have claimed to be true for a long time is now clear. It is effectively a false claim if a physician falsifies the date of service in order to effect payment. 

The old argument from radiologists was that they did not want payers or patients to be confused by getting a bill from the hospital with the film date on it and another bill from the radiologist with a different date. Yes, some payers do match facility and professional bills and deny for differing dates but these claims can and should be appealed by the radiologist. More often, they find it difficult to explain to a complaining patient why the patient should pay for a service that was never used by the treating physician.

If the radiologist really believes that non-contemporaneous interpretations are valuable they can win that argument with the payer or patient but it does not concern us. Their problem exists whether we bill or not. 

 

Transmittal 1823/73 was not intended as a clarification of the EP vs radiologist billing issue but it works out that way. It was written as part of the anti-markup regulations from the Final Rules in 2007/2008 regarding “purchased” lab or radiology services. When CMS made the rules explicit they took the opportunity to provide clarification regarding the date of service as the date of interpretation. In doing so, they re-opened the emergency interpretation issue settled incorrectly in 1996.

 

EPs can now settle the political argument at the hospital with money by vowing that their billing practice will not hinder the radiologists or EKG readers from being paid.  EPs can just agree to bill for after hours/weekend/holiday interpretations before midnight and on weekends/holidays. 

This approached worked well in the ‘80s and early ‘90s in states where Medicare carriers always paid both EPs and after-care specialists for their interpretations even if both were on the same date.

 

Any sympathetic hospital administration, where the ED group is performing well for the hospital, would support the right of the group to be paid if it didn’t cost their radiologists any money. Radiologists can’t prove that they will lose money if we bill after hours, unless they refuse to comply with CMS’s instruction. Most radiology groups aren’t comfortable with payer specific billing so they’ll probably make one rule for all payers and bill with the correct date of service.

KEY POINT: CMS had the chance in 1995 to stop double billing by forcing compliance with the “contemporaneous to treatment” standard. They agreed that this is the standard but explicitly wrote the regulation in a way that did not enforce it, allowing double payments when dates differ.

· CMS does not want to pay for 2 interpretations but their way of controlling for that – by paying the first claim in – never worked for the x-rays read after hours, representing about 20-30% of all the x-rays done in an ED if radiologists were reporting their dates of service correctly.  (See example below).

· CMS, in their 1995 ruling, considered making hospitals credential the “official” reader for interpretations but realized, with AHA input, that this was not possible. In fact, it was bad policy as it rolled into other turf problems such as cardiology vs. radiology on angiography, orthopedics vs. radiology on trauma films, etc. Hospitals refused to be made the enforcer for CMS’s weak policy.

· CMS created their own problem when they refused to do what the OIG instructed and pay only for the interpretation used to treat the patient. By the regulation, double billing is being done by the specialist whose interpretation is not used to treat the patient. We did not create their problem, the after-care specialists did by refusing to provide contemporaneous reads. CMS could have solved this in 1995 but they refused.

· Consequently, their problem of double payment was solved when radiology or cardiology and EP bills would conflict in the payment system. The policy makers knew this wasn’t reliable because it all depended on everybody billing the same date of service and they did not clarify at the time that the after-care specialists should report their real interpretation date. So, they said in the Final Rule that they would reserve the right, if two bills were paid, to audit and determine which one was used to treat the patient.

There are several directions this could go if more EP groups begin billing for after hour interpretations and double payments increase. The Agency has already heard from the American College of Radiology and may be forced to act to stop double billing. Here are some possible responses to this opportunity for EPs:

 

· The specialty could try not to stir the pot, keep this quiet, not publish any information to practices about how to negotiate with radiologists or EKG readers in light of this new rule; “do no harm” by avoiding the issue and hope that ACR keeps quiet about it. Then, only knowledgeable EP billers will benefit from the change. However, avoiding the issue is not in the specialty’s long-term interest for a lot of reasons. The implications for EP interpretation billing should be explained to all EPs.  The issue requires a firm response.

· It would be better to ask CMS to correct their policy and clarify that it is a patient care issue, that radiologists will only provide timely care when the interpretation used to treat the patient is the payable one, irrespective of date. It should be brought up that the Agency failed the first time to effectively regulate and, as a result, will now be making double payments 20-30% of the time with no way to solve that problem currently.

· ACR might then demand that CMS instruct carriers to audit EP claims for compliance with the “separate report” requirement and complete documentation. If this happens, the Agency should be asked to clarify that it is inappropriate to bill for non-patient care, Q/A services, etc.

· ACR might demand that a separate piece of paper beyond what is contained in the ED chart be the standard for a written report. EMRs could accommodate this easily but it still would be an inappropriate policy. The Agency does not currently require a separate piece of paper to justify an interpretive service.

· The Agency could conclude, though unlikely, that services rendered on two different dates actually constitute two patient care services. This was the old policy in some states and would be similar to the way CMS allows an office visit to be paid on the day of a hospital admission, if the inpatient admission is actually done and reported on the 2nd day of the patient’s hospital stay. The regulations are clear. You don’t combine services if they are on separate dates. The same could be argued for EP interpretations vs. late specialist interpretations. This is an unlikely solution as CMS does not currently accept the argument that late interpretations are patient care unless used to treat.

· ACR has argued that CMS should allow verbal conveyance of an interpretation to the treating EP to be “implied” without documentation of it. CMS accepted verbal conveyance as proof of contemporaneous interpretation in the 1995 rules. We should vigorously oppose this as it has risk management as well as reimbursement implications. EPs might stop seeing actual written interpretations if implied verbal conveyance becomes the standard of proof. We made that argument back then and need to stick to it. There are problems with this related to risk management and billing by protocols.

· ACR might get CMS to demand times from EPs as to when they read their films so that ACR can argue “We gave it to them; it is their problem if they didn’t use it in time.” There are lots of counter arguments for this one. We should set the standard of time when a specialist’s interpretation might be useful. The ideal time would be within 30-45 minutes from film time, or a fall back proposal of delivery to the EP at least 45 minutes before discharge. The radiologist should not be allowed to determine how long a patient waits for discharge. 

 

Emergency physician groups have always held the high ground on billing for ED x-rays and EKGs but, for various good reasons we have deferred the discussion. Groups should decide if now is the time to approach the radiologists and/or EKG readers about billing for after-hours studies. It no longer will affect their income and is allowed by Medicare under current policy. It is not an easy conversation but the facts are clearer now than in a long time.

 
EXAMPLE: Meet with your radiologists, confirm that they intend to comply with the date of service rule and propose to begin billing for after hours interpretations done by you before midnight. If you learn that your radiologists read and dictate their final reports from 7am-6pm on every weekday and 7am-3pm on Saturday with no Sunday hours, you will bill only films taken after 6pm and before midnight on weekdays and after 3pm on Saturday until midnight Sunday, as these will not be read by radiology until Monday morning. You will also bill all 24 hours on holidays. 

If you learn that the radiologists are present in the hospital from 7am-6pm but only read emergency films up to 4pm, then set the hours when you bill to be 4pm-12am. You just need to know the regular hours of the radiologists. Conflicts with the radiologist’s bill will occur only when a radiologist happens to be in the hospital at an unscheduled time and happens to read ED films. 

In this example when billing after 6pm until midnight, you will bill during 63 hours a week and, with 6 holidays a year, about 3,400 hours a year, or 39% of the time. From our experience, these after hours studies result in billing, on average, about 28 claims on 100 ED patients seen. So, for an ED seeing 30,000 visits annually, 8,400 films will be billable, yielding an average of about $8 (range of $6.50-$12.50 depending on payer mix) in cash per film, or about $67,200 annually. For a group with 15,000 annual hours of coverage, this would equal $4.48 in additional income per hour of coverage.

Documenting Diagnostic Interpretive Services
Medicare manual instructions require "a separately written report which meets the hospital's requirement for an official interpretation."  An official interpretation should pertain to the completeness of the report, not the form in which it is written and should not require the creation of a separate document for billing purposes only.  While some Medicare carriers might interpret this to require a separate document to report the findings, a separate document is not necessary, so long as the ED record accommodates easily identifiable written notes or dictation contains separately formatted interpretive notes.  (See HCFA Tom Ault letter, February, 1995).

As the American College of Radiology sees it, payment is made as much for the effort of writing a report as in performing the interpretive service.  In simple terms, payment may ultimately be based on whether the emergency physician's documentation includes information that is not part of the reason for the study or the pertinent clinical result. 
Failure to provide a complete interpretation, as defined above, may result in Medicare determining that your interpretation was only a "review" of the films that would not be separately billable.

X-RAYS
· Specific worded interpretations are required and, if unclear, a note as to who provided the initial interpretation (read by me, read by EP).  State the following:
· the types of views/projections taken (PA, lateral, oblique, 3 views, 4 views, etc.)
· a specific description in precise anatomic language of the imaged organ or body area.
· the specific location and extent of any pertinent positives
· conclusions on what was suspected, what was found (e.g., no infiltrate, no definitive masses, calculi, or, no fracture/no bony deformity)

Notes like “x-ray normal”, "x-ray-no fracture", or "no acute disease", would not qualify as billable interpretations because they contain only the pertinent clinical finding and do not describe the views and anatomic location.  At least 3 comments on every chest and abdominal film and 2 comments in all other films would be the minimum possible to qualify as a professional interpretation.


For example:

-  Chest Films For A Patient Short Of Breath:

2 view chest films reveal no infiltrate, no abnormal interstitial markings and no cardiomegaly.

-  Chest Films For Patient With Generalized Complaint

PA and lateral films reveal bones: well corticated, no DJD, no lytic lesions, no rib fractures; heart size: normal; lungs: no pneumothorax, masses or hyperinflation, possible early left lobe infiltrate; mediastinum: not widened, no pneumomediastinum, hilar adenopathy or tracheal deviation; aorta: normal.

-  Abdominal Films For Generalized Complaint

3 view abdominal films (flat and upright) reveal bowel gas pattern: no ileus, obstruction, air-fluid levels or free air; kidneys: bilateral kidney shadows visualized, no mass or abnormal calcification noted; aorta: no significant calcification or enlargement visible on plain film; bones: no bony abnormality noted.

-  Ankle Films For An Injury
3 view ankle films reveal mild displacement of the ankle mortise and soft tissue swelling but no fracture.

4 view foot and ankle films reveal a displaced chip fracture of the tip of the medial malleolus of the right ankle.  The ankle mortise appears to be preserved.  There are no other osseous abnormalities noted.

-  Shoulder Films For Possible Fracture
4 view shoulder films reveal a midline clavicular fracture, no other bony deformity and no soft tissue damage.

For pre- and post-reduction films, state separate interpretations for each of the films.
EMERGENCY ULTRASOUND

Some of the radiology controversy does not apply because often the emergency physician is the only physician rendering an ultrasound interpretation, so there is no payment conflict with the radiologist. Yet, radiology wants to be certain that they are consulted when the patient needs it. This controversy is over whether or not the ED physician is adequately trained, experienced, and credentialed. Credentialing is not required for billing. Any physician may bill for medically necessary services completely documented.

Payer prejudice against emergency ultrasound, like emergency radiography, is the biggest challenge.  The best defense is a well-documented record.

The keys to payment: 

•
medical necessity

•
doing the entire service as described in CPT

•
complete documentation equivalent to a specialist

•
retained images

US codes all require “permanently recorded images” and “a final written report.” “Use of ultrasound without thorough evaluation of organ(s) or anatomic region, image documentation and final, written report, is not separately reportable.” (New to CPT 2005)

FAST exams are not separately billable if you don’t document them completely.  If all you do is check for fluid around the heart and the abdomen, then these studies can not be billed. You must document at least 2 findings in the heart and 3 in the abdomen. Other studies require at least 2 clinical comments or findings.

These are two separate studies: 93308-26, transthoracic cardiac in  2-dimensional (2D) mode, limited and 76705-26, abdominal real-time, limited. Both of these studies require a printed image. Acceptable documentation might read "Fast Ultrasound showed good cardiac activity and no pericardial fluid.  The abdomen noted that Morison's pouch has no free fluid, the bladder is full with no surrounding fluid, and splenorenal recess has no free fluid.".
Here’s what one Medicare carrier says:

“Studies that do not meet all of these criteria, no matter what equipment is used, should not be billed under diagnostic ultrasound codes (93303-93305, 93875-93990 or 76506-76999) or any other CPT codes.  As an example, an emergency room “quick look” ultrasound to assess the chest for the presence of fluid, blood, pus or a foreign body may be quite useful as an extension of the physical exam. However, it does not meet the above standards and should not be coded as 76604, US Exam, chest, b-scan. Similarly, an echocardiogram performed for the purpose of “not missing a murmur” or to evaluate clinically insignificant murmurs or other cardiac conditions should not be coded with codes 93303-93308 or 03320-93325. Medicare considers these studies to be part of the complexity of the physical examination and not separately reimbursable.”
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93308 – Echocardiography, transthoracic, real-time with image documentation (2D), with or without M-mode recording; follow-up or limited study.

76705 – Ultrasound, abdominal, B-scan and/or real-time with image documentation; limited (e.g. single organ, quadrant; follow-up).

76930 – Ultrasound guidance for pericardiocentesis

76937 – Ultrasound guidance for vascular access (see documentation requirement in CPT)

76942 – Ultrasound guidance for needle placement (aspiration, etc.)

There is no prohibition on hand-carried units, so long as documentation is appropriate.  Documentation must follow code descriptions carefully (A-mode, M-mode, B scan/2-D, real-time scan, organs, etc.).

Most emergency exams are Limited: “limited number of organs or portion of region evaluated… does not… attempt to evaluate all the structures that comprise the complete exam.”  “In some emergency clinical situations a limited echocardiographic study may be performed primarily.” (New to CPT 2005)

EKGs

· Document the interpretation of the tracing in a separate section of the ED chart.

· For EKGs, the interpretation must include appropriate comments on any 3 of the following 6 elements: (1) the rhythm or rate (2) axis, (3)intervals, (4) segments, (5) notation of a comparison with a prior EKG if one was available to the ED physician, and (6) summary of clinical condition.

"An EKG with interpretation must have the full graphic tracings with formal written or printed interpretation on file for review.  The interpretation should appear on the designated sections of a page formatted EKG or written in the clinical records.  Interpretations should include appropriate comments on rhythm, axis intervals, acute or chronic changes and a comparison with the most recent tracing.  While every single parameter is not required for each tracing, the appropriate measurements must be mentioned if the purpose of repeated EKGs is to monitor the effects of a given parameter, e.g., the QT interval.


Medicare CAC, June 1995
For example:

-
EKG reveals normal sinus rhythm, no axis deviation, no acute changes.

-
EKG reveals normal axis and intervals, no previous EKG for comparison.

-
EKG reveals atrial fibrillation, rapid ventricular response, non-specific ST-T wave changes

-
EKG reveals normal sinus rhythm, normal axis, T-wave inversion in V3 and V4 and T-wave flattening and high laterally.  No EKG was available for comparison.

-
EKG reveals normal sinus rhythm with rate of 66, PR and QRS intervals within normal limits, some QRS complexes in lead III and T-wave abnormalities in I and aVL, but when compared to prior EKG there is no acute change noted.

RHYTHM STRIPS

Rhythm strip interpretations cannot be billed when they are done at the same time as a full EKG. However, they can be billed when performed at a time different than the EKG and when the medical necessity of the rhythm strip is clear. When clearly necessary, each may be billed separately. Documented change in a patient’s condition or response to medication would allow separate reporting of a rhythm strip after an EKG was done.
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