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Learning Objectives 
• Identify what tools exist to support Physician coding compliance 
• List tools that are the most critical for coding compliance 
• Determine who should use the tools and how to do so 
• Questions/Answers 

Physician Fee Schedule Payment Schedule  

Annual Final Rule 
Published in Federal Register, but you must check CMS website for accurate and updated 
RVU files. 
RVU Zip contains a record layout file that contains excellent definitions and formulas 
(easier than mining through the FR) 
Watch for Federal Register Corrections as well ! 
Source: http://www.cms.hhs.gov/PhysicianFeeSched/ 
 



RVU Files 

 

2008 Physician Fee Schedule Changes 
• Proposed Rule Published 07/12/2007  

o Work component of anesthesia services increased by 32%  
o Revisions to ASP Drug pricing under Part B 
o Updates to  the Geographic Practice Cost Indices (GPCI) to reflect more 

recent data. 
o Extends voluntary quality reporting bonus payments into 2008.  
o Strengthens licensing and certification requirments for physical and 

occupational therapy services. 
o Updates Comprehensive Outpatient Rehabilitation Facilities (CORFs), to 

reflect payment under the MPFS.   
o Adds neurobehavioral status exams to the list of telemedicine services 

eligible for Medicare payment.  

2008 Physician Fee Schedule Changes 
• Adds certain ophthalmologic imaging procedures to the list of procedures where 

technical component of imaging procedures is subject to Outpatient PPS Cap.  
• Modifies the requirements under the competitive acquisition program (CAP) for 

Part B drugs for verifying that a drug ordered by a physician has been 
administered.  

• Requires hemoglobin or hematocrit data on claims for drugs used to treat anemia 
secondary to anticancer treatment.   

• Modifies physician self-referral provisions to close loopholes that have made the 
Medicare program vulnerable to abuse.  

• Modifies enrollment standards for Independent Diagnostic Testing Facilities 
(IDTFs).  



• Eliminates the exemption for computer-generated faxes from the e-prescribing 
standards.  

 

Electronic Calculators 
• Calculate your payment from the RVU files, 

download carrier payment files, or use 
electronic calculators 

• Free Calculators are available as well as 
commercial calculators. 

 

CMS RVU Lookup tool:  
�http://www.cms.hhs.gov/PFSlookup/ 

AMA RVU Lookup tool:  
�https://catalog.ama 

assn.org/Catalog/cpt/cpt_search.jsp?_requestid=600331  



MedPac Report 
Payment Basics  
Source: 
http://www.medpac.gov/publications/other_reports/Sept06_MedPAC_Payment_Basics_P
hysician.pdf 

 

Claims Processing 

Free On-Line Claims Training Resources 
Free On-Line Training Videos 
Medicare Program Training: 
http://www.cms.hhs.gov/NationalMedicareTrainingProgram/ 
 
Contractor Training: 
http://www.highmarkmedicareservices.com/partb/outreach/cds-modules.html 
http://www.wpsmedicare.com/provider/tutorials.shtml 



Free-Standing vs Hospital Claim Process 

Place of Service “11” Office Place of Service “22” Hospital 
Outpatient Clinic 
 

No Site of Service Differential Site of Service Differential  

 
 

 



CMS Claims Processing Manual (100-04) 
Need to access and frequently review Chapter 12. 
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• 10 - General 
• 20 - Medicare Physicians Fee Schedule (MPFS) 
• 30 - Correct Coding Policy 
• 40 - Surgeons and Global Surgery 
• 50 - Payment for Anesthesiology Services 
• 60 - Payment for Pathology Services 
• 70 - Payment Conditions for Radiology Services 
• 80 - Services of Physicians Furnished in Providers or to Patients of Providers 
• 90 - Physicians Practicing in Special Settings 
• 100 - Teaching Physician Services 
• 110 - Physician Assistant (PA) Services Payment Methodology 
• 120 - Nurse Practitioner (NP) And Clinical Nurse Specialist (CNS) Services 
• 130 - Nurse-Midwife Services 
• 140 - Certified Registered Nurse Anesthetist (CRNA) Services 
• 150 - Clinical Social Worker (CSW) Services 
• 160 - Independent Psychologist Services 
• 170 - Clinical Psychologist Services 
• 180 - Care Plan Oversight Services 
• 190 - Medicare Payment for Telehealth Services 
• 200 - Allergy Testing and Immunotherapy 
• 210 - Outpatient Mental Health Limitation 
• 220 – Chiropractic Services 

Carrier Comparative Billing Reports (CBR)  
Medicare Contractors have an obligation to assist providers in complying with Medicare's 
coverage, coding and medical review related billing and claim rules. The Centers for 
Medicare and Medicaid Services (CMS), instructs contractors to develop and issue 
Comparative Billing Reports (CBRs). The issuance of Comparative Billing Reports can 
be accomplished in three ways.  
 
1) To address potential over-utilization, contractors may give provider-specific 
comparative billing reports to those providers that demonstrate the highest utilization for 
the services they bill.  
 
2) In order to provide good customer service, contractors may give provider-specific 
reports to providers or provider associations who request such a report. 
 
3) Contractors may post service-specific comparative billing reports to their Web sites. 
 
Sample URLS: 



http://www.highmarkmedicareservices.com/partb/reference/cbr/index.html 
http://www.medicarenhic.com/cal_prov/articles/CBRgeneral_0905.htm 
http://www.oknmmedicare.com/provider/compbillrpt.asp 
http://www.connecticutmedicare.com/Part_B/Comparative_Billing_Report/index.asp 

Managing Denials 

Example Denial Reports 
Sample URLS:  
http://www.hgsa.com/professionals/providerdata/ds_01-2005-12-2005/cover.html 
http://www.lamedicare.com/provider/datanaly/top25dens.pdf 
http://www.trailblazerhealth.com/ 
 

LA Medicare Part B Denial Report Example 
Diagnosis Coding 
Misrepresentation 
Truncated 
Misuse of primary code 
Not reporting additional codes 
Problem list 
Invalid code 
Inconsistent with procedure, sex or age of patient 
Scenarios 
Assigning a diagnosis strictly for payment purposes 
Using only diagnosis codes from LMRPs 

Example: Top 10 Procedures Denied  (General Surgery ) 
• Duplicates (Claims submitted are exact duplicates of previous claims submitted) 
• Missing/Incomplete/Invalid Group 
• Beneficiary Eligibility (patient does not have Medicare eligiblity) 
• Medicare Secondary Payer (MSP) 
• Claim Not Covered by This Payer/Contractor (submitted to wrong payer) 

 
• Medical Necessity (not reasonable and necessary for the Dx or treatment – ABN) 
• Non-Covered Services (services Excluded by Medicare) 
• Routine Care 
• CCI Edit Issues 
• Bundled Services (services included in allowance of another procedure) 
• Invalid Procedure Code/Modifier Combination 

 



Auditing & Monitoring: Coding 

Data Sources to Support Auditing and Monitoring 

Internal data sources 

External/industry data for monitoring/benchmarking (AAMC) 
• Utilization: Carrier Specific Reports  
• Utilization: CMS Physician/Supplier National Part B Extract Summary System 

(BESS) Data 
o Provides “raw” data by Medicare Specialty Designation (e.g. Dermatology 

07, Cardiology 06, etc.) 
o Illustrates CY allowed charges/allowed payments and utilization by CPT 

code 
• MGMA 2004 Coding Profile Sourcebook (Physcape) 

o Surgical Specialties, Pathology & Radiology 
o Medical Specialties 
o Primary Care Specialties 

 

Other External Sources 
• Data mining methodologies should take into consideration other relevant 

information 

Office of the Inspector General (OIG)  
• OIG Work Plan focus areas 
• Improper Medicare Fee-for-Service Payments 
• Reviewing the various clinical scenarios  

OIG Work Plan Focus Areas (2007) 
• Physician Pathology Services  
• Cardiography and Echocardiography Services  
• Physical and Occupational Therapy Services  
• Evaluation of "Incident to" Services 
• Wound Care Services  
• Eye Surgeries 
• Medicare Reimbursement for Polysomnography 
• Part B Mental Health Services 
• Advanced Imaging Services in Physician Offices 
• Place of Service Errors 
• Billing Service Companies  
• Potential Duplicate Physical Therapy Claims 
• Violations of Assignment Rules by Medicare Providers 
• Review of Evaluation and Management Services During Global Surgery Periods  
• Psychiatric Services Provided in an Inpatient Setting  



• Long Distance Physician Claims Associated with Home Health and Skilled 
Nursing Facility  Services  

 

CERT reports  
Sample URLs: 
http://www.palmettogba.com/palmetto/CERT.nsf/Attachments/85256F7A005C5F9C852
571E900424239/$FILE/CERT+Advisory+09-14-2006.pdf 
http://www.mutualmedicare,com/cert/findings.html 
 
 
 

Ex CERT Report Findings 
Includes the Top 20 CMS Upcoding Errors - Carriers 
Note: Of the 20, the Top 5 were E/M services 
 
Service Billed to Carrier    Paid Claims Error Rate 

• Initial inpatient consult (99255)   19.7%  
• Office/outpatient visit, est (99215)   18.6%  
• Office/outpatient visit, new (99204)  18.5%  
• Office consultation (99245)    17.5%  
• Office/outpatient visit, new (99205)   15.5%  
• Nursing facility care (99303)    15.2% 

 
EX: CERT Over and Undercoding Errors for Established Patient Visits 
This slide points out that 99215 should be a priority for review by the practice.  The 
CERT review shows not undercoding in this category by a significant amount (17%) of 
over coding occurs with this code.  Practices should verify that the documentation is 
present to support this level of service rendered. 
 
EX: Overall Denial Reasons 

• Requested information was not Received 
• Insufficient Documentation 
• Billing for Non-covered Services 
• Incorrectly coded 
• Not Rendered Service. 

 
EX: CERT E/M Overcoding Errors (May 06) 

• For most of the coding errors, the medical reviewers determined that providers 
submitted documentation that supported a lower code than the code submitted (in 
these cases, providers are said to have overcoded claims). 

• This chart presents the top 3 levels for OP Consultations, Established Patient and 
New Patient E/ M Services and the percentage of overcoding determined under 
CERT report for May 2006. 



This chart points out that New Patient visit levels 3 – 5 should be a target area for 
physician practice reviews. 
 
EX: Evaluation & Management (E/M) Services Hospital Daily Care Analysis CPT 
Code 99232 
 

 

 

 

 

 

 

 

 

 

 

Probe results published by Part B Carriers 
Sample URLs:  
http://www.wpsic.com/medicare/provider/pdfs/emwkbk.pdf 
http://www.humana.com/providers/bullins.asp 
http://www.oknmmedicare.com/provider/viewarticle.aspx?articleid=2495 
http://www.oknmmedicare.com/provider/mr/probereview.asp 

Example: Part B Carrier Probe  
• Wisconsin Physician’s Service (WPS) 
• Jurisdiction over Wisconsin, Illinois, Michigan and Minnesota 

o Purpose to identify or confirm potential billing issues 
o Performed on a prepayment basis allows review of current billing 

practices  
o Reviewed100 randomly selected claims from each of the four states  
o No more than 5 claims are selected from a single provider, which assures 

that at lease 20 providers’ claims will be in a state’s sample 
o After review, the state findings are compiled, identifying the main issues 

found 
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1996 597 266 44.6%

1997 1,159 350 30.2%

1998 911 181 19.9%

1999 837 279 33.3%

2000 881 270 30.6%

2001 964 146 15.1%

2002 488 179 36.7%



Providers involved in the probe receive a general education letter listing 
the overall findings of the probe 

o Focused probe on CPT codes 99213 (office/established patient) and 99232 
(hospital/daily care) 

 
WPS Probe Findings 
Michigan:  Overall error rate for CPT code (99213)    22.10% 

• Requested records not received:     18.15% 
• Documentation does not support services billed:    1.04% 
• Services not billed under appropriate procedure code:  1.04% 
• Service not documented in medical record:    0.98% 
• Documentation supports a lower level of care than service billed:  0.88% 

 
 
Minnesota:  Overall error rate for CPT code (99232)    51.39% 

• Requested records not received:     34.95% 
• Services not documented in record:     14.06% 
• Documentation supports a lower level of care than services billed: 2.38% 

Example: Humana High-Intensity Claims Review 
Source: http://www.humana.com/providers/bulletins.asp 

Following is a summary of what our process for reviewing high-intensity E&M claims is:�

• We review claims from physicians whose high-intensity E&M claims coding practice is 
above the 75th percentile for their specialty as compared to Milliman and Robertson 
(M&R) data. Our review is focused on all lines of business, except the following:�

o For both participating (in-network) and for nonparticipating (out-of-network) 
physicians, we will exclude Administrative Services Only (ASO) claims from 
review.�

• We are reviewing the following eight E&M codes:�

o New patient examinations (99204 and 99205)�
o Established patient examinations (99214 and 99215)�
o Consultations (99244 and 99245)�
o Emergency room physician services (99284 and 99285)��

• We will review biannually the list of participating and nonparticipating physicians whose 
coding practices are above the 75th percentile for their specialty.�

• Humana will not routinely require claim-by-claim medical record justification for any 
physician whose coding practice is below the 75th percentile for his/her specialty. If 
Humana’s review demonstrates that medical records consistently support high-intensity 
claims submitted by a particular physician, that physician also will be exempt from 
ongoing focused review.�



• Physicians may also submit related medical records at the time of claim submission. Due 
to our system’s limitations, some physicians who submit medical records at the time of 
claim submission might still receive a subsequent letter requesting medical records, 
which should be ignored. To facilitate prompt payment of appropriate high-intensity codes 
billed, we encourage you to submit records at the time a claim is submitted.�

Example: PBSI Initial Hospital EM Services Probe 
 
Initial Hospital Evaluation and Management services accounted for 4.6% of the total 
CERT errors for the Arkansas Medicare Coverage Areas for the time period December 
2004 through April 2005. Service incorrectly coded accounted for 70.6% of the errors 
and insufficient documentation accounted for 29.4% of the errors. Data analysis was 
performed in each state to determine which specialties and codes exceed the nation in 
allowed services per 1000 beneficiaries with the potential for a significant savings to the 
Medicare Program. In Oklahoma, Specialty 01 (General Practice) and 08 (Family 
Practice) were identified as outliers in distribution analysis with a significant potential for 
savings to the Medicare Program based on data for July – December 2004. Medical 
Review will perform one widespread probe on procedure code 99222 for specialties 01 
and 08 in OK.  
The Carrier will evaluate the provider community for billing practice changes after 
widespread education in FY 2005 and establish a baseline error rate with widespread 
probe reviews. As a result of this evaluation, Medical Review will identify potential 
service specific or provider specific probes/prepay medical review audits as appropriate. 
To ensure that providers are knowledgeable of coverage, coding, and billing 
requirements, LPET will publish the results of the probe reviews in the state-specific 
sections of the Medicare Providers’ News and in an article on each state’s web site. LPET 
will conduct seminars on Evaluation and Management services in the first and third 
quarters in all states in the Arkansas Medicare Coverage Area. 

Monitoring E&M Code Level Distributions 

Other EM Tools 
Physician’s Practice Decision Tool:  
http://www.physicianspractice.com/index/fuseaction/tools.details/activityType/calculator
s/tool/114.htm  
Physician’s Practice  Benchmark Tool: 
http://www.physicianspractice.com/index/fuseaction/tools.details/activityType/calculator
s/tool/1.htm 
 



CMS BESS Data File 
Source: 
http://cms.hhs.gov/NonIdentifiableDataFiles/03_PartBExtractSummarySystem.asp 
 
The data sets are summarized by meaningful Healthcare Common Procedure 
Coding/Current Procedural Terminology, (HCPC/CPT), code ranges. Brief descriptions 
for the code ranges and modifiers are provided in the readme file. The data set name 
contains the year followed by a five character sequence that is the HCPC/CPT code. This 
HCPC/CPT code corresponds to the first HCPC/CPT in the selected code range of 
disciplines. Within each code range are, procedural, condition, or description 
subheadings. Each data set displays the allowed services, allowed charges, and payment 
amounts by HCPC/CPT codes and prominent modifiers. These reports will only illustrate 
the modifiers where duplicative claim submissions occur. This is to avoid duplicate 
counting of services. Utilization for modifiers not affected by duplicative counting are 
collapsed into the Other category on the reports. Therefore, not all Centers for Medicare 
& Medicaid Services (CMS) published modifiers are illustrated. The file is updated 
annually and usually available by September for the previous year. 



Medicare Utilization Data 
Source:  
http://www.cms.hhs.gov/MedicareFeeforSvcPartsAB/04_MedicareUtilizationforPartB.as
p 
Medicare utilization statistics for Part B (Supplementary Medical Insurance SMI) are 
included in the Downloads area below.  Medicare utilization statistics for Part A & B 
including Medicare Provider Analysis and Review (MEDPAR) of Short-Stay Hospitals 
are included in the links on the left hand margin.  
 
Pull reports for: 

• Top 200 Level I Current Procedural Terminology (CPT) Codes 
• Top 200 Level II Healthcare Common Procedure Coding System (HCPCS) 
• Top 100 Lab Procedures 
• Medicare Leading Part B Procedure Codes Based on Allowed Charges 
• Evaluation and Management (E&M) Codes by Specialty 
• Expenditures and Services by Specialty 

 



Example: CMS Top 200 Level I (CPT) Codes 
Ranked by 
Services CPT Allowed Charges Allowed Services 

1 99213 $5,665,660,691 110,532,743 

2 36415 $196,779,343 65,634,568 

3 99214 $4,789,520,816 59,193,056 

4 99232 $2,869,328,062 51,237,538 

5 97110 $943,809,537 33,090,747 

6 85025 $317,878,234 29,607,281 

7 99212 $923,937,935 24,921,546 

8 80053 $262,066,867 22,450,038 

9 85610 $114,148,110 20,846,036 

10 93010 $184,538,819 20,245,635 

11 80061 $281,680,988 19,850,819 

12 71010 $198,283,355 19,355,653 

13 99231 $648,143,920 19,106,412 

14 99233 $1,444,265,886 18,011,818 

15 71020 $292,593,914 17,055,790 

16 88305 $1,059,485,515 16,394,980 

17 17003 $157,336,515 15,583,869 

18 97140 $355,589,216 13,057,198 

19 98941 $461,140,344 12,961,593 

20 84443 $287,571,424 12,285,691 

21 93000 $287,850,806 10,456,957 

22 95004 $43,994,800 10,264,523 

23 99211 $213,843,975 10,257,433 

24 83036 $138,077,766 10,218,468 

25 90658 $117,065,427 10,156,397 

26 99312 $554,205,302 9,990,350 

27 80048 $98,082,872 9,936,969 

28 92014 $912,870,113 9,771,311 

29 98940 $192,898,170 7,604,344 

30 93320 $369,555,957 7,482,182 

31 93325 $411,136,087 7,418,045 

32 99215 $865,026,099 7,291,663 

33 93307 $825,202,803 7,263,459 

34 99285 $1,078,491,103 7,097,240 

35 92012 $447,348,182 6,934,611 

36 11721 $266,079,512 6,729,620 

37 81000 $28,922,391 6,550,610 

38 99238 $443,368,060 6,311,131 

39 95165 $54,091,284 6,005,833 

40 97035 $74,173,170 5,990,414 

41 97530 $182,597,916 5,986,509 

42 99244 $997,793,893 5,865,883 

43 99254 $832,781,058 5,792,351 

44 99223 $900,055,268 5,738,510 

 



Top 20 Services with Incorrect Coding Errors: Carriers/FIs/QIOs 
Source: 
https://www.cms.hhs.gov/apps/er_report/sortable_tables.asp?sortwhich=1&from=public
&table_id=T0002&reportI 
D=6&which=long&direction=down 

 

National Correct Coding Initiative 
Source: tables are available at CMS or from NTIS; Correct Coding Policy Manual is 
available from NTIS. 
http://www.cms.hhs.gov/NationalCorrectCodInitEd/NCCIEP/list.asp 
http://www.ntis.gov/products/families/cci/index.asp 
The purpose of the CCI edits is to ensure the most comprehensive groups of codes are 
billed rather than the component parts. Additionally, CCI edits check for mutually 
exclusive code pairs. These edits were implemented to ensure that only appropriate codes 
are grouped and priced. The unit-of-service edits determine the maximum allowed 
number of services for each HCPCS code. 
 



 

Closing Remarks 
• Designate a specific resource to monitor and document regulatory changes 
• Utilize listservs (CMS, OIG, etc.) to assist keep upbreast of changes 
• Become proficient in using the Web as resource 
• Access & review Chapter 12 CMS Claims Processing Manual on a regular basis 
• Establish a central library/repository to maintain and regulatory changes that will 

impact your organization 
• Analyze changes to determine if policy and procedure revisions are warranted 
• Communicate changes in regulations on a timely basis 
• Establish a sound auditing and monitoring program 

 

Questions/Answers 
For more information contact: 
 

• Rayellen Gillis 
o RGilles@mediregs.com 

 
• Georgette Gustin 

o Georgette.gustin@us.pwc.com 
 


