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CMS tears down walls for

physician supervision
New definition of ‘immediately available’
eases burden, creates new challenges

More physicians should be able to provide supervision
for outpatient procedures after CMS finalized a change to
its physician supervision requirements in the 2011 OPPS
final rule, released November 2, 2010.

Beginning this year, CMS is removing the words
“in the hospital” from the definition of “immediately
available,” meaning CMS will no longer require physi-
cians to be present in every off-campus provider-based
department (PBD).

The meaning of the phrase “immediately available”
will not change per se, says Debbie Mackaman, RHIA,
CHCO, regulatory specialist for HCPro, Inc., in Danvers,
MA. CMS clarified in the rule that it continues to mean
physically present, interruptible, and able to furnish as-
sistance and direction throughout the performance of

the procedure. “The change is that the walls have come
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down and the same rules will apply to on-campus and

off-campus services,” Mackaman says.

New flexibility

That change offers a lot of flexibility to hospitals,
says Kathy Dorale, RHIA, CCS, CCS-P, vice president
of HIM at Avera Health System in Sioux Falls, SD. Avera

includes 28 hospitals,
"The change is that the

walls have come down

24 of which are criti-
cal access hospitals
(CAH).

“It honestly does

and the same rules will
apply to on-campus and

off-campus services."
help us by loosening
—Debbie Mackaman,

RHIA, CHCO

those boundaries of

what it does mean to
be immediately available,” Dorale says. Now a physician
can supervise a service in the department off the campus
of the hospital, such as a clinic across the street. Avera
and many Midwest CAHs use that type of setup, so the
change will help those hospitals, she says.

Facilities with off-campus cardiac and pulmonary
rehab programs will also benefit from the change, says
Dorale. The statutory language does not provide flexibi-
lity on the type of practitioners required to provide the
supervisory function for the cardiac and pulmonary re-
hab programs, but it does allow flexibility regarding where
the physician can be located.

For the hospitals that buckled down in 2010 and
looked at whom they had on staff designated as the su-
pervising physician or nonphysician practitioner (NPP)
and where they were located for on-campus services or
services provided in the hospital, loosening the bound-
ary won't have as much of an impact as it will for off-
campus departments where additional staff may have

been put in place in 2010 to meet the requirement of the

> continued on p. 2
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Physician supervision

< continued from p. 1

physician or NPP needing to be in the department, says
Jugna Shah, MPH, president of Nimitt Consulting in
Washington, DC. Facilities that weren’t meeting the re-
quirements for 2010 should consider themselves behind
the eight ball, says Shah, because the 2011 final rule pri-
marily reiterates CMS’ expectation that direct physician
supervision is required. However, facilities struggling to
meet the off-campus requirement should find some re-
lief from the changes for 2011.

“Everyone who had their ducks in a row in 2010 can
now take a step back and use the changes CMS has final-
ized for 2011 to reevaluate what they have in place and
if they have opportunities to make different staffing deci-
sions,” says Shah. “For folks who have been struggling to
comply, this rule should make clear that CMS is sticking
to its guns, and that means they need to shore things up
because we can expect this issue to come under review in
future audits. Rest assured that while CMS may look the
other way with respect to monitoring compliance with its
direct physician supervision rules for time periods prior to
2009, there is definite risk for 2010 and 2011.”

Prior supervision requirements

CMS previously made several changes to its physician
supervision requirements in the 2010 OPPS final rule.
In it, CMS permitted NPPs (e.g., physician assistants,

nurse practitioners, clinical nurse specialists, certified
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nurse-midwives, clinical social workers, and clinical
psychologists) to provide direct supervision for hospital
outpatient therapeutic services when their state license
allows them to do so. This provision continues to apply
in 2011.

The 2010 definition of “immediately available” required
a physician or NPP to be in the department for off-cam-
pus PBDs, such as an off-campus wound care clinic. RNs
with special training usually performed the wound care;
however, CMS required a physician or NPP to be in the
department. They could be seeing other patients or doing
paperwork, for example, as long as they could be imme-
diately available. But for many providers, this was likely
an additional cost given that each off-campus PBD was
required to have a physician or NPP available, which in
many cases may have meant the individual was unable
to provide other services.

For off-campus PBDs with a number of departments, a
supervising physician had to be present in each of those
departments to meet the letter of the law. For those off-
campus PBDs, the elimination of any reference to a phys-
ical boundary within which the physician or NPP must be
could free up certain staff, resulting in cost savings. This
is an opportunity for hospitals to think differently about
staffing, and it achieves CMS’ desire to provide some ad-
ditional flexibility to hospitals, Shah says.

For example, if a hospital has seven departments in an
off-campus location, the supervising physician or NPP
had to be in each department to meet the supervision
requirements for 2010. “With the changes for 2011, in-
stead of having seven different people providing direct su-
pervision, the facility may be able to have three or four

people,” Shah says.

New supervision requirements

The change in the definition of “immediately available”
gives hospitals more leeway in scheduling physicians and
NPPs for off-campus departments. However, the physi-

cian or NPP responsible for providing supervision still
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needs to be immediately available. The physician or NPP
needs to know what services he or she is supervising, who
is providing the service, and when that service is being
performed.

Communication with the supervising practitioner at
off-campus locations will be critical, says Mackaman. Fa-
cilities will need to put some type of organizational sched-
uling in place so that staff members don’t simply assume a
physician in another department is providing supervision.
Schedulers will also have to look at what types of proce-
dures are planned when a physician is responsible for pro-
viding supervision.

“They cannot be scheduled for a procedure that can’t be
interrupted during the time the wound care is being pro-
vided or they cannot be so far off campus—for instance, at
the gym 10 miles away with the cell phone turned off—
that they cannot respond ‘without lapse of time,” ” says

Mackaman.

Strategies for meeting the requirements

CMS’ decision to back away from the boundary re-
quirement provides hospitals with more options for how
and when they deliver services. However, the onus is
still very much on hospitals because, if audited by CMS,
RAGCs, or others, they will need to be able to prove who
the supervisory physician or NPP was and how that per-
son met the requirement of being immediately available,
including that he or she could be interrupted.

In order to meet the challenges of 2010 final rules, the
medical staff and compliance officers at Avera reviewed
scheduling patterns to come up with staffing solutions
that would not compromise the delivery of patient care
while meeting the CMS regulations, Dorale says. Quite
honestly, sometimes this was difficult, especially in a
CAH setting. Luckily, CAHs received an exemption in
2010 that has been extended into 2011. With CMS re-
moving the words “in the hospital” from the supervision
requirements, facility staff members will be able to see
who is available in the clinic setting as well, Dorale says.
This is a big win for all hospitals, but especially for CAHs

and small rural hospitals.
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Each facility will have different criteria and staffing
situations, so no one-size-fits-all solution exists. When
determining whether the facility is meeting the supervi-
sion requirements, Mackaman suggests considering the
following areas, among others:

» Who is responsible and on which days?

» What are the department’s hours of operation?

» How will staff contact the supervising practitioner
if he or she is not in the department?

» What is the expected response time?

» What are the limitations of where the supervising
practitioner can go when he or she is responsible

for supervision?

Immediately available

CMS’ decision to remove the words “in the hospital”
from the physician supervision requirements provides
additional latitude with staffing, but “CMS still does not
define ‘immediately available’” with respect to time or
distance, which is a good thing,” says Shah.

"Because CMS is not defining ‘immediately available’ in
terms of a particular location or duration, each individual
hospital is going to have to decide how that is defined,”
Dorale says. “They are going to have to look at where their
supervisory physicians would be located and if they feel
that meets the requirements of the final rule.”

However, HIM and compliance staff can find clues re-
garding CMS’ expectation of what “immediately available”
means. For that reason, Shah recommends that compli-
ance staff at every facility should read the actual language
in the rule.

For example, CMS states that it would be “neither ap-
propriate nor immediate” for the supervising physician
or NPP to be so physically far away that he or she could
not intervene right away.

“CMS references the idea that the physician or NPP
should be able to intervene right away several times and
in different ways, which is a clue,” Shah says. “I think
it’s a pretty strong statement when CMS says it would
be neither appropriate nor immediate if the designated

> continued on p. 4
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Physician supervision

< continued from p. 3

supervising individual could not intervene right away.”
These statements are just another example supporting
CMS’ direct comment about how it is not relaxing the
requirements around immediately available.

CMS is not going to define time or distance, so every-
one needs to use common sense. Staff members know
where the departments are and what the physical space
looks like, so they should be able to determine what
meets this litmus test of being available right away.

“Hospitals need to ask, ‘If we were audited, could we
prove who the supervisory physician or NPP on staff
was at the time and defend that these people were im-
mediately available in the sense that they were able to
intervene right away?’ ” Shah says. “I think there is go-
ing to come a day when hospitals are going to have to
defend it.”

ED physicians providing supervision

Over the years, many have simply assumed that ED
physicians in the hospital would be able to provide the
necessary direct supervision. In the 2011 OPPS final rule,
CMS talks about how an ED physician could be the one
who is providing the supervision, but that each hospital
needs to evaluate this. CMS is allowing flexibility, but
hospitals need to be very careful, says Shah. “This is not
something automatic, so no one should just assume their
ED staff are always immediately available per CMS’ guid-
ance on what that means.”

If an ambulance pulls up in the middle of the night to
a small hospital with one ED physician on staff, that per-

son is now tied up and likely not able to interrupt what
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he or she is doing to provide direct supervision to an
observation patient who has turned for the worse or a
patient who has a reaction to medication, Shah says. De-
pending on the services your facility provides, the hours
it provides them, the existing staff, and the capacity of
the ED and other departments, you may be able to des-
ignate someone in the ED as the supervisory physician
or NPP, especially after hours. But during the day, the ED
may be too busy to respond to requests from other de-
partments to provide the necessary supervision.

“Some key decision-making items include what your
book of business is, the hours you are open, and the over-
all volume of business you have,” says Shah.

Patients receiving infusion therapy could have a re-
action to a medication. The nurse must be able to pick
up the phone and call the supervising physician or NPP.
That individual would need to be available to attend to
the patient in person and possibly change the course of
treatment. “If a physician in your ED is tied up with an
emergency and can’t interrupt what he or she is doing
and cannot intervene right away, then you have a prob-
lem,” Shah says.

As a result, staff members need to know who else is
available. Since the physician or NPP does not have to be
in the department at all times, hospitals have some flex-
ibility with where they are located, as long as they are
immediately available and interruptible. “These are the
two keys now that guide everything with respect to di-
rect physician supervision requirements for the vast ma-
jority of outpatient therapeutic services,” says Shah.

For a CAH or small rural hospital, the opportunity will
now exist for hospital staff to initiate their policies and pro-
cedures for contacting additional physician and nonphysi-
cian staff, no matter where their location, as long as they
are “immediately available” and can be physically present
to furnish assistance, says Dorale. “The physician could
be two blocks from the main campus, in their own home,
and still be immediately available. This is the reality of ru-

ral America.” i
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This Month’s Coding

Declotting code describes service
ﬂ There is a new method of administering declot-
ting medication, via an infusion instead of an injec-
tion. When declotting a vascular access device (VAD)
during a two-hour infusion, is charging for IV infusion
16-90 minutes and IV infusion, additional hour appro-
priate? Or should we charge only declotting VAD code
365937

u Examples of thrombolytic agents include Activase®,
Eminase®, Retavase®, and Streptase®.

Instructions for use of the CPT Manual state in the
introduction on p. x that CPT codes are determined by
“[s]elect[ing] the name of the procedure or service that
accurately identifies the service performed.”

When a VAD or catheter is declotted during a two-
hour thrombolytic infusion, the CPT code that most
accurately describes the service is 36593, not 96365
or 96366. It is important to note that the descriptor

. U
i

for code 36593 (declotting by thrombolytic agent of
implanted access device or catheter) does not state that
it is an infusion or injection, which allows the coder to
use it for either methodology.

If sequential administration of the thrombolytic agent
occurs during the same treatment session, 36593 is a sin-
gle line-item charge; however, “36593 ... may be reported
more than once per day with modifier -59 when defined
separate declots take place” (CPT Assistant, December 2009,
vol. 19, No. 12, p. 11).

Refer to your current CPT Manual for complete code

modifiers and descriptors.

Procedures performed during observation

] When counting observation hours on the facility side,
are hospitals required to deduct time when a patient

goes to radiology for a CT scan? Must hospitals deduct IV

infusion time or any other procedure time?

> continued on p. 6
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< continued from p. 5

u The requirement to deduct time from the total time a
patient spends in observation under active evaluation,
monitoring, and diagnostic workup is not as cut-and-dry
as most would prefer.

The Medicare Claims Processing Manual, Chapter 4,
§290.2.2, “Reporting Hours of Observation,” addresses
this matter. In situations where a patient undergoes di-
agnostic testing in an outpatient hospital department,
preparation services furnished prior to testing and re-
covery afterward are included in the payments for the
diagnostic services. The manual further states that ob-
servation services should not be billed concurrently
with diagnostic or therapeutic services for which active
monitoring is part of the procedure (e.g., colonosco-
py, chemotherapy). In situations where such a proce-
dure interrupts observation services, hospitals should
record for each period of observation services the begin-
ning and ending times during the hospital outpatient
encounter and add the length of time for the periods of
observation services together to calculate the total num-
ber of units reported on the claim for the hourly obser-
vation services HCPCS code G0378.

Access the manual at https://www.cms.gov/manuals/
downloads/clm104c04.pdf. Refer to p. 185/213.

Also refer to CMS FAQ 9974, published January 26 and
updated July 7. The question asks whether a hospital may
report drug administration services, such as therapeutic in-
fusions, hydration services, or IV injections, furnished dur-
ing the time period when observation services are being
reported. Not surprisingly, CMS” answer is not as straight-
forward as most would prefer.

The answer to whether the time devoted to provid-
ing diagnostic or therapeutic services must be subtracted
from the total calculated time for observation reporting
hinges on whether the provided service requires active,
separate monitoring. CMS’ answer indicates that in the
case of drug administration services, active monitoring
depends on the type of drug administration service, the

specific drug administered, or the needs of the patient.
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Access the FAQ at https://questions.cms.hhs.goviapp/
answers/detail/a_id/9974/~/may-a-hospital-report-drug-
administration-services-such-as-therapeutic.

In general, the determination of whether you should
carve time devoted to diagnostic or therapeutic services
from the calculation of the total time the patient spends
in observation rests with the provider.

Create a hospital-specific policy for staff regarding the
need to record time spent performing diagnostic or ther-
apeutic services that meet the definition of active mon-
itoring and should be deducted from the total patient

calculated time spent in observation.

Billing for insulin sometimes permissible

H I know insulin is a medication that patients give
themselves at home; however, may we bill for insulin

administered to an ED patient by an ED nurse? Please

explain.

u A self-administered drug is one furnished to a pa-
tient in the outpatient setting for therapeutic pur-
poses that is usually administered by the patient and is
not integral to the performance of a treatment or a proce-
dure. Typically, insulin is considered one of these self-ad-
ministered drugs and would be excluded from Medicare
coverage.

In CMS' Transmittal CR 6950, etfective July 30, 2010,
CMS has updated the information related to determin-
ing self-administration of drugs and biologicals. In this
transmittal, CMS has indicated that, without evidence
to the contrary, MACs should presume that drugs deliv-
ered by subcutaneous injection are self-administered by
the patient and consequently would not be covered by
Medicare. Access the transmittal at www.medicarefind.com/
searchdetails/Transmittals/Attachments/R123BPpdf.

However, if a patient presents to the ED in a diabet-
ic coma, billing for the insulin and the administration
may be permissible. Medicare Alert Bulletin 2164, pub-
lished by BlueCross BlueShield of Georgia February 1,
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2006, includes a corrected response to a question in the
Frequently Asked Questions section in Medicare Alert Bul-
letin 2160, issued October 24, 2005:

When can insulin be covered in the emergency room and
when is it considered a self-administered drug?

The only situation where insulin can be covered is if a pa-
tient enters the emergency room in a diabetic coma and needs

and receives insulin. Providers should bill Medicare with A4

APC Payment Insider

Page 7

value code and its related dollar amount; bill the insulin under
revenue code 0637 and bill the injection with revenue code 0450
using CPT code 90782. Otherwise, insulin would be considered

a self-administered drug.

Each MAC is required to publish a list of which drugs
it considers self-administered, along with the rationale
used to make that determination. Consult your MAC's

website for additional information about this topic. B

APC Payment Insider 2010 index

Cardiac and cardiovascular

NCCI edits provide guidance for reporting cardiac proce-
dures. June, p. 7.

Specific services, setting determine appropriate code for

cardiac stress test. Feb., p. 7.

Coding and billing

Abuse and brief intervention services. Nov., p. 3.

Apply eight-minute rule to time-based therapy.
Aug., p. 7.

Billing for technical component of a clinic visit. Dec., p. 5.

Billing for unused supplies/implants. Nov., p. 8.
Checking fetal position, placental location. March, p. 7.

Clarifying, correcting physician orders. Dec., p. 8.

Correctly code for new cardiac, pulmonary rehab benefits.

April, p. 4.
Crafting appropriate physician queries. Nov., p. 7.
Cure what ails your pain management coding. July, p. 3.
Don'’t charge for free samples. Feb., p. 6.
Get to the heart of percutaneous coronary procedures.
Aug., p. 4.
Look to OR report for circumcision information.
May, p. 7.
Recovery time can vary. Dec., p. 8.
Reporting telemetry daily monitoring. April, p. 7.
Select proper code for transforaminal steroids with
fluoroscopic guidance. April, p. 6.

Separately billable procedures and visit level. Dec., p. 6.

© 2011 HCPro, Inc.

CcMs

CMS finalizes changes to physician supervision
requirements. Feb., p. 3.

CMS proposes additional changes to physician
supervision for 2011. Sept., p. 1.

CMS proposes few non-supervision changes. Sept., p. 4.

Comply with CMS guidelines for cardiac, pulmonary
rehab. March, p. 3.

Learn potential outpatient implications of the three-day
payment rule. Nov., p. 1.

OPPS final rule: CMS changes drug payment formula,
physician supervision. Feb., p. 1.

RAC audits are not just an inpatient issue. Dec., p. 1.

Understand the 72-hour bundling rule. July, p. 6.

CPT and HCPCS

2010 CPT: Tumor excisions, facet joint injections among
most significant changes. March, p. 1.

Abandoned newborn’s condition determines codes. May, p. 5.

Check the total time to report correct units of therapy.
May, p. 3.

Determine whether physician is consulting or attending.
May, p. 6.

Distinguish between ABNs for covered, noncovered
Medicare services. April, p. 1.

Guidelines help solve dilemma caused by conflicting data.
March, p. 6.

> continued on p. 8

For permission to reproduce part or all of this newsletter for external distribution or use in educational packets, contact the Copyright Clearance Center at www.copyright.com or 978/750-8400.



Page 8

2010 index

< continued from p. 7

Meet time requirement to report 96360. Aug., p. 6.

New screening codes for HIV added. Oct., p. 5.

On the to-track list: MUE denials and appeals. May, p. 1.

Presence or absence of port or pump determines proper
PICC flush code. Feb., p. 8.

ED

Distinguish between cardioversion, defibrillation in ED.
Feb., p. 6.

Effectively and accurately report trauma activation with

critical care in the ED. Aug., p. 1.

ICD
Fewer new ICD-9-CM codes for 2011. Oct., p. 1.

Imaging procedures
Review Medicare manual revisions to report PET scans
correctly. June, p. 6.

Same-day multiple MRIs unusual. Oct., p. 7.

Injections and infusions

Analysis explains proper coding for infusions in multiple
lumen catheters. July, p. 7.

CADD pump used in infusion center. Sept., p. 6.

Coding therapeutic injections. Sept., p. 5.

Don't report free HIN1 vaccine. May, p. 7.

Double-lumen PICC line. Aug., p. 6.

Follow Medicare guidelines for multiple injection and

infusion sites. Jan., p. 4.

Injection and infusion instructional notes explain analysis.

Jan., p. 5.

Know when to report CRNA service for difficult IV starts.

June, p. 5.

Report completed procedures for PICC insertion.
April, p. 8.

Report IVIG administration during dialysis along with
appropriate J code. July, p. 8.

Reporting fluids with hydration codes. Oct., p. 6.

Reporting of On-Q pump placement. Sept., p. 6.
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Review NCCI manual for drug administration. Oct., p. 6.

Transfusions not part of hierarchy. Aug., p. 7.

Modifiers and status indicators

Determine appropriate use of modifier -25. Nov., p. 6.

Determine proper use of modifier -73. April, p. 6.

Insurer requirements vary for modifier -59 use. Nov., p. 5.

Know when to append modifier -26. Nov., p. 7.

Master modifiers to ensure accurate reimbursement.
Jan., p. 1.

Modifier -25: Is that E/M service really above and
beyond the norm? July, p. 1.

Reduce coding and billing errors. June, p. 3.

Right modifier, wrong modifier? How can you tell?
Oct., p. 4.

Using modifier -52 inappropriate for ED triage-only

service. Jan., p. 3.

Observation and condition code 44

Billing for observation time, chemotherapy administra-
tion. Dec., p. 7.

Criteria for using condition code 44. Aug., p. 6.

Observation begins with order. Dec., p. 5.

Reporting G codes for observation. Dec., p. 7.

Revenue code
Revenue code determines line-item detail. Sept., p. 7.

Revenue code for specimen collection. Oct., p. 8.

Wound care

Analysis determines how to report Unna boot applica-
tion, debridement. June, p. 5.

Check off requirements for hyperbaric oxygen therapy
before treatment. June, p. 1.

Determine proper code selection for wound care.
March, p. 7.

Report code for procedure, bill supply charge. May, p. 8.

Size of wound closure determines proper code selection.

Sept., p. 8. 11
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