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Anthem Rescinds Policy to Cut Payments Last year,
Anthem Blue Cross Blue Shield, a major health insurer in the United
States, announced it would be reducing payments for evaluation and
management (E/M) codes appropriately reported with modifier 25. When
claims were received for wellness visits and a “sick” visit, practices would
report the “sick” visit with modifier 25. Anthem’s policy would reduce
payment for services billed this way by 50 percent. Late last year Anthem
announced, due to the American Medical Association’s advocacy on
physicians’ behalf they would reduce the reductions to 25 percent instead
of the original 50 percent.

However, because services were being billed appropriately, the AMA
along with state medical associations including the IMA, continued to
voice strong objections to the policy. Anthem felt there were duplication of
services and the reductions in payment were appropriate. However, the
AMA and the state associations, argued that when documented and
coded correctly, there is no duplication. Coding a service like this
correctly, carves out the duplication of work so that elements of the
evaluation and management performed during the wellness portion is not
duplicated or counted again in the delivery of the sick service.

On February 23, Anthem responded to the continued efforts of the AMA
on behalf of physicians and directed Anthem plans to formally notify their
contracted providers within the next few days, of their decision to rescind
the policy to reduce payments for E/M services reporting with CPT
modifier 25.

While Anthem does not offer any insurance policies in Idaho, Regence
Blue Shield of Idaho (Regence) does. Regence recently implemented a
similar policy using Anthem’s policy as one reason for implementation.
The Idaho insurer’s policy became effective December 1, 2017 and is still
in effect. Armed with Anthem’s recent decision, the AMA is willing to help
IMA advocate on behalf of all Idaho physicians to assure correct coding
principles are followed by all insurers whenever possible.
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Physicians and their offices can continue to code correctly and reach out
to the IMA with any concerns they may have with reimbursement. Our
reimbursement team here at the IMA can be reached by phone at 208-
344-7888 or by email. Director of Reimbursement Teresa Cirelli, CPC,
CPMA can be reached at teresa@idmed.org and Reimbursement
Specialist Kim Burgen, CPC, CPMA can be reached at kim@idmed.org.

[Back to Top]

Reminder: March is MIPS Reporting Month! Anyone
reporting MIPS measures using the CMS Web Interface must report by
March 16, 2018. All others reporting via other data submissions, have
until March 31, 2018 to report measures and avoid penalties that will be
applied in 2019.

Remember, one and done. You only need to report one measure to avoid
the 2019 penalties! If your office is looking for help, or not sure how to
start the submission process, CMS has produced free training videos.

Merit-based Incentive Payment System (MIPS) Data Submission
Advancing Care Information (ACI) Data Submission for Alternative
Payment Models (APMs)

If anyone needs personal assistance, CMS has additional resources.
Qualis Health is available by email at QPP@qualishealth.org or by phone
at 877-560-2618. The Quality Payment Program can also be reached by
email at qpp@cms.hhs.gov or by phone at 1-866-288-8292.

In addition, IMA and MIEC, a doctor-owned professional liability
insurance carrier (www.miec.com), offer a free program to help physicians
maximize reimbursement under MACRA. Features of the program include
a free license for an online MIPS Navigator tool that helps you create a
customized MIPS plan for your practice and access to online tutorials and
webinars to help you complete the process. An enrollment form is
available on the home page of the IMA website in the news section.

As always, your IMA reimbursement team is also available by email at
teresa@idmed.org or kim@idmed.org or by phone at 208-344-7888. So,
report today and avoid the payment reductions in 2019!

[Back to Top]

Donate to the Idaho Medical Political Action Committee (IMPAC)

The May 15, 2018 Idaho Primary Election will be the single most important election in
the next several years. Not only is every legislator’s seat up for election, but so is the position of
Governor, Lt. Governor, and Attorney General. Because of Idaho’s conservative bent, most of these seats

http://www.miec.com/WHYMIEC/DIVIDENDS.aspx
mailto:teresa@idmed.org
mailto:kim@idmed.org
https://www.youtube.com/watch?v=q0Cvke6fnrg&feature=youtu.be
https://www.youtube.com/watch?v=yTR5l9yCmOI&feature=youtu.be
https://www.youtube.com/watch?v=yTR5l9yCmOI&feature=youtu.be
mailto:QPP@qualishealth.org
mailto:qpp@cms.hhs.gov
http://www.miec.com/
http://www.idmed.org/
mailto:teresa@idmed.org
mailto:kim@idmed.org
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will be filled by Republicans. That means the Primary Election is more critical than the General Election.

Idaho’s next Governor will have the opportunity to shape healthcare policy in Idaho for a minimum of the
next four years. Issues will include expanding coverage for the gap population, expansion of Idaho
residency programs, scope expansion for non-physician providers, insurance regulation, and many, many
other issues critical to the practice of medicine in Idaho.

IMA members must have a voice in the May Primary Election and one of the best ways to do that is to
support physician-friendly candidates. We need your donations to do that. Please go to this link to make
your contribution now. Thank you!

[Back to Top]

Budget Bill Changes GPCI The Bipartisan Budget Act of 2018 included changes to the work
Geographic Practice Cost Index (GPCI) back to the 1.0 that was in place the past few years. Before the
budget passed, the 2018 work GPCI for Idaho was lowered to 0.962. Physicians received an average of
1.5 percent reduction in Medicare payments with the GPCI being lowered before the budget passed on
February 9. The work GPCI will remain at 1.0 for two years.

Noridian will reprocess the claims that processed in January and the beginning of February under the
lower GPCI. Watch for claims to reprocess soon.

Example of Medicare fee schedule changes for two office visit codes (non-facility):

 2018 – after budget act 2018 - before budget act 2017
99213 $69.33 $68.00 $69.04
99214 $102.60 $100.55 $101.85

[Back to Top]

AMA Podcast Series Helps Physicians Navigate Difficult Conversations
For many physicians, having difficult conversations with patients is a part of daily practice. That’s why the
American Medical Association recently launched a new podcast series, AMA Doc Talk, which features
physicians’ eye-opening encounters with patients and their real-world solutions and insights. Inspired by
research and feedback from physicians, topics range from talking with patients who don’t heed your
medical advice to helping patients manage the challenges of chronic disease. The interview-style series is
hosted by Dr. Rajesh S. Mangrulkar, associate dean for medical student education, University of Michigan.

The AMA invites you to listen to episodes of AMA Doc Talk, rate them, and subscribe at Apple Podcasts or
Stitcher, or learn more here.

[Back to Top]

 

Patients over Paperwork - Reducing Provider Burden The Centers for Medicare
and Medicaid Services (CMS) is simplifying documentation requirements so that you spend less time on
paperwork, allowing you to focus more on your patients and less on confusing and time-consuming claims
documentation.

Some changes have already been made, but CMS would like your suggestions on where to focus next.
Please send your feedback and suggestions to ReducingProviderBurden@cms.hhs.gov.

More information on the initiative is available here.

[Back to Top]

United Healthcare Anatomical Modifier Policy Beginning with claims submitted on or
after May 1, 2018, UnitedHealthcare will require procedures performed on the eyelids, fingers or toes to
include an anatomical modifier that identifies the area or part of the body on which the procedure is

https://www.idmed.org/idaho/Idaho_Public/Membership/Join_IMPAC/Idaho_Public/Membership/Idaho_Medical_Political_Action_Committee__IMPAC_.aspx?hkey=cba94463-c3ea-42b1-b3f8-a010326ef378
https://urldefense.proofpoint.com/v2/url?u=https-3A__itunes.apple.com_us_podcast_ama-2Ddoc-2Dtalk_id1311787511-3Fmt-3D2&d=DwMFAg&c=iqeSLYkBTKTEV8nJYtdW_A&r=UlhqC_VcshbTuCw2R0IVvWpR1PD7UdD7Z_ZoIYyb0AQ&m=EtWwJXxAoPAMwQm23WXPTH5AhbabXhTIaTrxzHDRiEQ&s=1_87gTtNyj10OGQhgwyQKhdizwMD0y-Due0Hrc_gXoA&e=
https://urldefense.proofpoint.com/v2/url?u=https-3A__www.stitcher.com_podcast_pods_ama-2Ddoc-2Dtalk&d=DwMFAg&c=iqeSLYkBTKTEV8nJYtdW_A&r=UlhqC_VcshbTuCw2R0IVvWpR1PD7UdD7Z_ZoIYyb0AQ&m=EtWwJXxAoPAMwQm23WXPTH5AhbabXhTIaTrxzHDRiEQ&s=_dD5Iml5UcO24dkgBL3-LR73vmKJ6y58GQvfSSs8ev0&e=
https://www.ama-assn.org/ama-doc-talk-podcast-series
mailto:ReducingProviderBurden@cms.hhs.gov
https://www.cms.gov/Research-Statistics-Data-and-Systems/Monitoring-Programs/Medicare-FFS-Compliance-Programs/SimplifyingRequirements.html
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performed. Claims submitted without the modifiers will be denied.

Anatomical modifiers:

E1 – upper left, eyelid                            TA – left foot, great toe
E2 – lower left, eyelid                            T1 – left foot, second digit
E3 – upper right, eyelid                          T2 – left foot, third digit
E4 – lower right, eyelid                          T3 – left foot, fourth digit
FA – left hand, thumb                            T4 – left foot, fifth digit
F1 – left hand, second digit                    T5 – right foot, great toe
F2 – left hand, third digit                        T6 – right foot, second digit
F3 – left hand, fourth digit                      T7 – right foot, third digit
F4 – left hand, fifth digit                         T8 – right foot, fourth digit
F5 – right hand, thumb                           T9 – right foot, fifth digit
F6 – right hand, second digit
F7 – right hand, third digit
F8 – right hand, fourth digit
F9 – right hand, fifth digit

[Back to Top]

CMS Low Volume Appeals Settlement Process On February 5, 2018 the Centers for
Medicare and Medicaid Services (CMS) started accepting Expressions of Interest for the Low Volume
Appeals (LVA) settlement process. The Low Volume Appeals settlement option is for providers, physicians,
and suppliers with:

Fewer than 500 appeals pending at the Office of Medicare Hearing and Appeals and the Medicare
Appeals Council at the Department Appeals Board, combined, as of November 3, 2017
A total billed amount of $9,000 or less per appeal

If you are interested in participating in Low Volume Appeals to address your pending appeals you can visit
the Low Volume Appeals Initiative webpage or register for the Medicare Learning Network call on March
13.

[Back to Top]

Coding Corner: Modifier 25

There may be times when a significant, separately identifiable evaluation and management service is
performed by the same physician on the same day of a procedure or other services. When this happens, a
modifier 25 will alert insurance payers that both services should be paid instead of bundling the two
services into one. Modifiers tell payers that a service or procedure was altered (modified) by specific
circumstances. Modifiers however, do not change the definition of the code.

Modifier 25 by definition states; significant, separately identifiable evaluation and management service by
the same physician or other qualified health care professional on the same day of the procedure or other
service. When physicians or practices append a modifier 25 to a service, they are informing a payer that a
significant, separately identifiable service was performed. Documentation should show that the evaluation
and management service is not included in the original service but is separate.

In the case of a preventive medicine service, there are times when a patient comes in for a “wellness”
visit. While the physician is reviewing the patient's information, it is discovered an additional “sick” element
has become an issue. Perhaps the review of systems indicates intermittent chest pain. When the physician
queries the patient regarding when, where and how long the chest pain has been happening, a concern
develops over the symptoms. The patient’s medical history is reviewed for contributory factors and the
medication is reviewed for possible contributing symptoms that make the patient’s cardiac concerns more
of a risk.

In addition to the wellness visit, there is now a separately identifiable condition that the physician is
evaluating. The elements in the evaluation of the cardiac issue should not be counted in the wellness visit,
and the wellness visit components should not be counted in the calculation of the appropriate level of
“sick” evaluation and management service. The physician and/or the office coder are “carving out” the

https://www.cms.gov/Medicare/Appeals-and-Grievances/OrgMedFFSAppeals/Appeals-Settlement-Initiatives/Low-Volume-Appeals-Initiative.html
https://blh.ier.intercall.com/
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services so they are not duplicated. Because wellness or preventive service visits are often comprehensive
in nature, the level of the additional evaluation and management service to evaluate the “sick” condition is
lower than it would be if the patient came in for the “sick” visit apart from the wellness or preventive care
service.

Modifier 25 should be used with evaluation and management codes only and not appended to surgical
procedure codes. So, if the physician is excising a skin lesion, but performed an evaluation and
management service in addition to the excision, modifier 25 would belong on the evaluation and
management code and not the procedure code.

The key to successful utilization of modifier 25 is the documentation. Documentation should clearly state
that the patient’s condition required additional evaluation or additional management or both, beyond what is
included in the service the patient originally presented for.

Join us Wednesday, March 7 for an instructional webinar on common modifiers and their uses. Modifiers
often mystify coders and billing staff alike, and this webinar will help offices understand when a modifier is
needed and when it is not. The registration form can be found here.

If IMA members or their office staff have questions related to modifier 25 or any coding issues, the IMA
reimbursement team has certification from the American Academy of Professional Coders in coding and
auditing, as well as years of experience in the medical billing and reimbursement field. You can reach
Reimbursement Director Teresa Cirelli, CPC, CPMA at teresa@idmed.org or Reimbursement Specialist
Kim Burgen, CPC, CPMA at kim@idmed.org. Both can be reached by phone at 208-344-7888, Monday
through Thursday from 8 am to 5 pm or Friday from 8 am to 4 pm.

[Back to Top]

Standard Electronic Prior Authorization (ePA) Prescription medications play an
important role for certain people to live healthy, active and fulfilling lives. Many prescriptions require a prior
authorization which allows the health plan to save on pharmaceutical costs. Physicians must obtain insurer
approval before the prescription will be covered. This process can delay patients receiving their medication
and places burdens on physician practices.

A study by the American Medical Association (AMA) shows on average, a practice performs 37 prior
authorizations per week. Sixty percent of the physicians reported waiting 1-3 business days for prior
authorization approval. When a patient goes to the pharmacy and is unable to pick-up their prescription
because the prior authorization has not been received, the same study shows 40 percent of patients do
not return to pick up the medication once it is approved.

Currently, the most common methods used to request prior authorization are faxing or calling which utilize
outdated technology and time-consuming paperwork.

Electronic Prior Authorization (ePA) can be integrated through your Electronic Health Record (EHR) and
electronic prescribing system. ePA prevents re-entering data into the system and printing out forms and
saves valuable time spent on faxes and phone calls.

How does ePA work? First, the physician selects the patient’s medication in the e-prescribing system. The
system should indicate if a prior authorization is required. This allows the prior authorization to be
submitted before the patient gets to the pharmacy. Any questions from the health plan related to the prior
authorization can be sent back to the physician electronically. Responses to the questions can include
check boxes, multiple options and free text. The decision is noted in the EHR once it is approved. ePA
offers a uniform process, reduces process time and decreases delays for patients to receive their
medication.

Talk to your EHR vendor to see how to “go live” with ePA in your system. Health plans and benefit
managers must support standard ePA technology. It may be as simple as turning on ePA for your
physicians.

The AMA has developed a Prior Authorization Toolkit for its members. It is available here.

[Back to Top]

Potential Codes to Increase Reimbursement The Idaho Medical Association’s

https://www.idmed.org/idaho/assets/files/Resources/2018_ima_education.pdf
mailto:teresa@idmed.org
mailto:kim@idmed.org
https://www.ama-assn.org/system/files/media-browser/premium/psa/prior-authorization-toolkit_0.pdf
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reimbursement team is always looking for more ways to help physician offices maximize reimbursement.
The following codes can often be used in conjunction with evaluation and management services. Are you
missing out on reimbursement?

Counseling Risk Factor Reduction and Behavior Change Intervention
These codes are used to report services provided face-to-face by a physician. They are used to promote
health and prevent illness or injury. They are different from evaluation and management services and used
to report risk factor reduction services for people without a specific illness. Services will vary with the age
of the patient and should address issues such as family problems, diet and exercise, substance use,
sexual practices, injury prevention, dental health and can include diagnostic and laboratory test results
available at the time of the encounter. Any evaluation and management service reported on the same day
must be separate and distinct and reported with modifier 25.

99401   Preventive medicine counseling and/or risk factor reduction intervention(s) provided to an
individual: approximately 15 minutes
99402               approximately 30 minutes
99403               approximately 45 minutes
99404               approximately 60 minutes
99406   Smoking and tobacco use cessation counseling visit; intermediate, greater than 3 minutes up to 10
minutes (MIPS REPORTABLE MEASURE!)
99407               intensive, greater than 10 minutes
99408   (G0396 for Medicare) - Alcohol and/or substance (other than tobacco) abuse structured
screening (eg, AUDIT, DAST), and brief intervention (SBI) services; 15 to 30 minutes
99409               (G0397 for Medicare) greater than 30 minutes

Health and Behavior Assessment/Intervention
The following codes are used to report psychological, behavioral, emotional, cognitive, and social factors
important to the prevention, treatment or management of physical health problems. According to the CPT
manual; the focus of the assessment is not on mental health but on the biopsychosocial factors important
to physical health problems and treatments. The focus of the intervention is to improve the patient’s health
and well-being utilizing cognitive, behavioral, social, and/or psychophysiological procedures designed to
ameliorate specific disease-related problems. These services do not represent preventive medicine
counseling and risk factor reduction interventions but should focus on interventions that contain
biopsychosocial factors related to the patient’s health.

96150   Health and behavior assessment (eg, health-focused clinical interview, behavioral observations,
psychophysiological monitoring, health-oriented questionnaires), each 15 minutes face-to-face with the
patient; initial assessment
96151               re-assessment
96152   Health and behavior intervention, each 15 minutes, face-to-face; individual
96160   Administration of patient-focused health risk assessment instrument (eg, health hazard appraisal)
with scoring and documentation, per standardized instrument
96161   Administration of caregiver-focused health risk assessment instrument (eg, depression inventory)
for the benefit of the patient, with scoring and documentation, per standardized instrument

Medical Nutrition Therapy
Medical nutrition therapy can be used for patients who in the physician’s judgement could benefit from
learning a medically correct diet. For example, patients may be diabetic and need to understand how
carbohydrates affect blood sugars. These codes are to be used when a face-to-face service is performed
with the patient discussing appropriate nutrition relevant to the patient’s condition. The medical need for all
services should be well documented. Evaluation and management service should be reported in addition to
these codes when appropriate.

97802   Medical nutrition therapy; initial assessment and intervention, individual, face-to-face with the
patient, each 15 minutes
97803               re-assessment and intervention, individual, face-to-face with the patient, each 15 minutes
97804               group (2 or more individual(s)), each 30 minutes

[Back to Top]

OIG February 2018 Update to Work Plan Office of Inspector General (OIG) updated its
website with its audit projects that were added in February. The IMA encourages practices to monitor this
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website monthly to view recently added projects that the OIG plans to review.

In the month of February, the recently added projects include:

Medicare Part B Drug Payments: Impact of Price Substitutions Based on 2016 Average Sales Prices
– OIG monitors average sale price and the average manufacturer prices for Medicare drugs to keep
reimbursement in conjunction with the lowest available price. OIG provides an annual report to show
the possible savings to the Medicare program based on the comparison. https://oig.hhs.gov/reports-
and-publications/workplan/summary/wp-summary-0000273.asp

In addition, the OIG will monitor two issues that do not apply directly to physician practices: State Medicaid
Fraud Control Unit adherence to Federal regulations and Medicare contractors’ use of extrapolation
statistical estimates.

Bookmark this website to monitor monthly:
https://oig.hhs.gov/reports-and-publications/workplan/index.asp

[Back to Top]
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