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As the economy dips and the job picture worsens,
more patients are coming in with higher deductibles
or no insurance at all.
That means offices have to be willing to work with

their patients to get paid, says practice management
consultant DAVID E. HUNT, CHBC, head of the
Doctors’ Management Services Division of Parrish,
Moody & Fikes, CPAs, in Waco, TX. But the good
side of that picture is that patients “are more willing
than ever to accept payment plans.”
Here Hunt outlines payment alternatives plus ideas

for better collections. Some are creative, but it takes
creativity to survive this economy, he says. It also
takes flexibility.
“What has worked in the past is not necessarily

going to work anymore.”

to set a plan, start high

Hunt’s advice is to “be agreeable” to considering
any type of plan when a patient is trying to make a
payment arrangement. And be agreeable too, to bend-
ing to accommodate patients’ financial situations.
There are no payment models to follow. Each plan

has to be set individually and according to the
patient’s ability to pay.
The best way to start, however, is to propose a

monthly payment amount. Sometimes the office has
knowledge of the patient’s financial status and can
make an appropriate suggestion. Other times it’s a
guessing game. But either way, “start high,” he says.
The goal is to get the patient to commit to as much as
possible and for as short a time period as possible.
If the patient says “I can’t pay that much,” go down

a bit: “How about $X?”
When there’s negotiation instead of a flat-out

demand, the patient leaves with a sense of having
accomplished something as opposed to having been
taken advantage of.
Another approach is to propose no amount at all

and let the patient take the lead.
In that case, phrase it as a benefit: “We don’t want

to turn our accounts over to a collection agency, so we

see any account that receives regular payments as a
current account.”
Give a time frame: “We’d like to get this paid off

by the end of summer.”
Then ask for a number: “How much can you afford

to send us each month?”
There’s a two-part psychology to establishing pay-

ment plans that work, he says.
One part is to “make the patients feel they are get-

ting a great favor.” Emphasize that the patient is
important to the office and to the doctor personally
and that payment is necessary “for us to give you the
kind of care the doctor wants to give you.”
The other part is to create a sense of partnership

with the patient: “It’s difficult, but we have to work
(please turn to page 3)
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Payment plans and collection approaches that work
two keys: flexibility and creativity
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Florida office gives one grace visit
and nomore to the copay no-pays
A Florida practice has put the brakes on the copay no-pays.
It has set a rule that patients get one free pass. At the first no-

copay visit, the office sees the patient, but the check-in staffer
explains the picture: “Our policy is to collect the copayment at the
time of service. We can see you today, but if you have not paid your
copay by your next visit, we will have to reschedule you then.”
And it works, says LAURIE SCHRECK, administrator of

Brevard Pain Management, a single-physician office in Titusville.
The office has almost a 100% copay collection rate.
The system is easy. As staff prepare the superbills for each day’s

visits, the system flags any accounts where the previous copay is
still owing. A note goes on the superbill, and the front desk staffer
sees it at check-in.
Most people pay right then. Others wait until the second visit and

try their luck, often with a response of “I don’t have my checkbook”
or “I left the house without my wallet.” But the office stands fast.
They have to reschedule.
“And lo and behold, they find a credit card.”
If a patient gets rude – and that happens only rarely – the staffer

calls the assistant manager who comes out and explains the policy to
the patient.
Only a very few patients have had to be rescheduled, she says,

and those have been habitual nonpayers who assumed they could
continue on without ever paying and were taking advantage of the
office.
It’s not news to anybody that the copay is due at the time of the

visit, Schreck notes. Patients sign the office’s financial policy at the
first visit, and there are signs in the office reiterating the copay
requirement.
The office therefore didn’t have to send any notice of the second-

visit rule. It just started enforcing its longstanding rule.
She also points out that like any practice, the office is not

unyielding. If there is a true hardship, it allows exceptions. Or if
someone calls and says “I don’t have the money,” the office will
work with that person. “But fogetting the checkbook is not a hard-
ship situation.”
A second collection help: For self-pay patients, many of whom

have no insurance because of lost jobs, the office gives a 20% dis-
count if the patient pays in full at the time of service.

If your office has set up a system that makes managing easier,
MOM would like to write about it. Contact the Editor, Medical
Office Manager, P.O. Box 52843, Atlanta, GA 30355. Telephone
404/367-1991 and fax 404/367-1995. We pay $100 for every idea we
write about in this column. �
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(continued from page 1)
together, don’t we?” Making it “an us thing rather
than a you-versus-us thing” and allowing the patient
to participate in negotiating the amount are strong
payment incentives.
As to how far to bend in the negotiating, Hunt

points out that most doctors “are driven by compas-
sion” and are willing to accept any amount as long as
the patient pays regularly. Some are even satisfied
with as little as “$5 a month till I die.”
Besides wanting to help their patients, they reason

that while there is indeed money out, there’s steady
money coming in, and the small individual payments
add up each month.

but ask for credit cards first

Another good revenue getter: push credit card pay-
ments.
Do that even before offering a payment plan, Hunt

says, because a credit card payment “immediately and
permanently” shifts the collection risk to somebody
else.
And his advice is don’t worry about the card fee. If

there’s a 6% company charge, the office is still getting
a 94% collection rate.

set up automatic bank drafts

Some offices have also set up preauthorized month-
ly drafts from patients’ checking accounts. Then not
only does the payment come in on time but there’s no
billing to do.
Orthodontists often do that, he says. So do insur-

ance companies. Health clubs do the same. It’s a good
option for any business that wants to get repeated
monthly payments.
Setting up draft payments requires little more than

a signed agreement with the patient and bank autho-
rization. The office can print out a paper draft each
month or have the money taken out of the patient’s
account electronicallly.
Or, as an alternative, he says, there’s “the poor

man’s draft,” which is simply a series of predated
checks from the patient.

don’t be the first claim to get filed

Being cagey helps too.
In an effort not to get caught in the deductible gap,

some offices delay billing at the first of the year for as
long as the payer allows in hopes the patient will use
up the deductible elsewhere before the office’s bill
gets to the payer.
It makes sense to wait, he says. Until the deductible

is met, the EOB is going to say “you have to get that

payment from the patient,” and the office that gets the
bill in to the payer first is the one that gets hit with
that.
In one client office, he says, it was the billing staff

who asked to do that. They saw it as not just a way to
bring in more money but also a way to reduce their
own workload. Collecting from the payer is far less
work than collecting from the patient.

lower the fees

Some offices are lowering their fees in an effort to
keep their self-pay patients. The lower fees are also
attractive to patients with health savings accounts,
because people want to make their HSA dollars go as
far as possible.
There are, of course, elements to consider before

making that move.
One is whether any of the office’s managed care

plans pay a percentage of the fees. “Not many do that
any more,” but if any payer does, the lower fees could
conceivably create more loss than gain.
There’s also doctor psychology involved.
Some doctors see a fee reduction as a good overall

business move because the lower fees attract the self-
pays and also eliminate the grief of looking at high
write-offs.
Others, however, think lowering the fees is tanta-

mount to saying their services are worth no more than
what the insurance companies are willing to pay.
Still others fear a lower fee will result in lower

updates from payers later on – which could happen.

put a limit on the credit

It’s also possible to put a limit on losses.
Some offices quit seeing patients at some financial

level, say, $1,000, when there’s no effort to pay.
If the office does that, it has to give the patient

notice and treatment options so the patient is not
abandoned. But no doctor is required to work for free,
Hunt says. The office can refuse to see any patient for
lack of payment.

concierge medicine – maybe

Another alternative is to move to concierge medi-
cine where the doctor sees only self-pay patients and
charges them a single annual fee to cover the basic
services. Patients can file their own insurance if they
want, but the office doesn’t do it for them.
The profits generally increase only marginally, if at

all, but the doctor’s life gets a lot easier because the
arrangment eliminates the hassle of dealing with
insurance.
It’s uncertain how concierge medicine will be
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affected by the downturned market, Hunt says. It’s
possible that wealthier people will continue to pay the
up-front fee, but it’s also possible they will become
less willing to make the large payment. That remains
to be seen.
(For a complete look at concierge medicine, see “A

new kind of medicine: concierge,” June 2008, pages
5-6.)

be a business first

Beyond the payment plans is the collection work,
and there the office cannot lose sight of the fact that it
has to do its collection work “in a businesslike fash-
ion.”
That’s not always easy for the medical profession,

Hunt notes.
Medical practices have traditionally used only soft

collection techniques because the doctor-patient rela-
tionship is a personal one, “far different from the rela-
tionship between a customer and Target.” Doctors
want to maintain that connection with their patients,
and it’s impossible to do so if the office conveys a
message of “we think you’re going to skip town and
not pay us.”
Along with the relationship factor is the risk of

malpractice claims. Ads from plaintiffs’ attorneys try-
ing to drum up business have led people to expect
“perfect medicine,” he says, and getting roiled up
over collections can awaken any patient’s litigious
instincts.
Making matters worse, “people have come to think

they aren’t responsible for paying for health care.”
They see television medical dramas that show doctors
and hospitals giving patients undivided attention and
costly technology, yet there’s never mention of the
payment part of the care.
For all those reasons, no office can survive without

good collection work.
The easiest place to start the job, Hunt says, is with

the billing system.
Take a hard look at all its different functions. Too

few managers do that and consequently miss many
good collection helps.
He gives the example of setting up collection letters

and integrating them with the system “so it’s just a
matter of pushing a button” to get them out. Some
systems even have sample letters to use. That function
is often left untouched.
Report capabilities also go unused for failure to

study the system’s report menus. He cites one client
office that had never used its system’s unbilled ser-
vices report function. When it finally ran that report,
it found services “going back months that had never
been billed.”
A similar report that gets ignored is the services

billed but not yet paid. It’s not uncommon for an

office to find large dollar amounts that for one reason
or another have never been billed.

bill while sentiment is hot

Look too at the timing, Hunt says.
The bill “has to hit the mailbox before the value of

the service diminishes in the patient’s mind.” Go past
that point and it’s easy for a patient to rationalize non-
payment with “that doctor didn’t help me much any-
way.”
Patient-pay bills should go out within two to three

weeks of the service. Some offices send all bills at the
close of the month. Others have weekly runs, dividing
the accounts by alphabet or by payer. The advantage
of that is that the both the cash flow and the workload
stay on an even plane.
For unpaid copayments and amounts still due, hand

out invoices and return envelopes as patients leave.
Collection letters should go out within 45 days of

the service and every two weeks after that, with text
of “increasing intensity.” After three letters, turn the
account over to collections.

get unmet deductibles up front

Another good collection approach: Along with col-
lecting the copay at the time of service, collect what-
ever falls within the deductible amount.
Few offices do that, Hunt says. Standard practice is

to wait for the EOB to find out what the insurance
company is going to pay. But with deductibles getting
higher, offices need to ask the payer before the visit
what deductible remains on the patient’s plan.
Some offices get the deductible amounts at the

same time they verify patients’ plan eligibility.
When the patient comes in, the office can say “you

have a high deductible amount that is unused, so we
require payment at the time of service.” If the patient
can’t pay, set up a payment plan.

and FAR outside the box . . .

Be open to any new ways to keep the revenues up,
Hunt says, including the very nontraditional.
He gives as an example lending arrangements

where for a fee the lender pays the office the patient-
pay portion up front. The patient then pays the lender,
and the office guarantees the payment.
The office still has to write off its losses, but it gets

the money up front and also doesn’t have to send out
statements. Moreover, it’s the lender who plays the
role of “hard-nosed collector.”
It’s admittedly a different kind of payment, Hunt

says, but as the economic picture changes, offices
have to be open to new payment ideas. �
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New COBRA law gives
employees a second chance
and a 65% premium subsidy
The new federal stimulus package (the American

Recovery and Reinvestment Act of 2009) carries two
significant COBRA changes that managers need to be
aware of.
Both are designed to help people who get laid off

from their jobs during the 15 months from Sept. 1,
2008, through Dec. 31, 2009.
First is a nine-month subsidy on COBRA premi-

ums.
People who are laid off during that time are now

termed “assistance eligible individuals,” and the gov-
ernment will pay 65% of their COBRA premiums for
as long as nine months. So if the monthly premium is
$1,000, the employee only pays $350 and the govern-
ment pays the other $650.
The second change is a second chance.
People who were laid off from September 1 through

December 31 of last year and who either turned down
COBRA or took it and but let the payments lapse can
now go back and get COBRA. They have 60 days
from March 1 to change their minds. And with the
65% subsidy as an inducement, many will likely do
just that.
Here’s a look at the salient points of COBRA and

its new provisions.

the basics of COBRA

COBRA is the Consolidated Omnibus Budget
Reconciliation Act. It allows people who quit or lose
their jobs to continue their group health insurance.
The can keep COBRA for 18 months and in some
cases longer.
Any employer that had at least 20 employees during

most of last year and that offers a health plan has to
provide the COBRA continuance.
People have 60 days after receiving COBRA notice

from their employers to sign up for it. But it’s expen-
sive – the former employee has to pay the entire pre-
mium and sometimes an additional 2% administrative
fee as well. For that reason, most people don’t go with
COBRA. In fact, a mere 9% of people who leave their
jobs take advantage of it.
What the government wants to do is to make it easi-

er for people who are laid off to pay for COBRA and
thereby keep their health insurance. And it’s doing
that by paying 65% of the premium.
While a large number of people will see significant

advantage from that, people with higher incomes
won’t. Those are single people who make more than
$125,000 a year and families whose income exceeds

$250,000. They can take advantage of the extension,
and they can get the subsidy, but they will have to pay
essentially all of it back in a recapture tax on their
federal tax returns.

who gets the 65%?

The key to being assistance-eligible is involuntary
separation.
Employees who quit their jobs voluntarily or who

are fired for gross misconduct don’t qualify for the
subsidy.
The same applies to the extension period. Some-

body who quit or was fired during the last quarter of
2008 can’t go back to an employer and say “I’ve
changed my mind. I want COBRA after all.”
If their COBRA eligibility time has passed, too

bad. The purpose of the extension is not to give every-
body a second chance at COBRA but to give people
who are laid off an opportunity to keep their health
care coverage.

how long does the subsidy last?

The subsidy lasts for nine months. And the people
who qualify for it can get the full nine months’ worth.
It doesn’t matter if they are already paying for

COBRA coverage, if they start it now for the first
time, or if the have let it lapse and want to start it up
again now. They get nine months of subsidized premi-
ums.
And the subsidy applies to all COBRA premiums,

whether for the employee’s coverage or coverage of a
spouse or dependent child.
That does not mean those people get an extension

on their total COBRA coverage, however.
Everybody still gets just 18 months of coverage,

and that coverage will end right when it ordinarily
would have.
If somebody’s COBRA eligibility was originally

by john chase

Excuse me. Do you accept COBRA insurance?
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supposed to end 18 months from September 1st, that’s
when it’s going to end. And if somebody becomes eli-
gible right now, it ends at the same time it originally
would have.
For the subsidy period itself, that happens two

ways.
One is time. The subsidy ends nine months after the

employee first becomes eligible for it.
The other is circumstance. The subsidy ends when

the employee becomes eligible for another plan. And
to enforce that, the new law says the employee has to
give the office written notice of when the new eligi-
bility begins. Otherwise, that employee has to pay the
government 110% of the subsidy amount that’s
wrongfully paid out to the insurance company.

who pays the 65%?

As to who pays for the subsidy, it’s the government.
But the office has to do the bankrolling.
The office has to pay the 65% to the insurance com-

pany each month, and then gets paid back in the form
of a credit on the payroll withholding tax.
However, the office won’t be out the 65% payment

for long, says L. LAMAR BLOUNT, CPA, FHFMA,
president of Health Law Network. Blount also heads
American Benefit Advisors, an independent benefits
brokerage in Atlanta.
The credit comes with the next payroll tax, and for

most employers, he notes, that’s only 14 days. That
should have only “a minor financial impact” on most
offices.

identifying who’s eligible

Beyond that, the office has the task of identifying
the people it laid off during the last quarter of 2008
and notifying them of the subsidy and the late enroll-
ment COBRA is allowing. Those employees then have
60 days to enroll, and the 60-day period begins either
March 1 or the day they are notified.
But that’s “a short-term hassle,” Blount says. It’s

just a matter of contacting them and explaining that
“maybe you can afford COBRA now, and if so, you
have another election period starting March 1.”
He also points out that the office’s payroll service

can likely take care of the notification and also collect
the former employees’ 35% share of the COBRA pay-
ments.

but one question remains

There is, however, one noticeable uncovered point
in the new law, Blount says, and that is the definition
of involuntary termination.
The Department of Labor has not defined it. “The

general consensus,” he says, “is that employees who
quit on their own don’t count.” But there are other
ambiguities. For example, what happens if someone
participated in a voluntary termination program or
accepted early retirement?
Right now, there’s no specific answer. �

Here’s the list of the sins
of fraud and abuse
Medicare is sniffing out
Every year, the Office of the Inspector General sets

out a plan for hunting down areas where the govern-
ment is either spending money unnecessarily or just
plain getting ripped off.
The plan covers all areas of the government. Here’s

just a portion of it – what the OIG is focusing on right
now in payments to doctors.

physician claims

• Place of service codes. The government is
checking claims for procedures done inhouse as
opposed to in a surgery center or hospital outpatient
department. The office setting brings a higher pay-
ment, so Medicare wants to be sure that what’s coded
as an inhouse procedure wasn’t done elsewhere.

• E/M services during the global surgery period.
The search is on for claims for services that should be
included in the global surgery fee.
The global fee was set out in 1992. In a nutshell, it

includes the preoperative visits, the procedure itself,
treatment for complications that don’t require addi-
tional trips to the operating room, follow-up visits,
pain management, supplies, and related services such
as tube removal and dressing changes.

• Colonoscopy payments. These vary according
to whether there are biopsies, lesion removals, med-
ical consultations, and office visits. Medicare is eval-
uating these claims to see if the documentation sup-
ports the payment.

• Polysomnographies. These are sleep studies,
and they are on the rise. In 2001, Medicare paid out
$62 million for them; by 2005, the cost was up to
$215 million.
Sleep studies are reimbursable only when there is

sleep apnea, narcolepsy, impotence, or parasomnia,
and Medicare wants to find out what’s causing their
increase.

• Long-distance E/M services. Medicare is look-
ing for claims for long-distance services that normally
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require the doctor to see the patient face-to-face.
• Ultrasound. The emphasis here is on medical

necessity. And along with that, the government is
looking at the profiles of the doctors doing ultra-
sounds.

• Blood clotting factor furnishing fee for hemo-
phelia. Medicare pays separately for the doctor’s
acquisition cost and the cost of delivering the factor.
It wants to see if doctors who bill for furnishing the
factor are in fact doing so.

• Incident-to services. These are services that are
provided by a nonphysician and billed under the doc-
tor’s name. The government is looking for overuse. It
is also evaluating the qualifications of the nonphysi-

cians providing the services and at whether the
providers meet professional standards of care.

diagnostic testing facilities

• Independent diagnostic test facilities. Three
years ago, the government found that it had paid as
much as $71.5 million to testing facilties that did not
meet Medicare’s performance requirements. Thus, it is
now scrutinizing the services being billed, the patients
being treated, and the doctors who are making the
referrals.

social work, PT, and chiropractic

• Clinical social workers. Inpatient social ser-
vices can’t be billed under Part B. The government is
therefore looking at Part B social services claims that
have overlapping dates with patients’ Part A claims. It
wants to see if those services are actually being done
in the hospital.
• Outpatient physical therapy. Medicare only

covers therapy that’s necessary for diagnosis and
treatment or that is done to improve the function of a
malformed body member. It’s therefore evaluating the
validity of these claims.

• Chiropractic services. Medicare is taking a sec-
ond look here.
It only pays for spinal manipulation for acute or

chronic subluxations that have caused neuromuscu-
loskeletal conditions. In that case, the chiropracter has
to use the acute treatment modifier.
In 2001, 40% of the chiropractic services that car-

ried the modifier were for maintenance therapy, which
isn’t covered, and the result was $186 million in
improper payments.

payments in general

• Payments for unlisted procedure codes. These
codes get used when there are no specific HCPCS
codes for a service. They don’t have any set fees, so
Medicare reviews and prices them individually.
Medicare is looking at how often they are used and
how much is being paid out
• Reassignment of benefits. Apparently this

search comes as a result of schemes in South Florida
where people got ID information about physicians and
then filed for assignment of their benefits. The doctors
were not aware of the scam.
• Practice expense. Medicare’s payments cover

three parts: the professional cost, the malpractice cost,
and the practice expense. The practice expense is
office costs such as rent, salaries, and equipment. The
government wants to see if it’s paying too much for

(continues on page 10)

FYI:
Kickbacks and referrals
The Office of the Inspector General oversees

Medicare fraud and abuse. And in that area, there are
two cornerstones that managers need to be aware of.
They are

• the anti-kickback statute and
• the physician self-referral law.
Violating either can be costly. On the low end, they

can bring about nonpayment of claims. From there,
the price goes up to fines and exclusion from
Medicare. And anti-kickback violations can even
bring criminal fines and jail time.
Under the anti-kickback law, it’s a criminal offense

to pay or receive money or anything of value for
referrals to federal health programs. Both sides of the
transaction – the kicker and the kickee – are criminal-
ly liable.
The anti-kickback law is part of the Social Security

Act (42 U.S.C. § 1320a-7b).
The Physician Self-Referral Prohibition Statute is

called the Stark Law because it was introduced by
Rep. Pete Stark (D-CA). It prohibits a doctor from
referring Medicare patients to services or entities in
which the doctor or the doctor’s immediate family has
a financial interest.
It too is part of the Social Security Act (42

U.S.C. § 1395nn).

and when there’s time to read . . .

The anti-kickback law can be found at http://www
.ssa.gov/OP_Home/ssact/title11/1128B.htm. The self-
referral law is outlined at http://www.cms.hhs.gov
/PhysicianSelfReferral/.
And to find out if a company or physician has been

excluded from Medicare, go to the Excluded Parties
List System at https://www.epls.gov/. �
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EMR or stand-alone?

There are two types of e-prescription systems. One
is a package that’s part of an electronic medical
record system and the other is a stand-alone system.
An EMR prescribing system ties the prescribing

right in with all the other clinical data. It carries the
full patient picture and so allows the office to do
things such as flag patients who need screening tests
or immunizations.
Most EMR systems already have e-prescribing

capability just waiting to be connected.
But don’t disparage a stand-alone system, Berry

says. It’s no less effective and can even be more effec-
tive than an EMR system.
True, a stand-aloner does no more than automate

the prescribing, “but it does a good job of it because
that’s all it does.” E-prescribing started out on the
stand-alone system, so it has been around long enough
to get perfected.
It covers the full gamut of getting payers’ formulary

information, showing adverse effects and safety alerts,
communicating with the pharmacy, and keeping track
of patient medication history from all providers.
It can also hold as much information on patient

medications as the office wants. “Anything related to
medications,” from allergies to history, can be put in.
It’s sort of “a medical record just for prescriptions.”
The system doesn’t take long to get operational,

which means the office can start e-prescribing quickly
and possibly get the Medicare bonus this year.
The software can be connected to personal comput-

ers as well as to hand-held devices.
The office will have to enter its patient demograph-

ic information from the practice management system,
but most vendors will transfer the data for a small
charge. That’s well worth the expense, she says,
because the only alternative is for staff to key it in,

and whether they do it all at once or little by little as
each prescription is written, that’s a terrible time con-
sumer.

the transition to EMRs

Using a stand-alone system now is a good way to
put the office (and the physicians!) on the road to full
record automation.
The EMR move can be quite easy, Berry says.

Some vendors have already set up transition plans.
One, for example, offers free stand-alone service for a
year hoping that when its customer offices move to
EMRs, they will buy that vendor’s system.

how does the system work?

E-prescribing is web-based, and offices, payers, and
pharmacies are all linked to it via the SureScripts-
RxHub network.
The doctor enters the patient information and

SureScripts finds that patient in its master index and
sends back whatever information it has on that person.
That includes plan eligibility, formulary informa-

tion, and medication history, including prescriptions
from other physicians. It also shows which prescrip-
tions the patient has filled.
Right now, SureScripts maintains 13 rolling months

of drug history.

what does it cost?

To e-prescribe, the office connects with SureScripts
and pays a usage fee.
For a stand-alone system, that runs anywhere from

free (from the vendors looking for EMR business
later) to as much as $2,500 a year per prescriber.
For an EMR system, the fee is added to the sys-

The facts about e-prescribing
– a MOM mini seminar –

Electronic prescribing is up, running, and gaining speed. More than 95% of chain pharmacies and
45% of independent pharmacies are connected. State Medicaid programs are getting connected. And
the major software vendors are standing at ready.
Those figures come from SureScripts, an Alexandria, VA, company that certifies e-prescribing soft-

wares for Medicare and also operates the network through which electronic prescriptions are sent.
It now has more than 200 million patients in its master index. And as to the number of prescribers,

the company is adding 10,000 each month – way up from this time last year, which saw 2,000 to 3,000
new prescribers each month. And that was double from the previous year.
Here’s for MOM’s readers, KATE BERRY, senior vice-president of business development for

SureScripts, outlines what managers need to know about getting started with e-scripting.
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tem’s regular usage fee, and the total on the low end
can be $10,000 to $15,000 and on the high side
$25,000 to as much as $45,000 per prescriber.
While most EMR systems have prescribing soft-

ware already built in, Berry says, don’t count on its
being sufficient. Many can only print and fax pre-
scriptions, so the office may have to pay an upgrade
fee to get the full electronic prescribing capability.
There will also be the cost of the software and of

interfacing it with the practice management system,
customizing it, and upgrading it from time to time.
As for return on investment, it won’t come soon.

Estimates are that a large practice will see a positive
return after one or two years. But for smaller offices it
will take longer.

what is a certified system?

To get the Medicare bonus, the office has to use a
“qualified” e-prescribing, and qualified means it has
to do four things.
• It has to produce a list of medications available.

That comes from pharmacy data.
• It has to select medications, print prescriptions,

and send prescriptions electronically. And at the same
time, it has to show safety alerts, which are prompts
that warn of inappropriate dosage or administration,
drug interactions, allergies, and warnings from the
manufacturer.
• It has to show whatever lower-cost drugs are

available.
• And it has to show the patient’s drug plan eligi-

bility as well as the plan’s authorization requirements
and formulary.
SureScripts provides vendor certification, and certi-

fication is necessary for the system to participate in
the network.
There is a list of certified vendors on the

SureScripts website, but read it carefully, Berry says.
A system has to be certified in all four of the required
areas, and each area gets individual certification. So
just because an e-prescribing system provides all four
functions doesn’t mean that system is certified in all
four.
The office therefore needs to verify the certification

in each individual area, because if a vendor isn’t certi-
fied in all of them, the office won’t qualify for the e-
prescribing bonus.
Be aware too, she says, that many programs have

been updated several times, and sometimes only the
latest version of a program is certified. Ask the vendor
if the version the office is buying or already has is
certified.
And then double check. Give the vendor a list of

Medicare’s four requirements and say “show me how

to use each of these so we can get our bonus.”
(To find a vendor’s certification status, go to the

SureScripts webside at www.surescripts.com. Click on
“physicians” at the left of the banner and then go to
“get your practice connected.”
On down that page is a list of vendors with their

certifications in e-prescribing in general and in each
of the four areas – electronic refills, patient medica-
tion history, payer eligibility, and payer formulary.)

a change in workflow

Expect the workflow to change somewhat when the
office goes to electronic prescribing.
The prescribers will see more work because they

are the ones who have to look at the payer formulary
and lower cost alternatives.
For that reason, Berry says, the office will likely

need to make workflow changes. For example, it
might authorize levels of responsibility to different
people so that someone can manage certain renewals.
Or it might assign the front desk the job of getting
pharmacy selections from patients when they come in
so the doctor doesn’t have to do that.

the selling points

For managers who are having to put an e-scripts
sell on the doctors, here are the advantages to cite:

Money: A 2% payment bonus this year; a pay cut
starting in 2012 if the office doesn’t e-prescribe.

Doctor convenience: The doctor can prescribe
from a laptop or hand-held device, so prescriptions
can be sent from outside the office.

Office convenience: Less staff time spent on
pharamacy calls and faxes. (Estimates are that as
much as one third of staff time is spent on pharmacy
communications.)
Automatic prescription renewals. The pharmacy

sends a renewal authorization, the doctor approves it
electronically, and that’s it.

Patient care: The doctor can see if the patient has
– or hasn’t – filled prescriptions and what prescrip-
tions the patient has from other sources.
No drug errors due to misread handwriting.
The system shows lower-cost drugs the prescriber

can choose, and that encourages patients to get their
prescriptions filled.
Automatic alerts on allergies, dosage appropriate-

ness, reactions with other drugs the patient is taking,
and duplicate prescriptions.
And the office can identify the patients taking a

specific drug as well as track frequency and types of
medication each provider prescribes. �
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(continued from page 7)
that. A precursor perhaps to yet another payment cut-
back.

• Modifier GY. This modifier used on claims for
services not covered by Medicare, and the beneficiary
is responsible for the payment. Doctors are not
required to give beneficiaries advance notice of these
services, and as a result, patients can unknowingly
wind up with large personal bills. In 2006, the total
cost came to more than $400 million. Medicare is
evaluating the legitimacy of GY claims.

clinical labs

• Unbundling in profile and panel tests.
Medicare is looking for lab claims that unbundle pro-
file or panel tests to maximize payment. The clue is
claims submitted for multiple dates of service or spec-
imens drawn on sequential days.

• Variations in lab pricing. Here the government
is evaluating differences in lab payment rates. It has
found that for some tests Medicare is paying more
than other payers. �

Colon cancer screenings
and additional procedures
BY THERESE M. JORWIC, MPH, RHIA, CCS, CCS-P
Colorectal cancer is the second leading cause of

cancer death in the U.S., and unnecessarily so because
screening can both prevent the disease and reduce its
death rate. In fact, the CDC says that with screening,
60% of the deaths are preventable.
Screening detects adenomatous polyps before they

develop into cancer. It also detects cancer at its early
stages when 90% of patients have a five-year survival
rate. By contrast, after the cancer is advanced, only
10% see the five-year mark.

the four screening tests

There are four main tests for colon cancer, and
Medicare covers all of them for patients age 50 and

older. For high-risk patients, there is no minimum age
requirement.
First is the fecal occult blood test, or FOBT, which

is a stool sample to detect blood.
Second is flexible sigmoidoscopy, which is an exam

of the lower large bowel or colon.
Third is colonoscopy, which is an exam of the rec-

tum and colon with a thin flexible lighted tube.
Colonoscopy is today’s gold standard for testing,
because it detects just about all polyps and cancers.
And fourth is barium enema, which is usually done

in lieu of sigmoidoscopy or colonoscopy.
Testing is recommended for everyone beginning at

age 50, because that’s when most polyps appear.

who is and isn’t high-risk?

For people who are at high risk of colon cancer,
testing should be done every two years; for others,
every 10 years.
Medicare defines a high-risk patient as someone

who has any of the following:
• a close relative (sibling, parent, or child) who has

had colorectal cancer or an adenomatous polyp,
• family history of adenomatous polyposis,
• family history of hereditary nonpolyposis col-

orectal cancer,
• personal history of adenomatous polyps,
• personal history of colorectal cancer,
• personal history of inflammatory bowel disease,

including Crohn’s Disease and ulcerative colitis.
And though they aren’t on Medicare’s list, smok-

ing, obesity, and a sedentary life style also increase
the patient’s risk for the disease.

the coding

The screening codes come mostly from the HCPCS
or G codes, and for Medicare they are these:

G0104 – flexible sigmoidoscopy
G0105 – colonoscopy, patient at high risk
G0106 – barium enema as alternative to

sigmoidoscopy
82270 – FOBT, patient provided with cards
G0120 – barium enema as alternative to

colonoscopy
G0121 – colonoscopy, patient not at high risk
G0122 – barium enema (not in lieu of sigmoid-

oscopy or colonoscopy but by patient
choice; not covered by Medicare)

G0328 – FOBT, immunoassay
There also needs to be a V code to show the reason

for the service, and it is V76.51 (screening for malig-
nant neoplasms of the colon).
In addition, for code G0105 where the patient is

ICD-9-CM and CPT
coding update
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high-risk, there needs to be a diagnosis code to show
one of the high-risk conditions, and the most common
are these:

personal history
V10.05 – personal history of malignant neoplasm

of large intestine
V10.06 – personal history of malignant neoplasm

of rectum, rectosigmoid junction, and
anus

chronic digestive disease
555.0 – regional enteritis of small intestine
555.1 – regional enteritis of large intestine
555.2 – regional enteritis of small intestine with

large intestine
555.9 – regional enteritis of unspecified site
556.0 – ulcerative (chronic) enterocolitis
556.1 – ulcerative (chronic) ileocolitis
556.2 – ulcerative (chronic) proctitis
556.3 – ulcerative (chronic) proctosigmoiditis
556.8 – other ulcerative colitis
556.9 – ulcerative colitis, unspecified

inflammatory bowel disease
558.2 – toxic gastroenteritis and colitis
558.9 – other and unspecified noninfectious

gastroenteritis and colitis

screening plus treatment

What if the patient comes in for a screening exam
and during the exam a polyp is found and biopsied or
removed?
Then the coding changes, and logically so. It’s no

longer just a screen colonoscopy but test a with biop-
sy or polyp removal.
The primary diagnosis is the same – V76.51 for the

screening. But then use a secondary code to show
what was found, perhaps 211.3 for benign neoplasm
of the colon.
The procedure codes for biopsy or polyp removal

are found with the endoscopies at 45378-45385.
For lesion removals, the codes are 45383 and 45384

for removals by forceps and 45385 for removals using
a snare. Most common is the snare, where a wire is
looped over the tissue and the lesion then scraped off.
Other codes can be used along with those.
If there is a biopsy, use code 45380.
If a substance such as ink or botox is injected into

the area for later identification, use code 45381.
Or if bleeding has to be controlled during the pro-

cedure, use code 45382.
It’s also possible that polpys are removed by more

than one technique, perhaps one by foreceps and
another by snare, and when that’s the case, use a code
for each one.
When more than one of those codes is used, howev-

er, add modifier 59 to show that the procedure is a
service distinct from the colonoscopy itself.

who pays what?

The big confusion with the screening versus the
screening with procedure lies in the deductible the
patient pays.
To encourage people to get tested for colon cancer,

Medicare waives the deductible for screening sigmoi-
doscopies (G0104), for colonoscopies (G0105 and
G0121), and also for barium studies (G0106 and
G0120).
However, if the test includes another procedure

such as biopsy or tissue removal, the patient has to
pay the deductible.

two sites worth visiting

For a brief and also clear patient brochure outlining
the cancer screens Medicare covers, go to http://www
.cms.hhs.gov/MLNProducts/downloads/Cancer_
Screening.pdf. Offices can order print copies of it at
http://cms.meridianksi.com/kc/main/kc_frame.asp
?kc_ident=kc0001&loc=5. Scroll down to “preventive
services,” and it is the third item: “Cancer Screen-
ings.”
The American Cancer Society also has some good

and free patient education materials at http://www
.cancer.org/docroot/PRO/PRO_4_ColonMD.asp.

Therese M. Jorwic, MPH, RHIA, CCS, CCS-P, is
assistant professor of health information management
at the University of Illinois at Chicago and senior
consultant for MC Strategies in Atlanta. �

Beware these PQRI errors;
they are the ones offices
most often make on claims
Watch out for the quality coding mistakes that are

bringing offices down.
Medicare has listed them in a new report. And

though the report covers data that’s admittedly a bit
old – 2007 quality reporting – it’s far from out of
date, Medicare says. Offices are still making the same
mistakes.
Here’s what to be on the lookout for.
• Submitting claims with a total dollar amount of

zero.
The quality code has to show a line-item charge of

zero. Or, if the billing system doesn’t accept zero line



items, it can carry a 1-cent charge. But that applies
only to the line item. If the entire claim carries a zero
charge, it will be rejected.

• Forgetting to put the quality codes on the claim.
Medicare says some offices forget to include the

quality codes and so resubmit their claims with the
codes included.
No good.
It’s a one-shot deal. Medicare looks at the quality

codes only on the first claim. The office can’t redo a
claim simply to add or correct the quality codes. The
Medicare system won’t pick up the correction.

• Not checking for an N356 remark code on the
remittance advice.
Look at the remittance advice regularly and make

sure there’s an N356 remark code for each quality
data code submitted. That code says the procedure
code is not payable and is only for information pur-
poses. But at the same time, it says the carrier got the
quality code.
Many offices fail to do that and then find out too

late that the billing service or the clearinghouse isn’t
passing the codes on to the carrier.
If there’s no N356 on the remittance advice, the

quality code did not appear on the claim when it got
to Medicare.
• No NPI on the claim.
More than 1.7 million claims or 12% of the total

claims submitted came in without NPIs, Medicare
says.
And the fault does not lie only with offices. Just

about all of the NPI omissions were caused either by

failures of billing software or by errors the clearing-
houses have made.
The NPI is the only identifier Medicare uses to

determine the doctor’s bonus amount – or if there’s
going to be any bonus at all. Put it on the line with
the HCPCS charges.
• Wrong CPT code.
Almost 19% of the claims carried a quality code for

a CPT service that didn’t apply.
Most often mismatched was – and still is – measure

#30 (perioperative care: timing of prophylactic antibi-
otic). What’s causing the problem, Medicare says, is
that #30 is the only measure that requires a CPT
Category II code instead of a regular CPT code. It is
4048F (documentation that prophylactic antibiotic
was given within 1 hour of surgical incision).
• Wrong ICD-9-CM code.
Another 13.9% of the claims got kicked out

because they carried a diagnosis code that didn’t
match the quality measure.
Usually that happened because the quality measure

required multiple diagnoses.
For example, measure #5 (heart failure: ACE

inhibitor or ARB therapy for left ventricular systolic
dysfunction) requires diagnoses of heart failure and
LVSD. The same is true for measure #8 (heart failure:
beta-blocker therapy for LVSD). It requires multiple
diagnoses.
• Wrong CPT and ICD-9-CM codes.
On about 7% of the claims, neither the CPT code

nor the ICD-9-CM code matched up with the quality
code.
Many offices made that error on measure #7 (beta-

blocker therapy for coronary artery disease patients
with prior myocardial infarction). The difficulty is
that measure #7 requires one ICD-9 code for coronary
artery disease, another for myocardial infarction, and
a CPT service code.
• Incorrect age.
Most of the errors here appeared on claims for chil-

dren and young adults. For example, measure #53
(asthma; pharmacologic therapy) covers ages 5-40.
The same is true of measure #64 (asthma assessment).
It applies to the same younger group.
However, there were also many errors in age-

restricted measures that include older people but have
an upper age limit. Examples are measure #1 (hemo-
globin A1c poor control in Type 1 or 2 diabetes melli-
tus, ages 18-75) and #2 (low density lipoprotein con-
trol in Type 1 or 2 diabetes mellitus, ages 18 to 75)
and #3 (high blood pressure control in Type 1 or 2
diabetes mellitus, ages 18-75).
• Incorrect gender.
There were only a few errors here, and they were

obvious. For example, measure #39 is osteoporosis
screening for women. �
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