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University of Alabama-Birmingham will Pay

U.S. $3.39 Million To Resolve False Billing

Allegations Surrounding Research Activities

The University of Alabama-Birmingham (UAB) School of Medicine, the UAB Health System and the UAB faculty practice plan have agreed to pay the U.S. government $3.39 million to settle allegations that they violated the federal False Claims Act with respect to claims submitted in connection with the School’s clinical research activities between 1996 and 2004.  The government’s investigation focused on research compliance and billing, including the manner in which UAB investigators accounted for their overall effort and research support, charging practices for grant-related services, the funding relationships between the UAB hospital, School of Medicine and faculty practice plan, and billing practices for services provided to patients participating in clinical studies.

The settlement resolves allegations that the University misled NIH, other sponsors of federally-funded grants, and the Medicare program, into paying more money than the School was lawfully entitled to receive.  The Justice Department alleged that in completing applications for federal health science research grants, the School overstated the percentage of work effort that researchers were able to devote to the grants.  It was also alleged that the University, and its faculty practice plan, unlawfully billed Medicare for clinical research trials that were also billed to the sponsor of research grants. 


According to the UAB press release announcing the settlement:

“UAB cooperated fully with the government investigation and discovered and reported the errors that resulted in the reimbursement.  There was no finding or admission of wrongdoing by UAB or any university personnel.”

HHS Publishes Draft HIPAA Enforcement Rule

To date, the Department of Health and Human Services (HHS) has not fined anyone for violations of the HIPAA privacy, security or electronic transaction standards rules, but this is likely to change.

As part of the HHS goal of implementing a unified approach with respect to all of the HIPAA rules, HHS published a Notice of Proposed Rulemaking (NPRM) of the HIPAA Enforcement Rule in the Federal Register on April 18th.  Comments from the public are due by June 17.  The enforcement proposal details how HHS will define violations, determine culpability and the steps that organizations can take to protect themselves.

The proposed rule, entitled Civil Money Penalties: Policies and Procedures for Investigations, Imposition of Penalties, and Hearings, would amend the existing rules relating to the investigation of non-compliance by making the enforcement provisions that already apply to the HIPAA privacy regulation applicable to the other rules under HIPAA administrative simplification, including security, transactions and code sets, and the standard unique health identifiers for health care providers.  Among other matters, the proposed rule would clarify and elaborate upon the investigation process, basis for liability, determination of the penalty amount, grounds for waiver, conduct of the hearing, and the appeal process.
Specifically, the proposed rule would amend the existing rules relating to the process for imposition of civil money penalties (CMPs) and contains new provisions that would establish procedures for the imposition and calculation of CMPs.  The proposed rule provides for penalties of not more than $100 for each violation, with a total amount imposed for all violations of an identical requirement or prohibition during a calendar year not to exceed $25,000.  Existing HIPAA enforcement is mostly complaint-based, relying heavily on voluntary compliance.  While HHS enforcement efforts are focused on investigating complaints, they may also include conducting compliance reviews to determine if a covered entity is in compliance.  When potential violations come to the attention of HHS through a complaint or a compliance review, the Office of Civil Rights (OCR), which is charged with enforcing the HIPAA privacy rule, and CMS’s Office of HIPAA Standards (OHS), the entity responsible for enforcement of non-privacy HIPAA rules, attempt to resolve the matter informally.  However, if compliance cannot be obtained effectively through voluntary means, HHS may seek to impose CMPs – and further, matters subject to criminal penalties may be referred to the Department of Justice.

The proposed rule clarifies that a covered entity generally can be held liable for a CMP based on the action of an agent, including an employee or other workforce member, acting within the scope of the agency or employment.  A business associate will often be an agent of a covered entity, but a covered entity that complies with the HIPAA privacy and security rules governing business associates will not be held liable for a business associate’s action that violate the rules.  HHS has already issued guidance stating that a covered entity is not required to monitor the activities of its business associates; however, if a covered entity is aware of a breach or violation by a business associate of a material provision of a business associate contract, the covered entity must take reasonable steps to cure the breach or end the violation, and if unsuccessful, terminate the contract with the business associate.  If termination is not feasible, the covered entity must report the problem the OCR.  The proposed rule is consistent with this guidance.  If the covered entity complies with the applicable business associate provisions, the covered entity will not be held liable for the action of its business associate.  However, if the covered entity fails to comply with those provisions, such as by not entering into the requisite business associate contracts, or by not taking reasonable steps to cure the breach or end the violation, the covered could be held liable under the provisions of the proposed rule for the actions of its business associate.

Bottom Line: Our relationships with business associates are an area of potential liability exposure and one protective measure to take is to have the requisite business associate contracts with all of our business associates.  Also, with a permanent structure in place to start imposing financial penalties, HHS can be expected to take a stronger approach to HIPAA compliance.  Consequently, HIPAA violations that are not resolved through voluntary compliance may result in hefty fines.

Congratulations to our Beatles Trivia Contest Winner!

Congratulations go out to Judi Leppo, UPI Financial Benefits Administrator, the winner in our Trivia Contest. Judi’s name was drawn from among those who correctly guessed that John Lennon was the missing Beatle in the recording of “I, Me, Mine” in 1970. Judi won a $25 Best Buy gift card. Thanks to all of those who entered!

One responder noted that John was getting a haircut. Another noted that this was the last group recording before the group split. Someone else indicated that in one mixing only Ringo was present, but that another mixing also included Paul and George. Another avid Beatles fan wrote that many have thought that George wrote the song in anger over Paul’s bossiness. Our expert consultant on the group, Glenn Gass, Professor of Music at Indiana University, also indicated that the last full song recorded by the entire group was “I Want You (She’s So Heavy)”, in August 1969. 

We don’t know about all of the points above, but we think The Beatles had the teaching rules in mind. The original Medicare rules for teaching physicians were published in 1969. So with “I, Me, Mine” recorded in January 1970, it seems clear that the true inspiration came from that initial Medicare pronouncement. That’s our story and we’re sticking to it!
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MOHS MICROGRAPHIC SURGERY

Mohs Micrographic Surgery (MMS) is a precise tissue-sparing surgical technique used in the removal and treatment of selected malignant neoplasms of the skin. This surgery requires a single surgeon to act in two distinct roles: as surgeon and pathologist. The procedure is performed in stages with successive stages being used to remove more extensive tumor as needed. Mohs is identified by the following CPT codes:
17304 - 1 stage Mohs, up to 5 spec
17305 - 2 stage Mohs, up to 5 spec
17306 - 3 stage Mohs, up to 5 spec
17307- Mohs addl stage up to 5 spec

The majority of simple skin cancers can be managed by simple excision or destruction techniques. The medical records should clearly show that MMS was chosen because of the complexity, size or location of the lesion.

Occasionally, it would be appropriate for providers to perform the Mohs technique on more than one lesion on a given day. When more than one lesion is treated, the appropriate procedure code should be billed to Medicare using the -76 modifier. It is not necessary to use the -76 modifier on code 17310 for additional specimens since this is an add-on code to those listed above.

TrailBlazer has a Local Coverage Determination (LCD) on the Mohs surgical procedures. For more information regarding this policy, please visit their website at: 

www.trailblazerhealth.com/ <http://www.trailblazerhealth.com/>
Medicare Code Changes for Low Osmolar and High Dose Contrast Agents:
Effective April 1, 2005 payment for contrast agents will be made on the basis of the Average Sales Price (ASP) plus six percent in accordance with the standard methodology for drug pricing established by the Medicare Modernization Act (MMA) for other than hospital outpatient claims. Payments for the new

Q-codes can be found in the respective quarterly Medicare Part B drug pricing files that are posted on the CMS website.

HCPCS codes A4644- A4646 have been replaced with Q9945-Q9951.  

HCPCS codes A4643 and A4647 have been replaced with Q9952-Q9954.  

Non-institutional providers billing the carriers should use Q9955-Q9957 to report specific echocardiography contrast agents.  All other echocardiography contrasts agents not described 

by Q9955-Q9957 should be reported with A9700.
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CME/CEU Credit Awarded

Effective March 07, 2005, TrailBlazer’s first computer-based training (CBT) modules, “E/M Coding and Documentation/Advanced Course” “Consultation or Not?” and “Subsequent Hospital Care Services”, offering Continuing Medical Education (CME)/Continuing Education Units (CEUs) credit, are available on the Trailblazer website. These offerings are a result of TrailBlazer’s partnership with the University of Virginia School of Medicine (UVA) to provide CME/CEU credit to physicians and other professional designations (P.A.s, R.N.s, C.P.C.s, nutritionists, etc.) upon successful completion of approved CBTs. These are the only courses available for CME/CEU credit. In up-coming months, TrailBlazer will announce in their newsletters when additional CBTs offering CME/CEU credit are available, or you can check the website.

Follow the instructions below to access the training modules-  

Start at http://www.trailblazerhealth.com/
Click on Part B; your state (on left side of screen)

Click on Provider Outreach and Education (Educational Issues), on the left

Click on Computer-based Training Modules CEU Credit, on the right

Click on the course you want to take.

Providers can easily access TrailBlazer’s CBTs offering CME/CEU credit by clicking on the tab designated “CME/CEU Credit.” This will take you directly to the Web page listing the current CBTs offering CME/CEU credits. The Web page will be updated as additional CBTs become available.  Contact the Compliance Office with any questions.
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CPT infusion codes with the new G-Codes for Medicare.
Existing Procedure Code
New Medicare HCPCS Code

90780 – Intravenous infusion for therapy/diagnosis, administration by physician or under direct supervision of physician; up to one hour.
G0345 – Intravenous infusion, hydration; initial, up to one hour.

+90781 – each additional hour, up to eight hours (list separately in addition to code for primary procedure).
G0346 - each additional hour.

90780 - Intravenous infusion for therapy/diagnosis; administration by physician or under direct supervision of physician; up to one hour.
G0347 – Initial infusion, up to one hour, therapeutic/diagnostic.

+90781 - each additional hour, up to eight hours (list separately in addition to code for primary procedure.
G0348 - each additional hour.

+90781 - each additional hour, up to eight hours (list separately in addition to code for primary procedure.
G0349 – Additional sequential infusion up to one hour.

N/A
G0350 – Concurrent infusion.

90782 – Therapeutic prophylactic or diagnostic injection (specify material injected); subcutaneous or intramuscular.
G0351 – Therapeutic or diagnostic injection; subcutaneous or intramuscular.

90783 - Therapeutic prophylactic or diagnostic injection (specify material injected); intra-arterial.
G0352 – Injection, intra-arterial.

90784 - Therapeutic prophylactic or diagnostic injection (specify material injected); intravenous.
G0353 – IV push, single or initial substance/drug.

N/A
G0354 - each additional push.

If billing for the medication, remember to add the appropriate HCPCS  J-Code.

Diagnosis Coding

CMS recently announced new ICD-9 diagnosis coding guidelines effective on April 1st to help you avoid denials and get paid correctly for the services you provide. The biggest changes to the guidelines address diagnosis-coding rules for patients with diabetes mellitus, and those with conditions related to asthma and chronic obstructive pulmonary disease (COPD).

Changes to the ICD-9-CM diagnosis coding guidelines are made periodically to account for changes in laws, billing rules and regulations. All changes were agreed upon by the American Hospital Assn., the American Health Information Management Association, the National Center for Health Statistics and CMS.

New instructions on how to use diagnosis codes for patients with diabetes have been added to the coding guidelines on endocrine, nutritional and metabolic diseases and immunity disorders. The section previously contained no guidance.

You must use a fifth digit diagnosis code for patients with diabetes mellitus (code series 250) to establish whether the patient’s diabetes is type I or type II, and controlled or uncontrolled, the guidelines state. If the type is not documented it is defaulted to type II diabetes the primary diagnosis, followed by 995.91 (systemic inflammatory response syndrome (SIRS) due to infections process without organ dysfunction). If sepsis develops after hospital admission, use a secondary diagnosis from the sepsis code series (038). If it is not clear if sepsis was present on admission, you should ask the provider.

· Septic shock: If the patient has septic shock, you must use a diagnosis code for initiating system infection first, then a code for SIRS (995.2), then a code for septic shock (such as 785.52). The septic shock code cannot be the principal diagnosis code and septic shock cannot occur without severe sepsis.

· Cerebral infarction: A stroke (also known as a cerebral infarction or CVA) has 434.91 (cerebral artery occlusion, unspecified, with infarction) as its default code. Don’t use 436 (acute but ill-timed cerebrovascular disease) if the patient has a documented stroke. A cerebrovascular infarction of hemorrhage that occurs during a medical procedure should be diagnosis coded as 997.02 (iatrogenic cerebrovascular infarction or hemorrhage) and your documentation should show a cause-and-effect between the procedure and the stroke.

· COPD and asthma: Chronic obstructive pulmonary disease (COPD) is composed of codes from 491.2 (obstructive chronic bronchitis) and 492 (emphysema). Asthma codes are in the 493 series. Use diagnosis code 496 (chronic airway obstruction, not elsewhere classified) only if the patient’s COPD type is not in the record. An acute exacerbation of a patient’s condition is the worsening of a chronic condition, not an infection superimposed on a chronic condition. Select codes for COPD and asthma based on terms documented in the record, as many of the conditions overlap between the two ailments.

· Status asthmatica: A patient’s failure to respond to treatment during an asthma attack is known as status asthmatica. If this condition is documented along with COPD, then the status asthmaticus should come first. Don’t use an asthma code with the fifth digit of 2 along with status asthmaticus.

· Acute bronchitis: When a patient has acute bronchitis and COPD documented, use only code 491.22 (obstructive chronic bronchitis with acute bronchitis).

· Poisoning: If a patient has a toxic effect, known as ingesting or coming into contact with a harmful substance, the primary diagnosis code should be from that series (980-989), followed by any codes that describe conditions that result from the toxic effect. You should also use an appropriate E code if there was an external cause to the toxic effect. Choose from the following series: E860-E869 (accidental), E950.6 or E950.7 (intentional self harm), E962 (assault), or E980-E982 (undetermined)


Development & Training: Call 328-6210 to register!          

Introduction to Compliance & HIPAA Training

 (Part of UPI’s new-employee orientation)

10:00 a.m. to 12:00 p.m.

Tuesday, May 10, 2005

Tuesday, May 24, 2005

405 W. Redwood Street

Training Room 1

Lower level (basement)


Evaluation & Management Documentation Guidelines (every Monday)

(includes Medicare Teaching Physician Rules and Introduction to Compliance)

10:00 a.m. to 12:00 p.m.

Monday, May 2, 2005

Monday, May 9, 2005

Monday, May 16, 2005

Monday, May 23, 2005

  Participants must register in advance. Come to Suite 240 at 9:55 and ask for Ruth Webster

Coder’s Forum

Suite 210 – 419 W. Redwood Street

9:00 a.m. – 11:00 a.m. – Bagels & Coffee

Friday, May 20, 2005

Friday, July 15, 2005



AUDIO CONFERENCE

“How to Identify E/M Undercoding and Get Entitled Reimbursement”

12:00 p.m. to 1:30 p.m.

Tuesday, May 3, 2005

Kaplan Building, School of Social Work

525 W. Redwood St. Room 4E36, 4th Floor

To register, contact Ruth at 410-328-6210 or email: rwebster@upi.umaryland.edu

                                                                                  

Quarterly Compliance Liaison Meeting

(Administrative Compliance Liaisons – Physician Compliance Liaisons)

Suite 210 – Professional Building

11:00 a.m. – 12 p.m.

June 7, 2005
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University Physicians Compliance Office


419 West Redwood Street, Suite 220


Baltimore, MD 21201-1734





(410) 328-2678 – phone


(410) 328-2845 – fax





     (410) 328-2352  - Compliance Helpline


     (410) 328-0176  - Compliance Hotline


     (410) 328-8011  - HIPAA Phone line 





http://intranet.upi.umaryland.edu/compliance
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