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Physician Update - Face to Face Encounters: The New Code!

 It is estimated that there were 
$700 million in improper 

payments made for DME 
products/services from April 
1, 2005 to March 31, 2006 
according to the latest informa-
tion published by NAMDRC. 
The HHS Of ce of Inspector 
General has repeatedly 
expressed concern that DME 
is vulnerable to fraud, waste 
and abuse. The OIG has several 
detailed reports of fraud and 
abuse and has called for the 
CMS administration to address 
the issue. The investigations 
performed by Health Care Fraud 
Prevention and Enforcement 
Action Team (HEAT) have ulti-
mately resulted in indictments 
against DME providers for 
hospital beds, nebulizers and 
oxygen equipment.
According to the proposed rule, 
in 2013 CMS will require a 
physician to document and 
communicate to the DME 
provider that either the physician 
themselves, the physician’s 
assistant, nurse practitioner 
or clinical nurse specialist has 
had a face-to-face visit with the 
bene ciary within the past 90 
days before the order is written 
or within 30 days after the 
order for the DME is written. 
The order written must include 
the following in order for 
payment to be made:

• Bene ciary’s name
• Item being ordered
•  Ordering provider’s 

NPI Number
• Date order is written
• Diagnosis
•  Proper usage instructions

(if applicable)
•  Signature of the provider 

prescribing the equipment

If an order is missing any of the 
above requirements, it will not 
support payment of the claim. 
It is expected that during the 
face-to-face visit, the physician, 
NP, PA or CNS will conduct a 
needs assessment or treat 
the bene ciary for the medical 
condition that warrants the 
need for the item(s) of DME.  
This information needs to be 
contained in the bene ciary’s 
medical record. 
The medical record must contain 
the items listed and must also be 
available to CMS upon request. 
The following are examples of 
the different parts of the medical 
record that can demonstrate that 
a face-to-face visit has taken 
place: the H&P, diagnostic tests, 
medical summary, diagnosis 
and treatment plans. If all of 
the Medicare telehealth require-
ments are met, it is acceptable 
to accomplish the face-to-face 
via telehealth.
In order to compensate a 
physician for the documenta-
tion requirements incurred 
from the face-to-face visit, CMS 
is proposing the introduction 
of a new G code estimated at 
$15.00. CMS is also considering 
several documentation 
options that will be available 
to physicians. The options are as 
follows according to NAMDRC:
Option 1) The Physician can 
sign and date an attestation 
verifying that they have reviewed 
the medical record and attest 
that the PA, NP or CNS has 
performed a face-to-face 
with the bene ciary and 
evaluated the need for 
the DME.

Option 2) The Physician can 
initial the history and physical 
for the bene ciary for the date of 
the face-to-face visit.
Option 3) The Physician can 
co-sign the pertinent portion 
of the medical record for the 
date of the face-to-face visit 
and thereby document that the 
bene ciary was treated for or 
evaluated for the condition 
that relates to the DME item 
being ordered. 
Reference: Washington Watchline 22.8 
(2012): 4-5

Medicare Round 
1 Recompete 

Potential Effect 
on Physician 

Practices 
Can you believe that we are 
more than halfway through 
Round 1 of Medicare’s DME 
Competitive Bidding program? 
This means that it is time for 
Round 1 “Recompete.” Round 
1 areas certainly know who you 
are – see below for complete list. 
There are many changes for this 
next round of bidding. What are 
those changes and how will they 
affect physicians? 

Round 1 Recompete Areas
•  Charlotte-Gastonia-Rock 

Hill (North Carolina 
and South Carolina) 
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Getting Positive Airway Therapy 
covered for bene ciaries by 

Medicare requires an inordinate amount 
of time from the Prescriber as well as 
the HME. A recent error report from 
Region A DME/MAC shows a charge 
denial rate (CDR) of 53.5 percent, the 
highest in two years. Recently CGS, the 
DME/MAC for Region C, published a 
“Positive Airway Pressure Devices Denial 
Help Aid.” (See graph)

In reviewing this guide, there were 
eleven separate categories to choose 
from in seeking aid to payment denial 
issues. Within those eleven categories 
there were a combined total of 42 areas 
of potential error elements for patients 
starting on therapy. The eleven elements 
and their respective sub-categories are 
as follows: CMN (1), Compliance (6), 
Continued use and Continued Medical 
Need (1), Face to Face evaluation (3), 
Medical Records (2), Physician Order: 
Preliminary Dispensing Order (1), 
Physician Order: Detailed Written Order 
(DWO) (10), Proof of Delivery (3), Re ll 
Requirements (7), Sleep Study (7), 
Training (1), plus a category for replacing 
equipment (3).
This article will address areas that can 
cause a drain on Physician of ce time 
and resources. The category above 
that has the most sub categories for 
potential error is the detailed written 
order from the prescriber. Physicians 
have limited impact on 2 out of 10 of 
the subcategories (no order submitted 
with claim, and claim submitted with 
date that precedes date of order) so 
we will focus on the remaining 8 listed 

areas, including further reference where 
not self explanatory. 
1.  Physician signature on DWO is 

missing therefore the identity and 
credentials of the person writing the 
order cannot be authenticated.

2.  The Physician signature is illegible on 
signature log or attestation statement 
submitted (again this represents an 
authentication issue). 

3.  The Physician did not personally 
date his/her signature on 
the DWO. 

The article “Positive Airway 
Pressure Devices Denial Help Aid” 
goes on to explain, “Someone other 
than the physician may complete 
the detailed description of the item. 
However, the treating physician 
must review the detailed descrip-
tion and personally sign and date 
the order to indicate agreement.” 
This is a requirement that comes 
from the Medicare Program 
Integrity Manual section 5.2.3 
4.  DWO is invalid due to use of a 

signature and/or date stamp.
5.  DWO is missing one or more of 

the required elements. Required 
elements according to Medicare 
Program Integrity Manual section 
5.2.3 include:
• The bene ciary’s name
• The physician’s name
•  The date of the order and the 

start date, if start date is different 
from the date of the order

•  The detailed description of the item(s)
•  If the order is for a rented item or 

if the coverage criteria in a policy 
specify length of need, the order 
must include the length of need

•  The physician’s signature 
and signature date

6.  DWO has changes that were 
not initialed and dated by the 
ordering physician.

7.  DWO is unreadable due to illegible 
handwriting/poor copy.

8.  The order in the  le is not a valid 
detailed written order because it is 
a blanket order or lacks suf cient 
detail to show that the item(s) the 

supplier delivered was the item(s) the 
physician actually ordered.

The article “Positive Airway Pressure 
Devices Denial Help Aid” again refer-
ences the Program Integrity Manual 
Chapter 5, Section 5.3.2 which states: 
“Suppliers must have a detailed written 
order prior to submitting a claim. 
If the supplier does not have a faxed, 
photocopied, electronic or pen and ink 
signed detailed written order in their 
records before they submit a claim to 
Medicare (i.e., if there is no order or 
only a dispensing order), the claim will 
be denied.”
According to Physician and Consultant 
Dr. Tray Dunnaway, “the Physician and 
his pen yield the power.” According to 
this CMS released document, he was 
certainly correct. 
References:
“DME MAC Jurisdiction C Positive Airway Pressure 
(PAP) Devices Denial Help Aid.” Cgsmedicare.com. 
CMS Centers for Medicare and Medicaid Services. 
<http://www.cgsmedicare.com/jc/claims/
denial_help_aid_pap.html>.

“Results of Widespread Prepayment Review of 
Claims for HCPCS E0601, (Continuous Positive 
Airway Pressure Devices).” Medicarenhic.com. 
20 Apr. 2012. NHIC, Corp. <http://www.medicar-
enhic.com/dme/medical_review/mr_bulletins/
mr_bulletin_pca/042012_cpap.pdf>.

Assuring Access to Therapy

Do You Know?
The Physician is the only 
person recognized who 

can sign detailed written 
orders. Who is authorized 

to date that order? 
Submit your answers to 
kriley@medgroup.com. 
All correct answers will 

be submitted for a drawing for 
a $50 Amazon gift certi cate!

The winner will be announced in the 
next issue of the Respiratory Review!

Last Issue’s Winner
Jennifer Scribner

LPN Clinic FDC Pulmonology, Nursing
CoxHealth

Widespread Prepayment Review of Claims for
HCPCS E0601

Charge Denial Rates by Review Period
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Beginning 8/27/2012, CMS began 
audits on Physician Claims including 

prepayment reviews being done by the 
Medicare Recovery Auditors (RACs).  
These prepayment audits are being 
conducted to ensure that the provider 
is compliant with all of the Medicare 
payment rules. The following seven 
states these reviews will focus on 
have high populations of fraud and 
providers prone to error. These states 
are California, Florida, Illinois, Louisiana, 
Michigan, New York and Texas. 
Four other states have high volumes 
of short inpatient hospitalizations 
and will be the focus on these prepay-
ment audits as well. These states are 
Missouri, North Carolina, Ohio and 
Pennsylvania. Audits have recently 
begun in these 11 states in order to 
help lower the error rate by preventing 
improper payments.
Types of errors commonly found in 
improper payment audits are insuf-
 cient documentation errors, medical 
necessity errors and incorrect coding 
errors. In physician settings, Medicare 
requires that the services provided must 
be ordered and authenticated by the 
ordering provider with a handwritten or 
electronic signature. When written, the 
signature must be legible or otherwise 
identi able. If the signature is missing 
or is illegible, CMS gives the provider a 
chance to attest to his or her signature.  
If the attestation is not returned, it will be 
considered insuf cient documentation. 
In other errors found, the documenta-
tion in the patient’s medical record 
simply does not match the code that 
is billed.
After a claim is identi ed as part of the 
prepayment audit, a request is made for 
the medical record and other pertinent 
documentation from the provider that 
submitted the claim. The initial request 
for the medical record is made via letter.  
If the provider fails to respond within 30 
days to the initial request for documen-
tation, an additional three subsequent 
letters will be sent. CMS personnel also 
place phone calls to the providers to 
collect the requested documentation.  
If no documentation is received within 

75 days of the initial request, the claim 
is classi ed as a “no documentation 
claim” and is counted as an error. Any 
late documentation received prior to the 
cut off period is reviewed in the same 
manner as if the documentation was 
received in a timely fashion.
Upon receiving the medical records, 
medical review professionals consist-
ing of nurses, medical doctors, and 
certi ed coders conduct a review of the 
claims and submitted documentation to 
determine whether the claim should be 
paid as submitted. Prior to the review, 
the bene ciary’s eligibility is con rmed 
as well as steps performed to verify that 
the claim is not a duplicate.
Common causes of non-payment for 
Medicare Part A Claims are as follows:

•  Inpatient Hospital Stays - Medicare 
covers an inpatient stay only if 
the inpatient hospital care was 
reasonable, medically necessary 
and appropriate for the diagnosis 
of the bene ciary. The bene ciary 
must demonstrate signs/symptoms 
severe enough to warrant the 
need for medical care furnished 
only on an inpatient basis  

•  Incorrect Setting - claims will be 
denied in full if the bene ciary 
was admitted as an inpatient but 
the medical care and/or proce-
dures should have been provided 
in an outpatient setting

•  Short Hospital Stays - short stays in 
an inpatient hospital setting often 
result from the patient being in 
the incorrect setting for services/
care needed for condition

Audit reviews for DME products/services 
are focusing on documentation of the 
patient’s medical condition to support 
the need for the type of DME items 
being ordered. Critical documentation 
for oxygen supplies include: 

• The order for the oxygen supplies
•  The most recent CMN document-

ing the bene ciary’s condition
• Blood oxygenation results

•  Physician notes demonstrating 
that the patient was assessed by a 

physician within the appropriate time 
frames for certi cation or recerti ca-
tion of the need for oxygen supplies

•  Physician notes supporting 
continued monitoring of oxygen 
supply usage and need

Documentation for nebulizers and 
related drugs should include:

•  An order from the treating 
physician that speci es the type 
of solution to be dispensed and 
the administration instructions 
that include the frequency of use

•  Documentation to support 
the medical necessity of the 
nebulizer and inhalation drugs. 
Also required is the documenta-
tion that the patient is using 
the medication as ordered

When ordering a positive airway 
pressure device, documentation should 
include the following:

•  Signed and dated order for 
the CPAP/BiPAP device and 
each accessory billed

•  Physician evaluation of the 
patient prior to the sleep test

•  Physician re-evaluation performed 
within the required time frame to 
support that the bene ciary bene ts 
from the therapy and adheres 
to the usage guidelines

• Qualifying sleep test results
Bottom line - the key to getting proper 
payment on your Medicare claims is 
DOCUMENTATION, DOCUMENTATION, 
DOCUMENTATION! 
Reference: Medicare Fee-for-Service 2011 
Improper Payment Report (2011): 1-31

Prepayment Review – Medicare Now 
Auditing Physician’s Services
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•  Cincinnati-Middletown 
(Ohio, Kentucky and Indiana) 

• Cleveland-Elyria-Mentor (Ohio) 
• Dallas-Fort Worth-Arlington (Texas) 
• Kansas City (Missouri and Kansas) 
•  Miami-Fort Lauderdale-

Pompano Beach (Florida) 
•  Orlando-Kissimmee-

Sanford (Florida) 
• Pittsburgh (Pennsylvania) 
•  Riverside-San Bernardino-

Ontario (California) 
The most signi cant changes involve 
the product categories. Several of the 
previous product categories have been 
rolled up into larger product categories. 
For example, currently Round 1 includes 
an Oxygen Equipment category and also 
a totally separate CPAP category. These 
were bid and awarded independently 
of one another. In the Recompete they 
have been combined into one all-
inclusive category.
Because contracted providers are 
required to provide all items within the 
category, these product categories will 
also oblige providers to offer products 
they may not have offered in the past. 
Some companies have focused on 
single markets like CPAP devices. 
Yet the new Recompete rules now 
require they provide nebulizers in 

addition to oxygen and CPAP. It isn’t 
uncommon for physicians to prefer 
referring to varying companies based 
on different equipment needs. 
Another example is the Standard 
Mobility Equipment category which will 
require contractors to deliver walkers in 
addition to power mobility devices. Here 
are the revised product categories: 

•  Respiratory Equipment and Related 
Supplies and Accessories
-  includes oxygen, oxygen 
equipment and supplies; 
continuous positive airway 
pressure (CPAP) devices and 
respiratory assist devices (RADs) 
and related supplies & acces-
sories; and standard nebulizers 

•  Standard Mobility Equipment and 
Related Accessories
-  includes walkers, standard 
power and manual wheelchairs, 
scooters, and related accessories

•  General Home Equipment and 
Related Supplies and Accessories
-  includes hospital beds and 
related accessories, group 1 & 2 
support surfaces, transcutane-
ous electrical nerve stimulation 
(TENS) devices, commode chairs, 
patient lifts and seat lifts 

•  Enteral Nutrients, Equipment 
and Supplies

•  Negative Pressure Wound 
Therapy Pumps, Related 
Supplies and Accessories

•  External Infusion Pumps 
and Supplies 

The other signi cant change is the 
addition of many new product types 
not previously included in Round 1 or 
Round 2. Examples of these products 
include group 1 support surfaces, 
commode chairs, patient lifts, seat lift 
chairs, and TENS devices. The General 
Home Equipment category now includes 
many unrelated product areas requiring 
DME companies to bid on items they 
may have no history of providing. If you 
want to continue servicing Medicare 
patients with hospital beds and bedside 
commodes then you will be required to 
provide TENS units. These are totally 
unrelated products. The local company 
with TENS expertise may no longer be an 
option for you if they did not accept a bid. 
The timeline for Round 1 Recompete 
includes bid submissions October-
December 2012. The awarded bidders 
will be announced in 2013 with the new 
rates and categories becoming effective 
January 1, 2014. 
Reference: Dmecompetitivebid.com. CMS Centers 
for Medicare & Medicaid Services. <http://www.
dmecompetitivebid.com/palmetto/cbic.nsf/
DocsCat/Home>.

Medicare Round 1 Recompete Potential Effect on Physician Practices
Continued from page 1
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