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It is important to know the main body systems and understanding the components,
the major combining form (medical terms) and their major function whether you
are selecting a CPT or a diagnosis code. Let’s continue with:: DIGESTIVE and
ENDOCRINE Systems what are the major components and combining forms listed
below best describe these systems? Two part question:

Digestive Components / Combining Forms
A. Mouth, Esophagus, Stomach, Intestines, Liver, Pancreas, Appendix, Gall Bladder-oro/
stomato, esophago, gastro, entero, colo/colono, hepato, pancreato, appendico, cholecysto
B. Stomach, Intestines, Liver, Pancras, Appendix, Gall Bladder-gastro, entero, colo/colono,
hepato, pancreato, appendico, cholecys-to Endocrine Components / Combining Forms
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Endocrine Components / Combining Forms
A. Pituitary, Thyroid, Thymus-pituito, thyroid, thymo
B. Adrenals, Pituitary, Thyroid, Thymus-adreno, pituito, thyroid, thymo

The AcSel Advisor is now available via email. Just email, info@acselmedical.com and
place the word “Advisor” in the subject field to receive your copy!

LAST ISSUE’S ANSWERS: Answer C”... Naso/rhino, Pharyno,
Tracheo, Laryngo and Pneumo.

Find us on the web:

www.acsel.org

Since 1977, AcSel Medical Solutions has provided world class
billing services throughout the U.S. to practices such as yours.
Our seasoned staff of expert billing professionals is able to
assist your practice in all aspects of the business of medicine, in
all sub-specialties. Acsel is committed to competent, compliant
processes that maximize our clients’ cash flow.

For more information, or to meet with one our consultants, call 800-336-3038
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Your provider comes to you first thing on a Monday morning and says “I know it’s not planned, but
I will be out of the office for the next three months. I do not want my patients to be rescheduled so
please arrange for a Locum Tenen.” Or, how about a Physician that is leaving the group. Has this
every happened to you? Now your task begins of finding locum tenens to fulfill that time frame.
To help you with your venture, a few very important reminders for you to consider and help answer
questions of concern:
The Social Security Amendments Act of 1994 allows for payment to be made to a patient’s regular
physician, and not a substitute physician, in the event that a locum tenens arrangement exists. Your
physician must submit the services using his/her own NPI. These provisions apply only to physicians
and NOT non-physician practitioners.
It is very important that your physician keep a record of each service furnished by the locum tenens along
with his/her NPI. The reason your provider cannot provide services also needs to be included in the
patient’s record… this could be a copy of the contact between the two providers.
Continued page 2

Disclaimer: This article was prepared as a service and is not intended to grant rights or impose obligations. This article may contain references or links to statutes,
regulations or other policy materials. The information provided is only intended to be a general summary. It is not intended to take the place of either the written law or
regulations. We encourage readers to review the specific statutes, regulations and other interpretive materials for a full and accurate statement of their contents.
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CMS Mandatory
Payment Reductions
ICD-10 Checklists
and Timelines

In This Issue:

ICD-10-CM NEWS CORNER
NEWS UPDATE.. CMS has
issued a rule finalizing October
1, 2015 as the new com-pliance
date for health care providers,
health plans, and health care
clearinghouses to transition to
ICD-10.
AcSel Medical Solutions
is here to provide education
to you, your staff and your
providers. We are available
to do five (5) charts per
provider at $20.00 per chart
which includes a report of our
findings - is the documentation
compliant, non-compliant or
not coded to the highest level
of specificity.

The Locum Tenens cannot provide ongoing services to Medicare patients over
a continuous period of longer than 60 days. If your provider is going to be gone
longer than 60 days, then a separate contract with another locum tenens would
be necessary. Only exception to this ruling is if a billing physician is called to
active duty in the Armed Forces.

You ask, is the 60 day period continuous or consecutive? The 60 day continuous
period begins the first day the locum tenens provides services for Medicare patients
of your provider. The period continues for up to 60 days, with no breaks, even if the
locum tenens does not see a patient on some of those days.
For your claims, a physician who has left the group and for whom the group has
engaged a locum tenens physician as a temporary replacement, may bill for
the temporary physician for up to 60 days. Your provider identifies the services
rendered by the locum tenens with HCPCS modifier Q6 (24d of Form CMS
1500) on each CPT code...services furnished by a locum tenens physician.
Until further notice, the group must keep on file a record of each service
provided by the substitute physician, associated with the substitute
physician’s NPI when required, and make this record available to the
carrier upon request. In addition, the medical group physician for whom the
substitution services are furnished must be identified by his/her provider
identification number (PIN) or NPI when required on block 24J of the
appropriate line item.
If only services by a substitution physician are for post-operative services
furnished during the global period, these services do not need to be identified
on the claim as substitution services.
You are in the process of enrolling a new physician to your practice and
wondering if an existing physician within your practice can be used as a locum
tenens during the credentialing process of the new physician. The answer is
very simple, NO. The concept of a locum tenens is not applicable. Locum tenens
is only for the absence of your provider who retained a substitute physician for
a brief period of time and to keep his practice rolling.

Don’t let ICD-10 take a bite out of
your cash flow. Let AcSel’s team of
experts help lead you through the
change.

What if you are not losing a physician but just want to expand your group. You
can’t bill locum tenens under this situa-tion either. If you still have questions, see
CMS Medicare Claim Processing Manual for all your answers.
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ON
BILLING INJECTIONS
THE SAME DAY AS AN
U
E/M SERVICE - ARE YO
GETTING PAID?

You can contract with more than one locum tenens to cover but each one can only
fill in for up to 60 continuous days. Key word here is continuous.

Education to your staff and
providers is considered a
consultation charge. Please
call AcSel Medical Solutions
for details and rates.

We can help you with documentation
reviews,
ICD-10
education,
implementation of the new coding
guidelines, and any other revenue
cycle management services your
practice may need.

Visit is for a scheduled injection. A patient is coming in
for visits for a series of scheduled injec-tions. The patient
can be examined and the affected area checked out, but
there is no separate iden-tifiable service to bill E/M.

A locum tenens physician must have his/her own NPI and possess an
unrestricted license in the state in which he/she is practicing.
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Do you know how many chapters are in the ICD-10-CM book?

2

How many characters can be used in an ICD-10-CM code?

3

Are you going to code a symptom code if the symptom is integral to the
diagnosis?

4

What term is used in ICD10-CM for late effects?

5

In ICD-10-CM a placeholder character is used for code requiring the seventh
character. What is that character?

6

Should you be coding previous conditions during a current visit if the condition
is listed in the patient’s history from prior visits?

7

If the treatment is for a complication resulting from surgery or other medical
care, is the complication code listed as the first code?

8

When the acute and chronic condition are both documented, do you code both
and if so.
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Maybe the real
question
should be - are
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y?
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et’s start first with the guidelines that are laid out for us
in Chapter 1 of Medicare’s NCCI manual... “The decision
to perform a minor surgical procedure is included in
the payment for the minor surgical procedure and should
not be reported separately as an E/M service. However, a
significant and separately identifiable E/M service unrelated
to the decision to perform the minor surgical procedure is
sep-arately reportable with modifier 25. The E/M service and
minor surgical procedure do not require different diagnoses.”
Pretty straightforward, don’t you think? We all know that a
minor surgical procedure is one that has 0-10 global days.
We also know that any CPT code within code range of 1002169990 is consider the Surgery section of the CPT code book
for the different body systems. Correct, not all of these codes
are considered minor surgical procedures, but the ones that
apply to injections are just that. Medicare has assigned these
codes as minor surgical procedures. Therefore, according
to Medicare’s National Correct Coding Initiative edits, the
typical pre- and post-service associated with the injection are
considered to be part of the payment for the injection itself.
While the NCCI edits seem to fall on Established Patient
E/M services as bundled, the NCCI manual states that the
same rules for minor procedures also apply to new patient
encounters. Many private payers follow the NCCI edits but
each payer could be different in their own set of rules.
While there are times when the E/M service is bundled into the
injection service, there are also instances when you should
be paid for this separate service rendered on the same day.
Listed below are a few examples of when and when not a
separate E/M could be billed. Remember, these are not “my”
guide-lines, but those of Medicare.
Injections arises from earlier E/M visit. A patient presents
for an E/M visit and the provider discusses options with the
patient. He/she writes an order for PT and tells the patient
if the treat-ments don’t work, then the patient should return
for an injection. Patient returns for a separate visit after
PT with no success and decision is made to receive the
injection, and the documentation re-flects no additional
medical decision making beyond the typical pre- and postservice for the minor surgical procedure (injection), then a
separate E/M would not be supported.
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If the patient has a separate injury or problem on the
day of the injection, and the medical record documents
the components of the E/M level for the injury or new
problem, then the treatment of that issue supports a
separate E/M service with modifier - 25.
This one is a battle that you will probably have to fight
with the carrier. Patient comes for a visit and the problem
has not been discussed with the provider before this
visit. The provider feels he/she needs to order diagnostic
testing and from the results of those test proceeds with
an injection. What must be remembered in this scenario,
according to Medicare’s National Correct Coding Initiative edits, the typical pre- and post-service associated
with the injection are considered to be part of the
payment for the injection itself.
Getting paid for the E/M on the same day as a minor
surgical procedure can be a challenge. The best course
of action is to consider the “intent of the visit” and any past
treatment of an existing current problem.

ICD -10-CM will affect diagnosis and
inpatient procedure coding for everyone
cov-ered by the Health Insurance
Portability Accountability Act (HIPAA), not
just those who submit Medicare or
Medicaid claims.
Claims submitted for service
provided on or after the
compliance date of 10/01/2015,
should be submitted with ICD-

10 diagnosis codes.
Claims for services provided prior to the
compliance date should be submitted
with ICD-9 diagnosis codes.

ICD-10-CM
COUNT DOWN - At The Time
Of This Newsletter
127 days
34 minutes

12 hours
10 seconds

12
9

3
6

Worried about how ICD-10 will affect
your revenue cycle?
The transition will affect more than the coding aspect of
medical billing. AMS provides the tools, processes and
services necessary to prepare your practice for a smooth
transition.

Call 1-800-336-3038

or email us at info@
acselmedical.com for more information.

