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Nuisances in Coding and New Regulation
Look for NCCI changes, coding by time and the IMPACT 2014 law subtleties
By Duane C. Abbey, PhD, CFP

T
he latest version of the NCCI (National Correct 
Coding Initiative) Coding Policy Manual was 
released on January 1, 2015. There is more activity 
for 2015 than we have seen in the past. While this 

manual is sometimes quite redundant and hard to read, it is 
still a very important source of information.

The manual highlights the changes for 2015. Auditors, 
as well as coding staff, should carefully leaf through 
the entire manual looking for changes and particularly 
additions.

For instance, there has been a long-standing controversy 
concerning the injection of bursae in the shoulder and knee. 
At least for Medicare, this issue has now been resolved. Here 
is an addition to the January 1, 2015, NCCI Coding Policy 
Manual.

CPT codes 20600-20611 are a family of codes 
describing arthrocentesis for aspiration and/
or injection of different sized joints or bursae 
with or without ultrasound guidance. The unit 
of service (UOS) for each of these codes is a joint 
and its surrounding bursae, if any. A physician 
should not report more than one (1) UOS for 
arthrocentesis of any one joint regardless of 
whether or not the physician also aspirates or 
injects one or more of its surrounding bursae. For 
example, if a physician performs arthrocentesis 
of the shoulder and two bursae of the same 
shoulder without ultrasound guidance, only 1 
UOS of CPT code 20610 may be reported. (NCCI 
Policy Manual, IV-2, New for CY2105)

Again, the wording is a little difficult to read. In many 
instances, you will need to read, parse the material and then 
re-read in order to understand what is really being stated.

Physician E/M coding
Physician E/M coding has long been a problem area in 
the auditing world. While we have guidelines, applying 
the guidelines can be difficult. In addition, physicians and 
clinics must formulate their own policies and procedures to 
address gaps in the guidelines.

One area that is sometimes overlooked by physicians and 
clinics is coding by time. Besides specific codes that are 
time-based (e.g., critical care or hospital discharges), there 
are two additional approaches:

 • More than 50 percent counseling or coordination of care

 • Prolonged services

For the 50 percent of counseling or coordination of care, certain 
CPT E/M codes have typical times associated with them. These 
are mainly for office visits, hospital visits and the like.

If the physician documents the total encounter time and 
also indicates that more than 50 percent of time is spent 
counseling or coordinating care, then the E/M level can be 
selected based upon the time.

If coding by time is to be used for these select E/M codes, 
then the physician or clinic will need to develop a policy and 
procedure statement relative to how to determine the E/M 
level, because the elapsed time may not correspond directly 
to the typical times in CPT.
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There are two types of prolonged service sequences: one 
for personal contact and another pair for prolonged services 
without direct patient contact. These codes represent 
significantly increased time on the part of physicians, and 
the sequences are established using a first hour and then 
subsequent half-hours. See CPT codes 99354-99357 for 
direct contact, and the pair 99358-99359 for services where 
there is no direct patient contact.

One of the functions for auditors is to be able to direct 
physicians on how to better code and be appropriately paid. 
Auditors should watch for situations where coding by time 
can benefit physicians and clinics.

IMPACT 2014
In October 2014, the President signed into law IMPACT 2014, 
Improving Medicare Post-Acute Care Transformation. This 
is a relatively brief law. The main intent is to standardize 
assessment data for four Medicare payment systems from 
three different perspectives.

The payment systems are:

 • SNF PPS

 • HHA PPS

 • IRF PPS

 • LTCH PPS

The three different perspectives are:

 • Quality

 • Payment

 • Discharge planning

These four payment systems have been developed 
independently, that is, in their own separate silos, without 
any regard to other payment systems. When patient 
assessment instruments (PAIs) are used, they are quite 
different. For instance, home health uses what is called 
OASIS (Outcome and Assessment Information Set). This form 
is quite lengthy and requires significant time for completion.

For those of you that have looked at these payment 
systems, clearly there are significant payment differences in 
addressing similar clinical conditions in different settings. 
The differences in payment affect Medicare most directly, 
but in some cases also involve Medicare beneficiaries.

As a healthcare auditor, you should follow the implemen-
tation with care. Anticipate that coordination of assessment 
data will probably be the first order of business with any 
coordination of payments to follow later. Because there 
are extreme payment differences in these various payment 
systems, we could be looking at years before anything 
meaningful is developed on the payment side. NP

There has been a long-standing controversy concerning the injection of bursae in 
the shoulder and knee. At least for Medicare, this issue has now been resolved.
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Average is addicted to comfor t.  
~ Anonymous
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