
OIG Work Plan for Fiscal Year 2013: 
What’s New for You?
!e feds continue to plow new ground
By Duane C. Abbey, PHD, CFP
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T he O!ce of Inspector General (OIG) has issued its 
work plan for FY2013 right on time. The work plan 
is longer than ever, and has more issues than ever. 
Auditing personnel should read the plan, being 

careful to correlate ongoing issues that seem to appear over 
a number of years. 

When the various reports are issued by the OIG, they should 
be carefully reviewed and saved as appropriate. No matter 
your focus (e.g., hospitals, clinics or home health agencies), 
be certain to look at issues for other provider types.

For instance, the OIG has addressed the use—or as the OIG 
claims, misuse—of both the “-25” and “-59” modifiers for 
physicians.1 However, the issues with these two modifiers 
are virtually the same for hospitals being paid through APCs 
(Ambulatory Payment Classifications) under the Medicare 
program. 

Hospital auditing sta" should currently be working on 
assessing the proper use of these modifiers for hospital 

1  See OEI-07-03-00470 and OEI 03-02-00771, both issued in November 2005.

outpatient services. Certainly in the near future, these two 
modifiers will become major issues for the RACs (Recovery 
Audit Contractors) and other governmental auditing 
entities. For these two modifiers, statistical extrapolation will 
most likely be used.

Some examples of typical issues from the work plan
Hospitals—Diagnosis Related Group window (new) – This 
relates to the DRG preadmission window or what CMS is 
now calling the DRG Payment Window. In 2010, there was a 
major change relative to which outpatient services should 
be bundled into the DRG billing during a 3-Day Window. 2 

Now the OIG wants to investigate this window to see how 
much Medicare could save if the window were increased 
to 14 days. “We will analyze claims data to determine how 
much CMS could save if it bundled outpatient services 
delivered up to 14 days prior to an inpatient hospital 
admission into the diagnosis related group (DRG) payment.”

2  The trigger for applying the 3-Day Payment Window is a facility that is wholly 
owned or wholly operated by the hospital, which by definition includes 
provider-based activities.
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Interestingly, the concept of a 14-day window is not new. For 
FY2001, the OIG work plan had essentially the same issue, 
and the report that was issued appeared in August of 2003.3 
Although not proposed by the OIG, there have been indications 
that a postdischarge window might also be considered.

Hospitals—non-hospital-owned physician practices using 
provider-based status (new) – The language used by the 
OIG seems inconsistent. “We will determine the impact of 
non-hospital-owned physician practices billing Medicare as 
provider-based physician practices.” 

Under the Provider-Based Rule (PBR),4 only a provider-
based clinic could bill as provider-based. The provider, or 
technically the main provider, is generally a hospital, but 
could be some other type of entity such as a skilled nursing 
facility—that is, a healthcare provider that has a provider 
agreement with the Medicare program.

What the OIG actually means by the phrase, provider-
based physician practice, is not completely clear. The 
main intent of this work plan issue really appears to 
study the possibility that there should be no payment 
differential between physician, freestanding clinics and 
hospital, and provider-based facilities. Given the growth 
of hospitals establishing provider-based clinics, if the 
additional reimbursement were removed, there would be 
a significant impact on hospitals.

Critical Access Hospitals—payments for swing-bed services 
(new) – This is an issue that was fully expected. CAHs are 
cost-based reimbursed for their swing beds or skilled 
nursing beds. Skilled nursing facilities are paid under 
a complex prospective payment system including 
consolidated billing. What the OIG will probably examine is 
the di"erence in payments to the CAH versus an SNF for the 
same types of services.

3 See OIE Report A-01-02-00503.
4 See 42 CFR §413.65.

HHAs—home health face-to-face requirement (new) – “We will 
determine the extent to which home health agencies (HHA) 
are complying with a statutory requirement that physicians 
(or certain practitioners working with physicians) who certify 
beneficiaries as eligible for Medicare home health services 
have face-to-face encounters with the beneficiaries.” 

Because there is an extensive nursing assessment prior to 
providing services, there can be situations in which the 
physician may sign the plan of care but not immediately see 
the patient. There is a 120-day window, 90 days prior to start 
of services and then up to 30 days after services have been 
commenced, in which the physician or qualified practitioner 
should see the patient face-to-face.

Program integrity—onsite visits for medicare provider and 
supplier enrollment and reenrollment (new) – Given the 
di!culties that the Medicare Administrative Contractors 
(MACs) are having with the overall revalidation process, 
adding onsite visits would be resource-intensive. 

The OIG’s concern appears to address mainly DME (Durable 
Medical Equipment) suppliers. Now, hospitals and other 
healthcare providers, particularly those that employ 
physicians, should consider procedures for addressing 
unannounced visits for enrollment purposes. A given 
individual physician, particularly, may not be available for 
several days. The onsite visitors would most likely not be 
prepared to stay several days to confirm that a particular 
physician does, indeed, exist.

The Provider-Based Rule and provider-based clinics
One of the example OIG work plan issues discussed above 
involves reimbursement di"erentials for provider-based 
clinics. The CMS rules addressing “provider-based” are 

The “-25” and “-59” modifiers for physicians will certainly 
become major issues for the RACs in the near future.

Be certain to look at issues 
for other provider types.

What the OIG actually means 
by the phrase provider-based 

physician practice is not 
completely clear.
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found at 42 CFR §413.65. This entry from the CFR is not 
overly long or complex to read, but is certainly less than 
straightforward. Auditors at hospitals and integrated 
delivery systems should keep the various requirements 
from the PBR in mind when planning audits to assure 
compliance.

Note that the PBR applies to both inpatient and outpatient 
hospital services. While most attention is given to outpatient 
services—or more specifically, provider-based clinics—be 
certain to keep inpatient services within the scope of audits 
and reviews. 

The most recent change relative to the PBR has been a 
sweeping change5 in CMS’s interpretation surrounding 
physician supervision. Up to CY2008, direct physician 
supervision was required only for o"-campus provider-based 
clinics. Today, direct physician supervision is the minimum 
requirement for all hospital outpatient services, regardless of 
where performed. Auditors should make certain that there is 
a!rmative documentation that substantiates the physician or 
qualified practitioner was in place for a specific time period to 
provide any required supervision.

5  Note that CMS has fastidiously maintained that only clarifications have been 
provided, not changes.

For auditing purposes, addressing three relative geographic 
locations is useful. While you may be involved in satellite 
operations and multi-campuses, a fundamental division is:

 In the hospital
 On campus, but outside the hospital
 O" campus

After you have identified the various hospital departments, 
clinics and/or other provider-based operations, you can 
then drill down to make certain that compliance is being 
maintained. Note that requirements for provider-based 
status also tie into the Medicare enrollment process and the 
CMS-855 forms. NP

Duane C. Abbey, PhD, CFP, is president 
of Abbey & Abbey Consultants, Inc., 
specializing in healthcare consulting 
and related areas. He also teaches 
workshops and makes presentations to 
hospital associations and medical soci-
eties. He is a leading expert nationally 
on APGs/APCs. You can reach Duane at 
Duane@acciweb.com.

Auditors should keep the various requirements from the 
Provider-Based Rule in mind when planning audits.
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