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Feat u re

Consider treatment complexity and billing compliance risks
By Beth Schindler, CIA, CPA, CISA, CHC, and Julie S. Griffin, CPA, CIA

W ound care is a common treatment and a significant 
healthcare expenditure. For example, an analysis  

of 2014 Medicare data1 found that: 

•  15 percent of Medicare beneficiaries (8.2 million  
people) had at least one type of wound or infection  
(other than pneumonia).

•  The Medicare cost of wound care is estimated to  
be $32 billion annually, with the majority of costs  
stemming from outpatient visits. 

Wound care centers provide treatments that include 
hyperbaric oxygen (HBO) therapy, wound debridement  
to remove dead skin and tissue, and the application of  
skin substitutes.   

Treatment complexity and ensuring Medicare billing 
compliance are important reasons for an internal audit.

Billing compliance
Due to the complexity of wound care and the associated 
costs to Medicare, CMS has issued a National Coverage 
Determination (NCD) for HBO.2 In addition, most Medicare 
Administrator Contractors (MACs) have issued Local Coverage 
Determinations (LCDs) that cover HBO, wound debridement 
and skin substitutes.

Hyperbaric oxygen therapy
HBO therapy is a medical treatment in which the entire body 
is exposed to oxygen under increased atmospheric pressure. 
HBO therapy promotes the body’s natural healing process 

1 www.valueinhealthjournal.com/article/S1098-3015(17)30329-7/pdf 2 www.cms.gov/medicare-coverage-database/details/ncd-details.aspx?ncdid=12
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through inhalation of pure oxygen; in comparison, the air  
we normally breathe is 21 percent oxygen.

HBO was initially developed as a treatment for 
decompression illness, and has since been established as  
a therapy for treating several medical disorders. For the best 
results, patients are often prescribed treatments for two 
hours each weekday over two to four weeks.

HBO therapy has been under Medicare scrutiny for 20 years. 
In 2016, CMS reported a 50 percent denial rate after a 
three-year demonstration project.4 Several MACs performed 
prepayment reviews in 2016 and 2017, with Palmetto reporting 
an overall 64 percent denial rate5 for August through October 
2017. Currently, HBO is on the OIG Work Plan, and is one  
of Novitas’ “targeted probe and educate” topics.

HBO Medicare reimbursement risks
1.  Used for a noncovered condition

2.  Provided without substantiation that standard or  
 covered treatment failed

3.  Insufficient documentation of medical necessity

4.  More treatments given than medically necessary

5.  Physician of record not immediately available  
 during treatments

6.  Goals for patient therapy not documented

7.  Pathology and radiology reports not provided to  
 confirm the diagnosis being treated

8.  Documentation did not show that progress had  
 been made to substantiate further care

9.  Prior authorization not obtained

  Summarized from OIG audits, qui tam settlements  
 and MAC reviews.

The Medicare NCD 20.29 lists 15 specific covered 
conditions.6 For the treatment of wounds, the use of HBO 
therapy is covered as adjunctive therapy only after no 
measurable signs exist of healing for at least 30 days of 
treatment with standard wound therapy. The NCD describes 
the different standard wound care treatments that they 
expect to see for patients with diabetic wounds.

Medicare requires that wounds be evaluated at least every 
30 days during administration of HBO therapy. Furthermore, 
continued HBO treatment is not covered if measurable signs 
of healing have not been demonstrated within any 30-day 
period of treatment.

First Coast (L36504) and Novitas (L35021) have issued LCDs 
for HBO therapy with similar requirements. In addition to the 
NCD requirements, the specific documentation requirements 
for Novitas include:

•  A history and physical and support for the patient’s 
condition (the LCD gives additional requirements for each 
covered condition)

•  Procedure logs, which are typically standardized

•  Plan of care with treatment goals

•  Progress notes that detail the effects of treatment, 
indicating improvement or lack of progress toward goals

The Novitas LCD further states that continued HBO therapy 
without documented evidence of effectiveness does 
not meet the Medicare definition of medically necessary 
treatment. The expectation is that the wound volume or 
surface area will decrease substantially within 30 days.

In addition, direct physician supervision is required. 
According to the Novitas HBO LCD, the physician does  
not need to be in the treatment room but must be 
immediately available on the premises with the ability to 
be interrupted. In addition, the maximum response cannot 
exceed five minutes.

The Medicare HBO therapy HCPCS code, G0277, is billable 
in 30-minute increments, with a national payment rate of 
$114 per unit. The entire treatment time is billable including 
ascent, descent and air breaks. Medicare limits coverage to 
60 treatments per 12-month period.

4 www.cms.gov/Research-Statistics-Data-and-Systems/Monitoring-Programs/Medicare-FFS-Compliance-Programs/Prior-Authorization-Initiatives/Downloads/HBOPriorAuth_StatusUpdate_111616.pdf
5 www.palmettogba.com/palmetto/providers.nsf/DocsCat/Providers~JM%20Part%20A~Medical%20Review~Results~ATJLY50118?open
6 www.cms.gov/medicare-coverage-database/details/ncd-details.aspx?ncdid=12
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Debridement
Debridement is the removal of devitalized tissue and foreign 
matter to promote wound healing. Devitalized tissue can 
inhibit the development of healthy new tissue and makes  
the affected area more susceptible to infection.

The majority of the MACs have issued LCDs that cover 
debridement. Be sure to review the LCD for the MAC  
that has authority over your state. According to the  
Novitas Wound Care LCD (L35125), debridement should  
be performed at proper intervals as evidenced by 
documented improvement.

The wound should be decreasing in volume or area by 
at least 10 percent per month or show granulation tissue 
advancement (i.e., the body begins to infiltrate the wound 
with healthy tissue) of no less than one millimeter per 
week. Payment for prolonged, repetitive debridement 
services requires adequate documentation of complicating 
circumstances that need additional services.

The Novitas LCD medical record documentation 
requirements include a plan of care with treatment goals 
and physician follow-up. Evidence should be documented 
of the progress of the wound’s response to treatment at 
each physician visit. The documentation must include, 
at a minimum, a description of the wound. Additionally, 
debridement notes must show the tissue removed, note  
the method used to debride, and describe the character  
of the wound before and after debridement.

Photographic documentation of wounds is recommended 
for prolonged or repetitive debridement services. Images 
should be documented immediately before and after 
debridement. Photographic documentation is needed for 

payment of more than five extensive debridements (beyond 
skin and subcutaneous tissue) per wound.

Three types of debridement are eligible for billing:

•  Nonselective – Removal of devitalized tissue without the 
use of sharp instruments

•  Selective – Removal of nonviable tissue with sharp 
instruments

•  Surgical – Removal of nonviable and viable tissue with 
sharp instruments

The payments in Exhibit 1 vary based on the method of 
debridement. The correct CPT codes must be used and 
supported with documentation.

Exhibit 1 – Debridement CPT codes

*Payment is packaged if billed with a procedure assigned a status indicator of S, T or V.

Code Description    National 
     Payment 

97602 Nonselective, tissue*   $   169 

97597 Selective, tissue, first 20 cm   $   169 

11042 Surgical, skin and tissue, 
 first 20 cm    $    311 

11043 Surgical, skin and/or muscle, 
 first 20 cm    $   488 

11044 Surgical, skin and bone, 
 first 20 cm    $1,348 

Skin substitutes
Skin substitutes are an alternative to skin grafts when 
dressings and conservative treatments are ineffective.  
Using skin substitutes has been shown to accelerate  
wound healing with fewer complications from infection  
and dehydration.

Skin substitutes LCDs have been issued by four MACs. 
Review the respective LCD for your state’s MAC.

The Novitas LCD (L35041) covers skin substitutes for 
chronic, nonhealing wounds of the lower extremities. 
Wounds are considered chronic when they do not  
respond to standard treatment for at least a 30-day  
period of comprehensive conservative therapy.

A failed response to treatment is a wound that has 
increased in size or depth, has shown no change in 

The plan of  
care with treatment 
goals and physician  
follow-up must be 

documented.
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Clinic visits
Patients often visit the clinic at least weekly for assessment, 
monitoring and redressing of the wounds. Since these 
clinical services are integral to any wound care, a clinic visit  
is not usually separately billable.

Medicare moved to a single HCPCS code, G0463, for 
hospital outpatient department clinic visits for the evaluation 
and management (E/M) of a patient. When E/M is billed on 
the same day as a therapeutic procedure, modifier 25 must 
be appended for a separate payment for the clinic visit.

Modifier 25 can only be applied when the clinic visit 
is a significant, separately identifiable evaluation and 
management service by the same physician or other 
qualified healthcare professional on the same day as other 
procedures. The documentation must support the use of  
a clinic visit with modifier 25.

Instances when a clinic visit is billable include:

•  Initial evaluation

•  An evaluation without a separately billable service such as 
a debridement

•  An evaluation for a new sign, symptom, condition or 
diagnosis of nonhealing

Audit approach
Patients with chronic wounds will typically receive a 
combination of treatments and may have multiple wounds 
treated at the same time. In addition, some wounds will be 
treated over several months with visits occurring multiple 
times per week. As you develop your audit approach, you 
need to consider reviewing each patient’s entire treatment.

Billing analytics – Perform charge data analysis to identify the 
volume of the services and assess risks. You should obtain 
claims level data to evaluate what was billed to the payers. 

baseline size or depth, or has no sign that improvement is 
likely. To be covered, the skin deficit must be at least 1.0 
square centimeter in size prior to beginning skin substitute 
treatment. In addition, Novitas states that the number of 
applications or treatments should not exceed 10 per wound.

The Novitas LCD documentation requirements include:

•  Baseline wound description 

•  Comprehensive treatment plan

•  Wound description pre- and post-treatment with the  
skin substitute

•  Smoking history and results of counseling

•  Skin substitute used, including waste amount and reason 
for wastage

Skin substitutes with a “G” or “K” status indicator are 
separately payable, but skin substitutes with an “N” status 
indicator are bundled into the payment for the procedure.  
As of the April 2018 Outpatient Prospective Payment System 
(OPPS) update, all skin substitutes have been assigned the 
“N” status indicator. 

The corresponding procedure codes in Exhibit 2 are based 
on whether the skin substitute is classified as low or high 
cost. New products are assigned low cost until claims data 
and pricing information is available. The annual and quarterly 
OPPS updates categorize the products as high or low cost. 
Skin substitute treatment often includes debridement of the 
wound on the same day, which is not separately billable.

OPPS updates should be monitored as products can be 
reclassified from low to high cost. The April 2018 OPPS 
update moved one product from low to high cost, resulting 
in an increase in reimbursement. Your billing system must be 
set up to bill the correct procedure code based on the type 
of skin product used.

You need to 
consider reviewing 
each patient’s 

entire treatment.

Exhibit 2 – Skin substitute procedure codes

* Corresponding codes exist for each additional 25 sq cm but are not separately payable 
by Medicare. Corresponding codes exist for children based on the first 100 sq cm or one 
percent of body area.

Procedure     National 
Code* Description   Payment  

C5271  
C5275 

Low Cost - first 25sq cm $   488

15271
15275 

High Cost - first 25 sqcm $ 1,568
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Summary
Wound care is complex, expensive and prone to 
errors, which explains Medicare’s ongoing scrutiny. 
Wound care processes need to carefully document 
care, capture charges and bill compliantly to avoid 
regulatory repercussions. Your audit can give 
assurance that these risks are well managed. DI

Some specific charge data analyses include:

•  Compare units billed to units charged. The coding 
of procedures may affect the units billed. Focus on 
discrepancies in skin substitutes, HBO and debridements 
resulting in lost reimbursement.

•  Identify additional procedures billed without the initial 
procedure. Remember, for Medicare, only the initial 
procedures are payable for debridements and skin 
substitutes per wound, any added procedures are 
packaged.

•  Summarize denials by payers to identify other areas  
of risk.

Charge capture – If charges are automatically captured by 
the electronic medical record (EMR), evaluate the system 
configuration to confirm that the correct units and codes are 
billed. For a sample of patients, trace charges to the claim 
to verify the units and codes billed are correct. Ensure you 
include patients with claims that include codes billed with 
modifiers and E/M clinic codes.

Compare skin substitutes to procedures to verify that 
the proper procedure is billed based on whether the skin 
product is categorized as high or low cost.

Electronic medical record – Review any EMR templates to 
determine if they are set up to capture all the required clinical 
documentation. If the templates are not comprehensive or 
used consistently, the medical records may not adequately 
support the services billed. The use of templates in an 
EMR can help ensure the completeness of medical record 
documentation if they are set up correctly.

Coding – Determine the codes captured by the health 
information management (HIM) coding team and  

confirm their processes are consistent with the regulatory 
requirements of the NCDs and LCDs.

Documentation – Create a checklist based on NCD and LCD 
requirements. Review the medical records for the required 
documentation and confirm billed services are medically 
necessary. An experienced, credentialed coder may be 
needed for this step.

Leading practices – Ensure that sharing best practices and 
giving value-added recommendations to the wound care 
department are a part of your audit.

•  Implement an LCD checklist to help clinic staff ensure 
that the medical records include the required supporting 
documentation prior to treatment. 

•  Perform a daily charge reconciliation.

•  Review clinical documentation periodically to assess 
thoroughness and completeness and confirm compliance 
with the LCDs.

•  Review documentation for completeness to avoid denials 
prior to sending to payers in response to prepayment 
reviews or additional documentation requests.

•  Monitor denials to proactively identify problems.




