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Empire BlueCross BlueShield to Implement new imaging management vendor in January 2011

For the past few years, we have worked with National Imaging Associates (NIA) to manage certain imaging services. As we previously communicated in the August provider newsletter, beginning January 1, 2011, we will transition the administration of our diagnostic imaging management program from NIA to American Imaging Management® (AIM®), a separate company that will provide these services on behalf of Empire. AIM is a leader in outpatient services management with a strong reputation for promoting clinical excellence, innovation, and provider service.  Precertification will continue to be required for those benefit plans that currently require precertification for certain high-tech radiology imaging services. Those services are as follows:

􀁽 Magnetic Resonance (MRI/MRA)

􀁽 Positron Emission Tomography (PET) Scans

􀁽 Computed Tomography (CT/CTA)

􀁽 Nuclear Cardiology

In addition to the transition to AIM, Empire will expand its diagnostic imaging management program on January 1, 2011 to include the following additional high-tech radiology imaging services:

􀁽 Stress Echocardiography (SE)

􀁽 Resting Transthoracic Echocardiography (TTE)

􀁽 Transesophageal Echocardiography (TEE)
Empire will be implementing a voluntary “pre-notification” model for these echocardiography imaging services. This means that we will request that physicians contact AIM to ensure the appropriateness of the services before these services are rendered. Once contacted, clinical review will be performed to assess consistency with AIM’s clinical guidelines and to ensure the ordering physician is aware of alternative treatments, consistent with clinical guidelines, when applicable. Once clinical review is completed, an order number will be issued. Although precertification is not required for these services at this time and claims will not be denied as a result.  A letter will also be sent to all Empire-contracted ordering and servicing providers with specific details regarding the transition to AIM. In the meantime, you must continue to contact NIA prior to ordering and/or providing MRI/MRA, CT/CTA, PET, and nuclear cardiology services when required under the applicable member’s benefit plan.

Empire launching diagnostic imaging transparency program

OptiNet® has arrived! Beginning October 18, 2010, and in collaboration with American Imaging Management® (AIM®), we will gather information about the imaging capabilities of all Empire-contracted providers who provide the technical component of advanced diagnostic imaging services (Computed Tomography CT/CTA, Magnetic Resonance Imaging MRI/MRA, Nuclear Cardiology, and Positron Emission Tomography PET). The information you provide will become an important part of the information available to ordering physicians.  AIM’s online assessment tool, OptiNet®, will collect modality-specific data on advanced imaging providers in areas such as:  facility qualifications, technician and physician qualifications, accreditation, equipment, and technical registration. This information is used to determine conformance to industry-recognized standards, including those established by the American College of Radiology (ACR) and the Intersocietal Accreditation Commission (IAC). Imaging provider participation will be critical in order to help ensure that facilities are accurately represented and all participating imaging providers who provide the technical component of the services covered under our radiology

management program will be requested to supply the information.  A letter will also be sent to imaging providers which includes instructions on the information being requested and the use of

the assessment tool. If you perform advanced diagnostic imaging services and did not receive a letter regarding this program or have any questions or comments regarding this program, please contact your Network Management Representative.
Empire will offer predetermination for certain outpatient services

Beginning January 1, 2011, Empire will offer voluntary predeterminations of certain types of outpatient services for Empire’s commercial plans (including EPO & PPO plans, and HMO plans). A predetermination is a voluntary process for those services where pre-certification is not required and the provider may confirm in advance of providing the service whether the

service meets criteria listed in the medical policies or clinical guidelines. In cases when an adverse determination is issued, the member and provider may access available appeal levels prior to delivering the service.  When a voluntary predetermination is not obtained prior to the procedure, the claim for the service will be reviewed post service for medical necessity. Please note that a predetermination is not a review of payment policy, bundling, or an

opportunity to negotiate fees.
Note: These changes will not apply to national accounts, NYS Benefit Management Program, Federal Employee Plan (FEP), Child Health Plus, Healthy NY, Hospital-only plans, and Medicare Advantage HMO and PPO plans. For these plans, postservice review will continue based on the same criteria listed in the medical policies or clinical guidelines, below.
Beginning January 1, 2011, Empire will offer a predetermination for the following outpatient services:
􀁽 MP SURG 23, Breast Procedures; including Reconstructive Surgery, Implants and Other Breast Procedures. Codes where predetermination will be offered include: 
11920, 19316, 19328, 19330, 19340, 19342, 19350, 19361, 19364,

19366, 19367, 19368, 19369, 19380, S2066, S2067, S2068
Oxford/ United Healthcare

Policy

	Clinical
	Magnetic Resonance Spectroscopy (MRS) for Evaluation of Neurological Disorders 
	Revised
	· Updated/expanded description of services to reflect most recent clinical evidence 

· Added list of class II magnetic resonance spectroscopy (MRS) devices regulated by the FDA 
	10/01/2010


Emblem Health GHI HIP
Nothing new for Radilogy/RT
Accreditation Required for Advanced Imaging Effective January 2012

As mandated by the Medicare Improvements for Patients and Providers Act (MIPPA), physicians, non-physicians practitioners, and independent diagnostic testing facilities that provide the technical component of advanced diagnostic imaging procedures are required to be accredited by January 1, 2012 in order to continue furnishing these services to Medicare patients.  In addition, facilities currently accredited will need to know and meet new requirements, regardless of when their accreditation expires.  Do not be remiss in meeting these new regulations that take effect January 1, 2012, whether you are already an accredited facility or you will be applying for your initial three-year accreditation.
Advanced diagnostic imaging studies include magnetic resonance imaging, computed tomography, nuclear medicine imaging, and positron emission tomography.  The Centers for Medicare and Medicaid Services will be contacting suppliers of advanced imaging services shortly to inform them of their enrollment and reporting responsibilities.  
Providers of advanced imaging service will not be paid by Medicare until their sites are fully accredited; therefore, apply no later than six months prior to the January 1, 2012 deadline
Coding
The AMA has just released its list of the codes you can expect to go into effect Jan. 1, 2011, and included in that list are:
· 74176 -- Computed tomography, abdomen and pelvis; without contrast material
· 74177 -- … with contrast material(s)
· 74178 -- … without contrast material in one or both body regions, followed by contrast material(s) and further sections in one or both body regions.
Question: If a patient has had DXA exams(77080) for years for osteopenia, is the exam still considered a routine screening test? The patient says the DXA scan is a screening exam and covered 100 percent. Does the DXA scan qualify as a screening exam?
Tennessee Subscriber

Answer: This is not a screening if the ordering physician ordered the DXA scan (77080, Dual-energy X-ray absorptiometry [DXA], bone density study, 1 or more sites; axial skeleton [e.g., hips, pelvis, spine]) because the patient had a previous DXA that showed osteopenia, which is lower than normal bone density that is not yet osteoporosis.
However, if the physician ordered the exam before a diagnosis was made and the result shows osteopenia (733.90, Disorder of bone and cartilage, unspecified), then this current exam is still a screening exam. You should report the screening diagnosis (V82.81, Special screening for other conditions; osteoporosis) as the primary, followed by the finding.
Smart move: If the patient had a previous osteopenia diagnosis, check to see whether the test was to monitor drug therapy. According to CMS transmittal 1416, carriers cover DXA tests used to monitor FDA-approved osteoporosis drug therapy every two years. But coverage applies only for 77080 (Dual-energy x-ray absorptiometry [DXA], bone density study, 1 or more sites; axial skeleton [e.g., hips, pelvis, spine]) when coded with 733.0x (Osteoporosis), 733.90 which includes osteopenia, or 255.0 (Cushing’s syndrome).

Match 74230 to Modified Barium Swallow 

The service described by 74230 (Swallowing function, with cineradiography/ videoradiography) “is primarily performed for evaluating the patient’s swallowing function,” says Cheryl S. Schad, BA Ed, CPC, ACS-RA, PCS, president/CEO of Schad Medical Management in Mullica Hill, N.J. 

Term tip: “This study is also known as a modified barium swallow,” says Schad. 

The swallowing study allows clinicians to evaluate the oropharynx, hypopharynx, and upper esophagus. Staff gives the patient various amounts of barium to swallow in several different consistencies, Schad notes. “Films are obtained at normal speed and in slow motion,” allowing evaluation of swallowing, she says. 

Documentation may show imaging exams including an anteroposterior (AP) film of the esophagus from neck to diaphragm, right anterior oblique including the neck and thorax, and perhaps a left anterior oblique. 

Edit watch: “Both esophagus studies 74210 [Radiologic examination; pharynx and/ or cervical esophagus] and 74220 [… esophagus] are bundled into 74230, so they cannot be billed in addition to the swallowing function study. However, 74230 can be performed and billed in conjunction with an upper GI series, 74240-74249 [Radiological examination, gastrointestinal tract, upper …],” Schad says.

For the modified barium swallow, “sometimes a speech pathologist participates, but not always,” Schad notes. 

Medicare recommends a team approach. In discussing SLP services for dysphagia (difficulty swallowing), the Medicare Benefit Policy Manual, chapter 15, section 230.3.D.4., states: “Professional guidelines recommend that the service be provided in a team setting with a physician/NPP who provides supervision of the radiological examination and interpretation of medical conditions revealed in it.” Check state guidelines for which provider(s) must be present.

Watch SLP Role to Prevent 92611 Mishap

Ascertaining which providers performed which services is crucial to properly coding the modified barium swallow. 

Radiologist: The radiologist providing radiologic supervision and interpretation reports 74230. Code 74230 covers all imaging services during the study, so you should not separately report additional fluoro codes, such as 76001 (Fluoroscopy, physician time more than one hour, assisting a non-radiologic physician [e.g., nephrostolithotomy, ERCP, bronchoscopy, transbronchial biopsy]).

SLP: The SLP most likely performs motion fluoroscopic evaluation of swallowing and reports 92611 (Motion fluoroscopic evaluation of swallowing function by cine or video recording).
Move Your Search for MRA Coverage to the Local Level

But national coverage rules are still in effect, too.

Sometimes one coverage change leads to another.

When CMS decided to remove the phrase “blood flow measurement” from the Nationally Noncovered Indications at 220.2(C)(2) of the National Coverage Determinations (NCD) Manual, the agency announced a decision to review evidence on MRA’s non-covered indications, too.

Result: CMS recently announced that local Medicare contractors will be the ones to decide whether to cover magnetic resonance angiography (MRA) services not specifically designated as nationally covered or non-covered.

In short, the decision states that CMS will merge the NCDs for MRI and MRA. And as part of the merge, CMS will maintain existing national coverage but will eliminate non-coverage language for MRA.

“The change in the national MRA policy is huge,” says Anne C. Karl, RHIA, CCS-P, CPC, CCC, coding and compliance specialist with St. Paul Heart Clinic in Minnesota.

For example: “Previously MRA of the chest [71555, Magnetic resonance angiography, chest [excluding myocardium], with or without contrast material[s]) was limited to pulmonary emboli and thoracic aneurysm, and now the local carriers will have jurisdiction,” Karl says.

Resource: You can download the transmittal announcing the change at www.cms.gov/transmittals/downloads/R123NCD.pdf. The transmittal has an effective date of June 3.
Local policy
National Government Services (IN, KY, NY, CT)

• Magnetic Resonance Angiography (MRA) (L25367)

• Magnetic Resonance Imaging (L28518)
Sources:

Radiology Coding Alert

The ACR Radiology Coding Source 
Carrier bulletins and websites
