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the inaccurate bell curve: $2,540,568 per 12 months.
When the facility accurately identifies E/M services

provided, the hospital should expect an increase in
reimbursement of approximately $481,241 per 12
months. As this example indicates, it is of great impor-
tance to make sure the mapping system the hospital is
using is accurately assigning all levels of care. 

From 2002 OPPS claims data (as published in the
Federal Register, Nov. 1, 2002), more than 50% of 
the ED visits were considered “multiple procedure
claims” because the claim includes services such as
diagnostic tests (for example, EKGs and X-rays) or
therapeutic interventions (for example, intravenous
infusions). 

The distribution of all emergency services was in a
bell-shaped curve with a slight left shift because there
were more claims for CPT codes 99281 and 99282
than for CPT codes 99284 and 99285. This pattern of
coding is significantly different from physician billing
for emergency services, which is skewed and peaks at
CPT code 99284.

Furthermore, CMS announced that it would be
reviewing the issue and plans to set national guidelines
for coding clinic and emergency visits in the future. In
the Aug. 24, 2001, proposed rule (66 Fed Reg 44,672),
it asked for public comments regarding national guide-
lines for hospital coding of emergency and clinic vis-
its. These comments were compiled and presented at
the January 2002 APC panel meeting. 

CMS was unable to make a final decision based 
on the comments submitted and has now announced 
it plans to finalize uniform national facility coding
guidelines in the proposed rule for the 2004 OPPS. 

These guidelines will help facilities greatly with
understanding the difference between physician cod-
ing rules and facility coding rules which hospitals have
struggled with since the beginning of OPPS. 

In addition to E/M facility fees, hospitals must
report CPT-4 codes and HCPCS level II codes for all
procedures and services provided in the outpatient
department setting in order to receive accurate reim-
bursement from Medicare. 

CPT and HCPCS codes are required for reporting all
of the following outpatient services to ensure additional
payment for invasive procedures (injections, infusions,
laceration repair to name only a few), radiology, other
diagnostic procedures, clinical diagnostic laboratory ser-
vices, durable medical equipment (DME), orthotic-pros-
thetic devices, take-home surgical dressings, therapies,
preventive services, immunosuppressive drugs identified
in the Medicare Hospital Manual, section 422. 

The Medicare Hospital Manual, transmittal 747,
revised the applicable coding guidelines that apply as
of Aug. 1, 2000. 

What to do now:
✔ Review the OPPS final rule [67 Fed Reg 66,717-

67,046 (Nov. 1, 2002)].
✔ Create a report showing the number of E/M levels

provided over a 12-month period. Develop a graph
to show current rate of billing for each of the E/M
facility codes (99281-99285 and 99291) and com-
pare with bell-shaped curve.

✔ Evaluate your current ED acuity system and
determine if your existing system meets CMS
requirements to reflect intervention and resource
consumption. Make sure that separately billable
procedures and services are not used to determine
the E/M level of care.

✔ Review a sampling of ED records using your cur-
rent acuity system guidelines to ensure you are able
to produce the same E/M level as the coder.

✔ Create a charge sheet for the ED to report proce-
dures that are performed separately, i.e., injections,
infusion, CPR, intubation, wound repairs, fracture
treatment, burn care, etc.)

✔ Keep the hospital’s chargemaster up to date and
have current chargemaster meetings to help with
this process. 

✔ Provide for an external audit of ED claims to get an
“outside” perspective. 
In our experience, hospitals can manage the coding

and billing requirements for the ED APC reimburse-
ment methodology more effectively by assigning a
coder or coders to the ED. Then, give them responsi-
bility for review of the total ED chart to capture all
documented, billable services and perform final review
of the ED codes billed on each claim using an APC
pricer software system. 

The software will help identify any edits or other
billing errors prior to final billing. The coders should
not rely on the acuity form or ED charge sheet alone 
to code procedures performed in the ED. 

With their workstation located in the ED, the coder
or coders can readily access staff for documentation
improvement needed to code and billing completely
and accurately.  ■
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