
10  Ways  for  Physician
Practices to Comply With the
2011 OIG Work Plan
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The Office of the Inspector General just unveiled their 2011
Work Plan in a remarkably readable and succinct 159 pages. 
The Work Plan reveals their review targets for the coming
year.  The entire plan is here, but I’ve excerpted the parts
that I thought would be of most interest to MMP readers. Skip
to the bottom to get to my top ten pointers for physician
practices for 2011.

Medicare  Secondary  Payer/Other
Insurance Coverage

We will review Medicare payments for beneficiaries who have
other  insurance.   Pursuant  to  The  Social  Security  Act,  §
1862(b), Medicare payments for such beneficiaries are required
to be secondary to certain types of insurance coverage.  We
will  assess  the  effectiveness  of  procedures  in  preventing
inappropriate Medicare payments for beneficiaries with other
insurance coverage.  For example, we will evaluate procedures
for identifying and resolving credit balance situations, which
occur when payments from Medicare and other insurers exceed
the providers’  charges or the allowed amounts.

(OAS; W”�00”�11”�35317; various reviews; expected issue date: 

https://managemypractice.com/10-ways-for-physician-practices-to-comply-with-the-2011-oig-work-plan/
https://managemypractice.com/10-ways-for-physician-practices-to-comply-with-the-2011-oig-work-plan/
https://managemypractice.com/10-ways-for-physician-practices-to-comply-with-the-2011-oig-work-plan/
http://www.oig.hhs.gov/publications/workplan/2011/


FY 2011; new start)

Medicare Brachytherapy Reimbursement

We  will  review  payments  for  brachytherapy,  a  form  of
radiotherapy where a radiation source is placed inside or next
to the area requiring treatment, to determine whether the
payments  are  in  compliance  with  Medicare  requirements.  
Pursuant to the Social Security Act, § 1833 (t)(16)(C), as
amended  by  the  Medicare  Improvements  for  Patients  and
Providers  Act  of  2008  (MIPPA),  §  142,  Medicare  pays  for
radioactive source devices used in treatment of certain forms
of cancer.

(OAS;  W”�00”�10”�35520;  W”�00”�11”�35520;  various  reviews;
expected issue date:  FY 2011; work in progress)

Place”�of”�Service Errors

We  will  review  physician  coding  of  place  of  service  on
Medicare Part B claims for services performed in ambulatory
surgical centers (ASC) and hospital outpatient departments. 
Federal regulations at 42 CFR § 414.32 provide for different
levels  of  payments  to  physicians  depending  on  where  the
services are performed.  Medicare pays a physician a higher
amount when a service is performed in a nonfacility setting,
such as a physician’s office, than it does when the service is
performed in a hospital outpatient department or, with certain
exceptions, in an ASC.  We will determine whether physicians
properly coded the places of service on claims for services
provided in ASCs and hospital outpatient departments.

(OAS;  W”�00”�09”�35113;  W”�00”�10”�35113;  various  reviews;
expected issue date:  FY 2011; work in progress)



Coding of Evaluation and Management
Services

We  will  review  evaluation  and  management  (E&M)  claims  to
identify trends in the coding of E&M services.  Medicare paid
$25 billion for E&M services in 2009, representing 19 percent
of all Medicare Part B payments.  Pursuant to CMS’s Medicare
Claims Processing Manual, Pub. No. 100”�04, ch. 12, § 30.6.1,
providers are responsible for ensuring that the codes they
submit accurately reflect the services they provide.  E&M
codes represent the type, setting, and complexity of services
provided and the patient status, such as new or established. 
We will review E&M claims to determine whether coding patterns
vary by provider characteristics.
(OEI; 04”�10”�00180; expected issue date:  FY 2011; work in
progress)

Payments  for  Evaluation  and
Management Services

We  will  review  the  extent  of  potentially  inappropriate
payments for E&M services and the consistency of E&M medical
review  determinations.    CMS’s  Medicare  Claims  Processing
Manual, Pub. No. 100”�04, ch. 12, § 30.6.1 instructs providers
to “select the code for the service based upon the content of
the service”� and says that “documentation should support the
level of service reported.”�  Medicare contractors have noted
an  increased  frequency  of  medical  records  with  identical
documentation across services.  We will also review multiple
E&M  services  for  the  same  providers  and  beneficiaries  to
identify  electronic  health  records  (EHR)  documentation
practices associated with potentially improper payments.

(OEI; 04”�10”�00181; 04”�10”�00182; expected issue date:  FY
2012; work in progress)



Evaluation  and  Management  Services
During Global Surgery Periods

We will review industry practices related to the number of E&M
services provided by physicians and reimbursed as part of the
global surgery fee.  CMS’s Medicare Claims Processing Manual,
Pub. No. 100”�04, ch. 12, § 40, contains the criteria for the
global surgery policy.  Under the global surgery fee concept,
physicians bill a single fee for all of their services that
are usually associated with a surgical procedure and related
E&M services provided during the global surgery period.  We
will  determine  whether  industry  practices  related  to  the
number of E&M services provided during the global surgery
period have changed since the global surgery fee concept was
developed in 1992.

(OAS; W”�00”�09”�35207; various reviews; expected issue date: 
FY 2011; work in progress)

Medicare Payments for Part B Imaging
Services

We will review Medicare payments for Part B imaging services. 
Physicians are paid for services pursuant to the Medicare
physician fee schedule, which covers the  major categories of
costs, including the physician professional cost component,
malpractice costs, and practice expense.  The Social Security
Act,  §  1848(c)(1)(B),  defines  “practice  expense”�  as  the
portion of the resources used in furnishing the service that
reflects the general categories of expenses, such as office
rent, wages of personnel, and equipment.  For selected imaging
services, we will focus on the practice expense components,
including the equipment utilization rate.  We will determine
whether Medicare payments reflect the expenses incurred and
whether the utilization rates reflect industry practices.

(OAS; W”�00”�11”�35219; various reviews; expected issue date: 



FY 2011; new start)

Appropriateness of Medicare Payments
for Polysomnography

We will review the appropriateness of Medicare payments for
sleep studies.  Sleep studies are reimbursable for patients
who have symptoms consistent with sleep apnea, narcolepsy,
impotence, or parasomnia in accordance with the CMS Medicare
Benefit Policy Manual, Pub. No. 102, ch. 15, § 70.  Medicare
payments for polysomnography increased from $62 million in
2001 to $235 million in 2009, and coverage was also recently
expanded.  We will also examine the factors contributing to
the rise in Medicare payments for sleep studies and assess
provider compliance with Federal program requirements.

(OEI; 00”�00”�00000; expected issue date:  FY 2012; new start)

Medicare Payments for Sleep Testing

We will review the appropriateness of Medicare payments for
sleep test procedures provided at sleep disorder clinics.  The
Social Security Act, § 1862(a)(1)(A), provides that Medicare
will not pay for items or services that are “not reasonable
and necessary for the diagnosis and treatment of illness or
injury  or  to  improve  the  functioning  of  a  malformed  body
member.”�  CMS’s  Medicare  Benefit  Policy  Manual,  Pub.  No.
100”�02,  ch.  15,  §  70,  provides  CMS’s  requirements  for
coverage of sleep tests under Part B.  A preliminary OIG
review identified improper payments when certain modifiers are
not reported with sleep test procedures.  We will examine
Medicare  payments  to  physicians  and  independent  diagnostic
testing  facilities  for  sleep  test  procedures  to  determine
whether they were in accordance with Medicare requirements.

(OAS;  W”�00”�10”�35521;  W”�00”�11”�35521;  various  reviews;



expected issue date:  FY 2011; work in progress)

Excessive  Payments  for  Diagnostic
Tests

We will review Medicare payments for high”�cost diagnostic
tests to determine whether they were medically necessary.  The
Social Security Act, § 1862 (a)(1)(A), provides that Medicare
will not pay for items or services that are “not reasonable
and necessary for the diagnosis and treatment of illness or
injury  or  to  improve  the  functioning  of  a  malformed  body
member.”�  We will determine the extent to which the same
diagnostic tests are ordered for a beneficiary by primary care
physicians and physician specialists for the same treatment.

(OAS; W”�00”�11”�35454; various reviews; expected issue date: 
FY 2011; new start)

Medicare Part B Payments for Glycated
Hemoglobin A1C Tests

We will review Medicare contractors’ procedures for screening
the  frequency  of  clinical  laboratory  claims  for  glycated
hemoglobin  A1C  tests.   CMS’s  Medicare  National  Coverage
Determinations Manual, Pub. 100”�03, Ch. 1, pt. 3, § 190.21,
states that it is not considered reasonable and necessary to
perform a glycated hemoglobin test more often than every 3
months on a controlled diabetic patient unless documentation
supports  the  medical  necessity  of  testing  in  excess  of
national coverage determinations guidelines.  Preliminary OIG
work at two Medicare contractors showed variations in the
contractors’  procedures  for  screening  the  frequency  of
glycated  hemoglobin  A1C  tests.   We  will  determine  the  
appropriateness of Medicare payments for glycated hemoglobin
A1C tests.



(OAS; W”�00”�11”�35455; various reviews; expected issue date: 
FY 2011; new start)

Independent  Diagnostic  Testing
Facilities’ Compliance With Medicare
Standards

We  will  review  selected  IDTFs  enrolled  in  Medicare  to
determine  the  extent  to  which  they  comply  with  selected
Medicare standards.  IDTFs received payments of about $860
million in 2009.  Federal regulations at 42 CFR § 410.33,
require IDTFs to certify on their enrollment applications that
they  comply  with  17  standards.   Such  standards  include
requirements that IDTFs comply with all of the Federal and
State  licensure  and  regulatory  requirements  that  are
applicable  to  the  health  and  safety  of  patients,  provide
complete  and  accurate  information  on  their  enrollment
applications, and have on duty technical staff members who
hold appropriate credentials to perform tests.  We will also
identify billing patterns associated with IDTFs that were not
compliant with selected Medicare standards.

(OEI; 05”�09”�00560; expected issue date:  FY 2011; work in
progress)
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Medicare  Providers’  Compliance  With
Assignment Rules

We  will  review  the  extent  to  which  providers  comply  with
assignment rules and determine whether and to what extent



beneficiaries are inappropriately billed in excess of amounts
allowed by Medicare requirements.  Pursuant to the Social
Security  Act,  §  1842(h)(1),  physicians  participating  in
Medicare agree to accept payment on an “assignment”� for all
items  and  services  furnished  to  individuals  enrolled  in
Medicare.  CMS defines “assignment”� as a written agreement
between beneficiaries, their physicians or other suppliers,
and Medicare.  The beneficiary agrees to allow the physician
or other supplier to request direct payment from Medicare for
covered Part B services, equipment, and supplies by assigning
the claim to the physician or supplier.  The physician or
other  supplier  in  return  agrees  to  accept  the
Medicare”�allowed amount indicated by the carrier as the full
charge for the items or services provided.  We will also
assess  beneficiaries’  awareness  of  their  rights  and
responsibilities  regarding  potential  billing  violations  and
Medicare coverage guidelines.

(OEI; 00”�00”�00000; expected issue date:  FY 2012; new start)

Medicare Payments for Claims Deemed
Not Reasonable and Necessary

We will review Medicare payments for Part B claims in 2009
that providers note as not reasonable and necessary on claim
submissions.  The CMS Claims Processing Manual states that
providers may use GA or GZ modifiers on claims they expect
Medicare to deny as not reasonable and necessary.  A recent
OIG  study  found  that  Medicare  paid  for  72  percent  of
pressure”�reducing  support  surface  claims  with  GA  or  GZ
modifiers,  amounting  to  $4  million  in  potentially
inappropriate payments.  We will determine the extent to which
Medicare paid for Part B claims with these modifiers, as well
as the types of providers and the types of services
associated  with  these  claims.   We  will  also  assess  the
policies and practices that Medicare contractors have in place



with regard to these claims.

(OEI; 02”�10”�00160; expected issue date:  FY 2011; work in
progress)

Medicare Billings With Modifier GY

We  will  review  the  appropriateness  of  providers’  use  of
modifier GY on claims for services that are not covered by
Medicare.  CMS’s Medicare Carriers Manual, Pub. No. 14”�3, pt.
3, § 4508.1, states that modifier GY is to be used for coding
services that are statutorily excluded or do not meet the
definition of a covered service.  Beneficiaries are liable,
either personally or through other insurance, for all charges
associated with the provision of these services.  Pursuant to
CMS’s Medicare Claims Processing Manual, Pub. No. 100”�04, ch.
1, § 60.1.1, providers are not required to give beneficiaries
advance notice of charges for services that are excluded from
Medicare  by  statute.   As  a  result,  beneficiaries  may
unknowingly acquire large medical bills for which they are
responsible.  In FY 2008, Medicare received over 75.1 million
claims  with  a  modifier  GY  totaling  approximately  $820
million.  We will examine patterns and trends for physicians’
and suppliers’ use of modifier GY.

(OEI; 00”�00”�00000; expected issue date:  FY 2012; new start)

To Re-Cap, here’s YOUR Work Plan for 2011:

If  you’re  not  using  the  MSP  questionnaire  in  your1.
practice for Medicare patients, start. Here’s a fact
sheet (pdf) to get up to speed.
If your practice provides brachytherapy, ensure that you2.
are following the MIPPA guidelines for diagnoses.
Check your place of service codes and make sure they are3.
absolutely correct on all counts.
Don’t wait for Medicare to audit your documentation,4.

https://managemypractice.com/wp-content/uploads/2010/10/MSP_Fact_Sheet-1.pdf
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audit it yourself or hire a professional to audit for
you.  Make sure the coding is correct for what was
documented. If you are using an EMR, beware of over-
dependence  on  templates!  If  your  practice  performs
surgery, track that global period like a hawk and make
sure you understand when you may or may not bill an E &
M code during the global period.
Sleep studies – if you do them, make sure the diagnosis5.
and medical necessity support them.
Does your practice provide imaging services?  Are your6.
utilization rates above the national average for your
specialty?  Was the service medically necessary?  It’s a
good time to find out.  Oh, and don’t forget to disclose
any financial interest your practice has in any imaging
center and to provide the patient options for other
centers.
Hemoglobin A1c – first we weren’t doing enough, now7.
we’re  doing  too  many!   Medicare  will  pay  for  a
hemoglobin A1c every three months for diabetic patients.
Make sure to have an electronic or manual system in
place for tracking this.  Most practices use a diabetic
flow sheet in a paper chart – start using one if you
aren’t now.
Do you have an IDTF? Do you comply with the 17 standards8.
you certified upon enrollment?
Are  you  “par”  (participating)  or  “non-par”  (non-9.
participating) with Medicare?  Are you collecting the
appropriate amount from Medicare patients?
My favorite – the ABN – Advanced Beneficiary Notice. 10.
Are you using the ABN correctly and advising Medicare
patients of their rights?  Or are you just telling them
to “Sign here, please”? Here’s an article about ABNs
published on MMP.

Will you be called to task in 2011 for the above 10 items?

There is tremendous pressure on Medicare and other government-

https://managemypractice.com/the-abn-the-most-misunderstood-and-underutilized-document-in-healthcare/


sponsored payers to weed out fraud and eliminate waste.  It is
the  responsibility  of  the  professional  administrator  to
protect the practice from risk, as well as guide the office in
all things legal and ethical.  You may be the only one in your
practice who understands the liability that non-compliance can
expose the practice to – make sure your practice does it
right!


