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President's Message 
 
Happy Holidays to All!  As we 
come to the end of 2010 a 
year of continued financial 
uncertainty, we look forward 

to 2011 with heartfelt wishes for a better 
New Year.  I would like to take this 
opportunity to thank all of my clients for 
their continued support and my students 
for allowing me to help them achieve 
increased knowledge and skill in medical 
coding.  May the New Year be much 
improved over 2010 for each of you both 
professionally and personally!   
 
 

 
 

BREAKING NEWS!  
Deficit Commission 

Releases Proposed Cuts to 
Congress 

 
III. Health Care Savings 
 
Federal health care spending represents 
our single largest fiscal challenge over 
the long-run. As the baby boomers retire 
and overall health care costs continue to 
grow faster than the economy, federal 

health spending threatens to balloon. 
Under its extended-baseline scenario, 
CBO projects that federal health care 
spending for Medicare, Medicaid, the 
Children’s Health Insurance Program 
(CHIP), and the health insurance 
exchange subsidies will grow from nearly 
6 percent of GDP in 2010 to about 10 
percent in 2035, and continue to grow 
thereafter. 
 
These projections likely understate true 
amount, because they count on large 
phantom savings – from a scheduled 23 
percent cut in Medicare physician 
payments that will never occur and from 
long-term care premiums in an 
unsustainable program (the Community 
Living Assistance Services and Supports 
Act, or “CLASS Act”). 
 
The Commission recommends first 
reforming both the formula for physician 
payments (known as the Sustainable 
Growth Rate or SGR) and the CLASS Act, 
and finding savings throughout the 
health care system to offset their costs. 
In addition, we recommend a number of 
other reforms to reduce federal health 
spending and slow the growth of health 
care costs more broadly. 
 
Over the longer term (2020 and 
beyond), the Commission recommends 
setting targets for the total federal 
budgetary commitment to health care 
and requiring further structural reforms if 
federal health spending exceeds the 
program-specific and overall targets. We 
recognize that controlling federal health 
spending will be very difficult without 
reducing the growth of health care costs 



overall. To that end, the Commission’s 
recommendations on tax reform 
regarding reducing and potentially 
eliminating the exclusion for employer-
provided health insurance will help 
decrease growth in health care spending, 
according to virtually all health 
economists. 
 
RECOMMENDATION 3.1: REFORM THE 
MEDICARE SUSTAINABLE GROWTH 
RATE. Reform the Medicare Sustainable 
Growth Rate for physician payment and 
require the fix to be offset. (Saves $3 
billion in 2015, $26 billion through 2020, 
relative to a freeze) 
 
The Sustainable Growth Rate (SGR) – 
known as the “doc fix” – was created in 
1997 to control Medicare spending by 
setting payment targets for physician 
services and reducing payment updates 
if spending exceeded the targets. The 
SGR formula has required reductions in 
physician payments every year since 
2002, but beginning in 2003 Congress 
blocked the reductions each year, 
requiring even larger reductions every 
subsequent year. Because of the 
accumulated shortfall from deferred 
reductions, the SGR formula would 
require a 23 percent reduction in 2012 
payments, and will increase every year 
the problem is not fixed. 
 
Freezing physician payments from 2012 
through 2020, as we assume in our 
baseline, would cost $267 billion relative 
to current law. The Commission believes 
that this amount – or the cost of any 
“doc fix” – must be fully offset, and 
recommends enforcing this principle by 
eliminating its exemption in statutory 
PAYGO. In the near term, we also 
recommend replacing the reductions 
scheduled under the current formula with 
a freeze through 2013 and a one percent 
cut in 2014. 
 

For the medium term, the Commission 
recommends directing the Centers for 
Medicare and Medicaid Services (CMS) to 
develop an improved physician payment 
formula that encourages care 
coordination across multiple providers 
and settings and pays doctors based on 
quality instead of quantity of services. In 
order to maintain pressure to establish a 
new system and limit the costs of 
physician payments, the proposal would 
reinstate the SGR formula in 2015 (using 
2014 spending as the base year) until 
CMS develops a revised physician 
payment system. The Medicare actuary 
would be required to certify the new 
payment system would not cost more 
than would have been allowed under the 
SGR formula. 
 
This proposal would cost about $22 
billion less than simply continuing to 
freeze physician payments, and therefore 
would reduce the deficit by that amount 
relative to our baseline. 
 
RECOMMENDATION 3.2: REFORM OR 
REPEAL THE CLASS ACT. 
(Costs $11 billion in 2015, $76 billion 
through 2020) 
 
The Community Living Assistance 
Services and Supports (CLASS) Act 
established a voluntary long-term care 
insurance program enacted as part of the 
Affordable Care Act (ACA). The program 
attempts to address an important public 
policy concern – the need for non-
institutional long-term care – but it is 
viewed by many experts as financially 
unsound.  
 
The program’s earliest beneficiaries will 
pay modest premiums for only a few 
years and receive benefits many times 
larger, so that sustaining the system 
over time will require increasing 
premiums and reducing benefits to the 
point that the program is neither 



appealing to potential customers nor able 
to accomplish its stated function. Absent 
reform, the program is therefore likely to 
require large general revenue transfers 
or else collapse under its own weight, 
Commission advises the CLASS Act be 
reformed in a way that makes it credibly 
sustainable over the long term. 
 
 To the extent this is not possible, we 
advise it be repealed. Technically, 
repealing the CLASS Act will increase the 
deficit over the next decade, because the 
program’s premiums are collected up 
front and its benefits are not paid out for 
five years. To address this, we would 
replace the deficit reduction on paper 
from the CLASS Act with real options 
that truly save the federal government 
money and put it on a more sustainable 
path. 
 
 
RECOMMENDATION 3.3: PAY FOR THE 
MEDICARE “DOC FIX” AND CLASS ACT 
REFORM. Enact specific health savings to 
offset the costs of the Sustainable 
Growth Rate (SGR) fix and the lost 
receipts from repealing or reforming the 
CLASS Act. 
 
To offset the cost of the SGR fix and 
recover lost receipts in the first decade 
from repealing or reforming the CLASS 
Act, the Commission proposes a set of 
specific options for health savings that, 
combined, total nearly $400 billion from 
2012 to 2020. 
 
Medicare Savings 
 
3.3.1 Increase government authority and 
funding to reduce Medicare fraud. 
 
(Saves $1 billion in 2015, $9 billion 
through 2020) 
 
The Commission recommends increasing 
the ability of CMS to combat waste, 

fraud, and abuse by providing the 
agency with additional statutory 
authority and increased resources 
(through a cap adjustment in the 
discretionary budget.) 
 
3.3.2 Reform Medicare cost-sharing 
rules. 
(Saves $10 billion in 2015, $110 billion 
through 2020) 
 
Currently, Medicare beneficiaries must 
navigate a hodge-podge of premiums, 
deductibles, and copays that offer 
neither spending predictability nor 
protection from catastrophic financial 
risk. Because cost-sharing for most 
medical services is low, the benefit 
structure encourages over-utilization of 
health care.  
 
In place of the current structure, the 
Commission recommends establishing a 
single combined annual deductible of 
$550 for Part A (hospital) and Part B 
(medical care), along with 20 percent 
uniform coinsurance on health spending 
above the deductible. We would also 
provide catastrophic protection for 
seniors by reducing the coinsurance rate 
to 5 percent after costs exceed $5,500 
and capping total cost sharing at $7,500. 
3.3.3 Restrict first-dollar coverage in 
Medicare supplemental insurance. 
 
(Medigap savings included in previous 
option. Additional savings total $4 billion 
in 2015, $38 billion through 2020.) 
 
The ability of Medicare cost-sharing to 
control costs – either under current law 
or as proposed above – is limited by the 
purchase of supplemental private 
insurance plans (Medigap plans) that 
piggyback on Medicare. Medigap plans 
cover much of the cost-sharing that 
could otherwise constrain over-utilization 
of care and reduce overall spending. This 
option would prohibit Medigap plans from 



covering the first $500 of an enrollee’s 
cost-sharing liabilities and limit coverage 
to 50 percent of the next $5,000 in 
Medicare cost-sharing. We also 
recommend similar treatment of 
TRICARE for Life, the Medigap policy for 
military retirees, which would save 
money both for that program and for 
Medicare, as well as similar treatment for 
federal retirees and for private employer-
covered retirees. 
 
3.3.4 Extend Medicaid drug rebate to 
dual eligibles in Part D. 
(Saves $7 billion in 2015, $49 billion 
through 2020) 
 
Drug companies are required to provide 
substantial rebates for prescription drugs 
purchased by Medicaid beneficiaries. We 
recommend extending these rebates to 
Medicaid beneficiaries who are also 
eligible for Medicare (individuals known 
as “dual eligibles”) and who receive 
prescription drug coverage through the 
Medicare Part D program. 
 
3.3.5 Reduce excess payments to 
hospitals for medical education. 
(Saves $6 billion in 2015, $60 billion 
through 2020) 
 
Medicare provides supplemental funding 
to hospitals with teaching programs for 
costs related to residents receiving 
graduate medical education (GME) and 
indirect costs (IME). The Commission 
recommends bringing these payments in 
line with the costs of medical education 
by limiting hospitals’ direct GME 
payments to 120 percent of the national 
average salary paid to residents in 2010 
and updated annually thereafter by 
chained CPI and by reducing the IME 
adjustment from 5.5 percent to 2.2 
percent, which the Medicare Payment 
Advisory Commission has estimated 
would more accurately reflect indirect 
costs. 

3.3.6 Cut Medicare payments for bad 
debts. 
(Saves $3 billion in 2015, $23 billion 
through 2020) 
 
Currently, Medicare reimburses hospitals 
and other providers for unpaid 
deductibles and copays owed by 
beneficiaries. We recommend gradually 
putting an end to this practice, which is 
not mirrored in the private sector. 
 
 
3.3.7 Accelerate home health savings in 
ACA. 
(Saves $2 billion in 2015, $9 billion 
through 2020) 
 
The Affordable Care Act included several 
policies changing reimbursements for 
home health providers. The Commission 
recommends accelerating these changes 
to incorporate productivity adjustment 
beginning in 2013 and directing the 
Secretary of Health and Human Services 
(HHS) to phase in rebasing the home 
health prospective payment system by 
2015 instead of 2017. 
 
 
Medicaid Savings 
 
3.3.8 Eliminate state gaming of Medicaid 
tax gimmick. 
(Saves $5 billion in 2015, $44 billion 
through 2020) 
 
Many states finance a portion of their 
Medicaid spending by imposing taxes on 
the very same health care providers who 
are paid by the Medicaid program, 
increasing payments to those providers 
by the same amount and then using that 
additional “spending” to increase their 
federal match. We recommend restricting 
and eventually eliminating this practice. 
 
 



3.3.9 Place dual eligibles in Medicaid 
managed care. 
(Saves $1 billion in 2015, $12 billion 
through 2020) 
 
Approximately nine million low-income 
seniors and disabled individuals are 
covered by both Medicaid and Medicare. 
The divided coverage for dual eligibles 
results in poor coordination of care for 
this vulnerable population and higher 
costs to both federal and state 
governments. We recommend giving 
Medicaid full responsibility for providing 
health coverage to dual eligibles and 
requiring that they be enrolled in 
Medicaid managed care programs. 
Medicare would continue to pay its share 
of the costs, reimbursing Medicaid. 
Medicaid has a larger system of managed 
care than does Medicare, and this would 
result in better care coordination and 
administrative simplicity. 
 
 
3.3.10 Reduce funding for Medicaid 
administrative costs. 
(Saves $260 million in 2015, $2 billion 
through 2020) 
 
We recommend asking states to take 
responsibility for more of Medicaid’s 
administrative costs by eliminating 
Medicaid payments for administrative 
costs that are duplicative of funds 
originally included in the Temporary 
Assistance for Needy Families (TANF) 
block grants. 
 
 
Other Savings 
 
3.3.11 Allow expedited application for 
Medicaid waivers in well-qualified states. 
In order to give states new flexibility to 
control costs and improve quality, we 
recommend increasing the availability of 
state Medicaid waivers. Specifically, we 
recommend establishing presumptive 

eligibility criteria for up to 10 states over 
the next decade. These eligible states 
would be required to proactively seek out 
the waiver and to meet certain objective 
threshold criteria, including: improved 
quality, efficiency, and cost of care; and 
not increasing the uninsured population. 
Applications would be evaluated and 
overseen by the Medicaid Center for 
Innovation. 
 
3.3.12 Medical malpractice reform. 
(Saves $2 billion in 2015, $17 billion 
through 2020) 
 
Most experts agree that the current tort 
system in the United States leads to an 
increase in health care costs. This is true 
both because of direct costs – higher 
malpractice insurance premiums – and 
indirect costs in the form of over-
utilization of diagnostic and related 
services (sometimes referred to as 
“defensive medicine”). The Commission 
recommends an aggressive set of 
reforms to the tort system. 
 
Among the policies pursued, the 
following should be included:  
 
1) Modifying the “collateral source” rule 
to allow outside sources of income 
collected as a result of an injury (for 
example workers’ compensation benefits 
or insurance benefits) to be considered in 
deciding awards;  
 
2) Imposing a statute of limitations – 
perhaps one to three years – on medical 
malpractice lawsuits;  
 
3) Replacing joint-and-several liability 
with a fair-share rule, under which a 
defendant in a lawsuit would be liable 
only for the percentage of the final award 
that was equal to his or her share of 
responsibility for the injury;  
 



4) Creating specialized “health courts” 
for medical malpractice lawsuits; and 5) 
Allowing “safe haven” rules for providers 
who follow best practices of care. 
 
Many members of the Commission also 
believe that we should impose statutory 
caps on punitive and non-economic 
damages, and we recommend that 
Congress consider this approach and 
evaluate its impact. 
 
3.3.13 Pilot premium support through 
FEHB Program. 
(Saves $2 billion in 2015, $18 billion 
through 2020) 
 
The Commission recommends 
transforming the Federal Employees 
Health Benefits (FEHB) program into a 
defined contribution premium support 
plan that offers federal employees a fixed 
subsidy that grows by no more than GDP 
plus 1 percent each year. For federal 
retirees, this subsidy could be used to 
pay a portion of the Medicare premium. 
In addition to saving money, this has the 
added benefit of providing real-world 
experience with premium support. 
 
Several Commissioners support 
transforming Medicare into a “premium 
support” system – such as one proposed 
by Representative Paul Ryan and Alice 
Rivlin – that offers seniors a fixed 
subsidy (adjusted by geographic area 
and by individual health risk) to purchase 
health coverage from competing 
insurers. A voucher or subsidy system 
holds significant promise of controlling 
costs, but also carries serious potential 
risks.  
 
To assess the balance of benefits and 
risks, we recommend a rigorous external 
review process to study the outcomes of 
the FEHB premium support program to 
determine its effects on costs, health 
care utilization, and health outcomes. 

Although the population covered by FEHB 
is different from the Medicare population, 
if this type of premium support model 
successfully holds down costs without 
hindering quality of care in FEHB 
program, that experience would be 
useful in considering a premium support 
program for Medicare. 
 
 
RECOMMENDATION 3.4: AGGRESSIVELY 
IMPLEMENT AND EXPAND PAYMENT 
REFORM PILOTS. Direct CMS to design 
and begin implementation of Medicare 
payment reform pilots, demonstrations, 
and programs as rapidly as possible and 
allow successful programs to be 
expanded without further congressional 
action. 
 
The Affordable Care Act requires CMS to 
conduct a variety of pilot and 
demonstration projects in Medicare to 
test delivery system reforms which have 
the potential to reduce costs without 
harming quality of care. These pilots 
include Accountable Care Organizations 
(ACOs), bundling for post-acute care 
services, and other programs to pay for 
performance.  
 
We recommend CMS be directed to 
aggressively pursue these and other 
reforms, including introduction of 
downside risk to ACOs and bundled 
payment pilots. CMS should also ensure 
that the private sector is an active 
partner in the research and design of 
payment reforms, building on concepts 
that have been proven to work at the 
state, regional, or federal level. In 
addition to Medicare pilots, we 
recommend that CMS be required to 
fast-track state Medicaid waivers that 
offer demonstrable promise in improving 
care and returning savings, such as 
Rhode Island’s Global Consumer Choice 
Demonstration, which provides a capped 
federal allotment for Medicaid over five 



years; Vermont’s all-payer advanced 
primary care practice reform, called 
Blueprint for Health; and Community 
Care of North Carolina, a provider-led 
medical home reform that has increased 
access to primary care, decreased 
emergency department usage, and saved 
money. 
 
Pilots that succeed in controlling costs 
should be expanded as rapidly as is 
feasible. The Commission recommends 
shifting the presumption toward 
expanding reforms by requiring the 
Secretary to implement any pilot projects 
that have shown success in controlling 
costs without harming the quality of care 
by 2015. The Commission recommends 
utilizing the new Center for Medicare and 
Medicaid Innovation as the vehicle for 
accelerating these pilots. The 
Commission’s plan does not assume any 
savings from expansion of these pilot 
projects in its deficit estimates, but 
believes that there could be substantial 
savings in Medicare, Medicaid, CHIP, and 
other health from aggressive 
implementation of successful pilots. 
 
 
RECOMMENDATION 3.5: ELIMINATE 
PROVIDER CARVE-OUTS FROM IPAB. 
Give the Independent Payment Advisory 
Board (IPAB) authority to make 
recommendations regarding hospitals 
and other exempted providers. 
 
The Affordable Care Act established the 
Independent Payment Advisory Board to 
recommend changes in Medicare 
payment policies if per-beneficiary 
Medicare spending grows too quickly. 
However, the law exempted certain 
provider groups, most notably hospitals, 
from any short-term changes from 
IPAB’s authority. The Commission 
recommends eliminating these carve-
outs. 
 

 
RECOMMENDATION 3.6: ESTABLISH A 
LONG-TERM GLOBAL BUDGET FOR 
TOTAL HEALTH CARE SPENDING. 
Establish a global budget for total federal 
health care costs and limit the growth to 
GDP plus 1 percent. 
 
Commission members, and virtually all 
budget experts, agree that the rapid 
growth of federal health care spending is 
the primary driver of long-term deficits. 
Some Commission members believe that 
the reforms enacted as part of ACA will 
“bend the curve” of health spending and 
control long-term cost growth. Other 
Commission members believe that the 
coverage expansions in the bill will fuel 
more rapid spending growth and that the 
Medicare savings are not sustainable.  
 
The Commission as a whole does not 
take a position on which view is correct, 
but we agree that Congress and the 
President must be vigilant in keeping 
health care spending under control and 
should take further actions if the growth 
in spending continues at current rates. 
 
The Commission recommends setting up 
a process for reviewing total federal 
health care spending – including 
Medicare, Medicaid, the Children’s Health 
Insurance Program, FEHB, TRICARE, the 
exchange subsidies, and the cost of the 
tax exclusion for health care – starting in 
2020, with the target of holding growth 
to GDP plus 1 percent and requiring 
action by the President and Congress if 
growth exceeds the targets. This target 
should be adjusted to account for any 
changes in the health care exclusion 
enacted under tax reform. The target 
should be measured on a per-beneficiary 
basis if it is applied only to certain 
federal health programs, rather than 
globally. If health care costs continue to 
grow as fast as CBO and the Medicare 
actuaries project, or even faster as some 



Commission members believe will be the 
case, this process will require Congress 
and the President to consider further 
actions that make more substantial 
structural reforms. If the reforms in ACA 
are more successful in controlling costs 
than the estimates by CBO and the 
Medicare actuary suggest, as some 
Commission members believe, spending 
growth should be within the targets and 
this process would not be triggered. 
 
We recommend requiring both the 
President and Congress to make 
recommendations whenever average cost 
growth has exceeded GDP plus 1 percent 
over the prior five years. To the extent 
health costs are projected to grow 
significantly faster than that pace, we 
recommend the consideration of 
structural reforms to the health care 
system. 
 
Commissioners have suggested various 
policy options, including: moving to a 
premium support system for Medicare; 
giving CMS authority to be a more active 
purchaser of health care services using 
coverage and reimbursement policy to 
encourage higher value services; 
expanding and strengthening the 
Independent Payment Advisory Board 
(IPAB) to allow it to make 
recommendations for cost-sharing and 
benefit design and to look beyond 
Medicare; adjusting the federal-state 
responsibility for Medicaid, such as block 
grants for acute or long-term care; 
establishing a robust public option in the 
health care exchanges; raising the 
Medicare retirement age; and moving 
toward some type of all-payer 
system.Fostering an Economic Recovery 
 
The Government Accountability Office 
has said that we could have double-digit 
growth for a decade and still not grow 
out of the current fiscal situation. At the 
same time, we cannot get out of this 

fiscal hole without sustained economic 
growth. According to the Office of 
Management and Budget, a one-time 1 
percent decrease in GDP would increase 
the deficit by more than $600 billion over 
the course of the decade; if annual 
growth were 1 percent lower every year, 
the deficit would be over $3 trillion 
larger.  
 
A plan to reduce the deficit must 
therefore promote economic growth and 
not undermine the economic recovery. 
Our plan would accomplish these goals in 
at least four ways: 
 
Reduce the deficit gradually. In order to 
avoid shocking the fragile economy, the 
Commission recommends waiting until 
2012 to begin enacting programmatic 
spending cuts, and waiting until fiscal 
year 2013 before making large nominal 
cuts. In addition, revenue changes would 
not begin until calendar year 2013, after 
spending cuts are already well underway. 
 
Put in place a credible plan to stabilize 
the debt. A number of economists have 
argued that putting into place a credible 
plan to reduce future deficits can have a 
positive effect on the economy. This so-
called “announcement effect” could help 
to prevent interest rate increases and 
also mitigate uncertainty among 
individuals and businesses. In addition, 
stabilizing the debt will improve the 
country’s long-term growth prospects by 
reducing the “crowd out” of private 
investment and by forestalling a 
potential fiscal crisis. 
 
Consider a temporary payroll tax holiday 
in FY 2011. In order to spur short-term 
economic growth, the Domenici-Rivlin 
Bipartisan Policy Center Commission 
recommended a temporary payroll tax 
holiday in 2011. Assuming it is 
accompanied by sufficient future deficit 
reduction, Congress should consider a 



temporary suspension of one side of the 
Social Security payroll tax, financed by 
transfers from general revenue. Though 
this would cost $50-100 billion in lost 
revenue (depending on the design), CBO 
estimates that a payroll tax holiday of 
this magnitude would result in significant 
short-term economic growth and job 
creation. 
 
Implement pro-growth tax and spending 
policies. In designing its proposal, the 
Commission made growth and 
competitiveness a priority. For example, 
our discretionary plan maintains 
important funding for education, 
infrastructure, and high-value R&D, and 
establishes a Cut-and-Invest Committee 
to continue to reprioritize spending 
toward investment. Our tax plan, 
meanwhile, cuts corporate and individual 
rates significantly, while simplifying the 
code, broadening the base, and lowering 
the deficit. It also makes us more 
globally competitive by moving to a 
territorial tax system like those of our 
international partners. 
 

 
 

Red Flag Rules May Not 
Apply To Healthcare 

 
 Watch for a report next month. We 
hear the FTC is going to exempt 
healthcare providers from the Red Flag 
Rules. 
 

 

 
 

House votes to stall Medicare 
physician payment cut until Dec. 
31 

By voice vote Monday, the House of 
Representatives passed a bill that delays 
a 23% reduction in Medicare physician 
payments until Dec. 31.  

The Senate unanimously passed the 
measure on Nov. 18. The cut was 
scheduled to take effect Dec. 1. H.R. 
5712, the Physician Payment and 
Therapy Relief Act of 2010, reduces 
Medicare payments for certain outpatient 
therapy services by $1 billion and 
siphons the funds to Medicare physician 
payments at the current rate until the 
statutory deadline. The measure also 
includes a 2.2% update in physician 
payments through Dec. 31.  

The proposed payment cut stems from 
the sustainable growth rate (SGR), a key 
factor in the Medicare physician payment 
formula. The SGR has resulted in a series 
of negative payment updates for several 
years.  

Physicians face a 25% payment cut on 
Jan. 1, barring further congressional 
action, according to the American 
Medical Association.  

In a statement the AMA issued after 
Monday’s House vote, Cecil B. Wilson, 
MD, president of the AMA, praised the 
short-term reprieve but called on 
Congress to enact a 12-month fix to give 
the next Congress sufficient time to 
permanently change the Medicare 
physician payment formula.  

“It is crucial that Congress act well 
before the Jan. 1 deadline so there are 
no disruptions in care for seniors,” Dr. 
Wilson said.  



H.R. 5712, the Physician Payment and 
Therapy Relief Act of 2010, reduces 
Medicare payments for certain outpatient 
therapy services by $1 billion and 
siphons the funds to Medicare physician 
payments at the current rate until the 
statutory deadline. The measure also 
includes a 2.2% update in physician 
payments through Dec. 31.  

The proposed payment cut stems from 
the sustainable growth rate (SGR), a key 
factor in the Medicare physician payment 
formula. The SGR has resulted in a series 
of negative payment updates for several 
years.  

Physicians face a 25% payment cut on 
Jan. 1, barring further congressional 
action, according to the American 
Medical Association.  

In a statement the AMA issued after 
Monday’s House vote, Cecil B. Wilson, 
MD, president of the AMA, praised the 
short-term reprieve but called on 
Congress to enact a 12-month fix to give 
the next Congress sufficient time to 
permanently change the Medicare 
physician payment formula.  

“It is crucial that Congress act well 
before the Jan. 1 deadline so there are 
no disruptions in care for seniors,” Dr. 
Wilson said.  

 

 

Maryland Drivers  
License Law 
Photocopies 

 
One of my pet peeves is physician offices 
who make a photocopy of my driver’s 
license. 
 
Why? I understand you need to LOOK at 
it to verify who I am. I get that but in 
this day and age of ID theft it seems a 
bit unnecessary. There have been MANY 
instances in Maryland where physician 
offices have had thousand of ID stolen by 
staff. 
 
I always ask the person why they need 
it. Not one has been able to tell me any 
reason other than they were told to ask 
for it. 
 
Did you know it is a criminal offense to 
make a copy of a driver’s license in 
color? You may only make a copy if you 
reduce it to half size or increase it to 
double size 
 
Here is the law. 
 
Maryland State Code 
§ 16-302. Duplication or reproduction of 
identification card or driver's license. 
 
  (a)  General provisions.- A person may 
not duplicate or reproduce the following:   
   
 (1) Any identification card issued under 
this title by the Administration; or   
 
 (2) A driver's license issued under this 
title.   
  
 (b)  Production of facsimile identification 
card.- A person may not produce a 
facsimile of an identification card issued 
by the Administration or a driver's 
license unless the facsimile is:   
  
 (1) In black and white; or   
  
 (2) Less than one-half or more than 
twice the size of the identification 



card issued by the Administration or 
driver's license.   

 
 (c)  Injunction.- The Administration may 
apply to a circuit court of this State for 
an injunction, as provided by the 
Maryland Rules, to restrain a person 
from violating or continuing to violate 
any provision of this section.   
 
 [1985, ch. 601.]   
 
 
 

 
 

Medicare Dispatch 
 
 
Question:  May a physician assistant bill 
for the supervision of PA students? 
 
Answer:  The answer is no to this 
question. Not even a physician may do 
so legally. The supervision a PA student 
still is dependant on state scope and 
college/practice policies. 
 
 
Question:  I read Medicare will impose a 
new requirement on laboratories, 
mandating there be a physician signature 
on all requisitions for laboratory tests 
paid on the basis of the Clinical 
Laboratory Fee Schedule.  This new 
proposal appears to reverse CMS 
established position on physician 
signatures on lab orders which stated 
that a physician signature was not 
required.  Can you provide some 
reference on this matter? 
 
Answer:  Go to Federal Register /Vol. 75, 
No. 228 /Monday, November 29, 2010 
/Rules and Regulations Pages 73480 – 

73483 to find this is indeed the case 
along with CMS explanation. 
 
“Our proposed policy does not concern 
electronic or telephonic requests, 
because we do not consider these types 
of requests to be requisitions. As we 
discussed previously, a requisition is the 
actual paperwork, such as a form, that is 
provided to a clinical diagnostic 
laboratory that identifies the test or tests 
to be performed for a patient. It may 
contain patient information, ordering 
physician information, referring 
institution information, information about 
where to send reports, billing 
information, specimen information, 
shipping addresses for specimens or 
tissue samples, and checkboxes for test 
selection. We believe it is ministerial in 
nature, assisting laboratories with the 
billing and handling of results, and 
serves as an administrative convenience 
to providers and patients. When a 
physician or NPP chooses to use a 
requisition to request a clinical diagnostic 
laboratory test paid under the CLFS, 
under the policy we are adopting in this 
rule, the physician or NPP must sign the 
requisition.” 
 

 

 
HealthCare Newsline 

 
Considering we are fast approaching 
2011, I thought it would be helpful for 
you to keep in mind some important 
dates to healthcare reform.  The list 
below is not all inclusive but highlights 
some of the key aspects of healthcare 
reform. 
 



January 1, 2011 
 
* Cost sharing is eliminated for 
preventative services covered by 
Medicare 
 
* DHHS to finalize plan for value 
based purchasing program for 
Ambulatory Surgery Centers 
 
* Medicare and Medicaid health 
information technology incentive 
payments begin under the American 
Recovery and Reinvestment Act of 2009 
 
* 10% Medicare payment bonus 
commences for primary care and general 
surgery 
 
March 23, 2011 
 
* Deadline for DHHS to establish 
uniform explanation of coverage 
documents for health insurers 
 

 Note:  not later than 24 months 
after March 23, 2010, all 
employer sponsored health 
plans must prepare and 
distribute a paper or electronic 
summary of coverage to all plan 
participants both at the time of 
initial enrollment and annual 
enrollment.  The “Uniform 
Explanation of Coverage” must 
conform to standards and 
definitions developed by the 
Secretary of HHS, including but 
not limited to:  

 
• a 4-page maximum with print no 
smaller than 12 point type;  
 
• written in a culturally and 
linguistically appropriate manner;  
• contains the covered benefits, 
exclusions, cost-sharing, and 
continuation. 
 

July 1, 2011 
 
* DHHS to adopt regulations 
prohibiting Medicaid payments for 
hospital acquired conditions 
 
* DHHS to redistribute 65% of 
unused Medicare GME residency slots 
 
 
 
 
 
   CodeNotes 
 

Highlight ICD-9 CM Changes:  
Part II 
 
 
Aortic Ectasia 
 
Aortic ectasia includes diffuse and 
irregular dilation of the aorta that is less 
than 3 centimeters in diameter. In a 
study, close to 20% of the patients with 
aortic ectasia in the abdomen over time 
developed abdominal aortic aneurysm.  
New codes were created to classify aortic 
ectasia at different locations:  thoracic 
aortic ectasis (447.71), abdominal aortic 
ectasia (447.72), thoracoabdominal 
aortic ectasia (447.73), and ectasia of 
unspecified site of aorta (447.70). 
 
 
Fecal Incontinence 
 
Fecal incontinence can be caused by 
problems with the rectal and anal 
sphincters. It may first present with 
symptoms like fecal smearing, urgency, 
and incomplete defecation. Do not 
confuse incomplete defecation with fecal 
impaction, they are not the same.  The 
new codes  created include: fecal 
impaction (560.32), fecal incontinence 
(787.60), incomplete defecation 



(787.61), fecal smearing (787.62), and 
fecal urgency (787.63). 
 
 
Neurogenic Claudication 
 
Neurogenic claudication is associated 
with significant lumbar spinal stenosis, 
leading to compression of the cauda 
equine or lumbar nerves. Patients can 
have lumbar spinal stenosis without 
neurogenic claudication. Neurogenic 
claudication is a syndrome, or collection 
of symptoms, associated with 
degenerative spinal stenosis and is often 
related to posture.  Code 724.03, Spinal 
stenosis, lumbar region, with neurogenic 
claudication, was created. Code 724.02, 
Spinal stenosis, lumbar region, without 
neurogenic claudication, was revised to 
distinguish between patients with and 
without neurogenic claudication. 
 
 
Post-traumatic Seizures 
 
A new code 780.33 was created to 
describe post-traumatic seizures that are 
acute symptomatic seizures following a 
head injury.  Post-traumatic seizures are 
not considered the same as post-
traumatic epilepsy. Patients with post-
traumatic seizures require follow-up 
evaluation to ensure complete resolution 
and prevent complications.   
 
 
Cocaine Poisoning 
 
A unique ICD-9 CM code for poisoning by 
cocaine or crack cocaine (970.81) was 
added to the table of drugs and 
chemicals.  Cocaine poisoning in 2010 is 
indexed to code 970.8, Poisoning by 
other specified central nervous system 
stimulants.   
 
 

Some of the New V Codes 
 
The American College of Obstetricians 
and Gynecologists requested new codes 
for patients with dysplasia who needed 
to have follow-up to verify resolution of 
the condition and the follow-up was the 
sole reason for the visit (usually 
outpatient location). Codes V13.23, 
Personal history of vaginal dysplasia, and 
V13.24, Personal history of vulvar 
dysplasia, were created. 
 
ICD-9 CM Codes V13.61–V13.69, 
Personal history of (corrected) congenital 
conditions, recognize that many 
congenital conditions can be repaired and 
leave no deficit or residual conditions. 
Congenital conditions of various body 
systems such as genitourinary, nervous, 
eye, ear, face and neck, heart and 
circulatory, respiratory, digestive, and 
musculoskeletal may be reported with 
these codes to show there was a 
congenital anomaly but it currently no 
longer exists because of past treatment. 
 
The Society for Maternal and Fetal 
Medicine requested new codes (V91.00–
V91.99, Multiple gestation placenta 
status) for use with pregnancy codes for 
multiple gestations (twin, triplet, 
quadruplet, and all other specified 
multiples) to show the number of 
placentas and amniotic sacs present.  
The risk of complications and type of 
treatment is based upon the number of 
gestations. Terms monochorionic and 
monoamniotic describe one placenta and 
one amniotic sac  whereas dichorionic 
and diamniotic means two placentae and 
two amniotic sacs.  The V91 category 
codes are needed in addition to category 
651 codes to describe the female's 
multiple gestation condition. 
 
 



In the January 2011 edition of this 
Newsletter look for highlights of CPT 
2011. 

 
Monthly Quiz 
 

      
 
 
1. Fluoroscopy in addition to a biopsy 

performed via a bronchoscopy: 
 
a. 31622 
b. 31623, 76000 
c. 31622, 76000 
d. 31623-22 
 
2. In the “SOAP” format of medical record 

documentation, the key components of the 
E/M service should be documented.  What 
term describes the section of the medical 
record that contains exam portion of the 
E/M, 

 
a. Plan 
b. Subjective 
c. Assessment 
d. Objective 
 
3. When a physician performs heat shrinkage 

of the shoulder capsule, you should code” 
 
a. 29999 
b. 23450 
c. 29806 
d. 23929 
 
4. When a physician performs Mohs 

Micrographic surgery on a forehead lesion` 

with 2 different stages and first stage has 6 
blocks and second stage has 5 tissue 
blocks, you code:   

 
a. 17311, 17312, 17315 
b. 17313, 17314, 17315 
c. 17311, 17312 x2, 17315 
d. 17311, 17312 x2 
 
5. Which of the following three items are 

considered significant components of basic 
documentation?  (Choose three) 

 
a. Patient identification 
b. Lab tests 
c. Date 
d. Authentication 
 
 

For answers go to: 
 
www.codingtrainer.com/answers120110.pdf 

  
 

 
“Your Coding Resource” 

 
CodingTrainer.com provides central 
Maryland’s premier training for coders who 
want any of nine certifications. We have a 
fulltime  training facility in Catonsville 
Maryland, one half mile from the beltway. 
 

Our next class dates are as follows: 
 

 Coding certification class for nine 
different certifications –January 2011 

 
 Certification class for previously 

certified coders to become CCS-Ps – 
January 2011 

 
 ICD-10 Seminar – January 2011 

 
 CCS Certification course – January 

2011 
 

 Call us to set up a class for you and 
your providers at your facility. 

 
 

Coding Mini-Quiz –  



 
 
Medical Reimbursement Resources is our 
sister company that provides auditing and 
compliance services to the medical 
community. 
 
MRR also provides the following services; 
 
 Compliance Plans 

Compliance Audits 
 Baseline Audits 
 Medical Record Reviews 
 Fraud Audits 

Educational Audits 
Practice Management Assessments 
RAC Audits 
Defense Audits 

 
 

 
 
Universal Healthcare Placements, Inc is Central 
Maryland’s best known administrative healthcare 
placement company. 
 
They are currently looking for the following: 
 
Coders 


