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Tell us what you think at info@rccb.org

From the President 

RCCB recently concluded its 
winter board meeting and I 

have much to report. First, the 
2016 RCC exam is now 100 percent 
ICD-10 based. (Thank you to RCCs 
Maria Tran, AJ Hernandez, and Di-
ane Hayek for helping with the con-
version from ICD-9 to ICD-10!) 
Also, based on the results of  the 
2015 Job Analysis, the 2016 exam 
will allocate more questions about 
ethics and compliance. (See related 
story.) Second, RCCB will be work-

ing with Pat Kroken, with Healthcare Resource Partners 
and formerly RBMA’s President when RCCB was created, 
on a new marketing campaign to raise awareness of  the 
exam and to promote the value of  being an RCC. Finally, 
RCCB is looking to expand its offerings of  proficiency tests 
by modality starting this spring.  As you can see, the RCCB 
Board of  Directors has been hard at work improving the 
exam and raising the stature of  being an RCC. Thank you 
fellow board members for dedicating a weekend to RCCB.

Renée Engle, RCC, FRBMA, 
President, 

RCCB Board of  Directors

2015 Job Analysis; The Results are In!

The RCCB conducted a Job Analysis earlier this year to align the 2016 and future RCC exams with the tasks performed by 
radiology coders and the knowledges, skills, and abilities needed to do them. The 2015 Job Analysis had 219 respondents 

for a response rate of  26 percent. (That’s amazing given the length and detail of  the questionnaire!)

The results suggest that there should be more “Ethics and Compliance” questions than in previous exams. The RCCB 
Board of  Directors will review the Job Analysis results relative to the other three Knowledge Areas currently in the exam: (1) 
Radiology Terminology & Anatomy (20 percent), (2) CPT/HCPCS (50 percent), and (3) ICD-10 (20 percent) and will likely 
make modest adjustments in the proportion of  questions by Knowledge Area. The total number of  questions in the exam 
(200) will not change.
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Medicare Payment Policy

Off-Campus Provider Based 
Departments

Recently there have been many questions and much con-
fusion about Medicare policies related to provider based 

departments.  This article will give you an overview of  the 
various policies and explain what you need to know for ra-
diology coding and billing.

What is an Off-Campus PBD?

An off-campus provider based department (PBD) is a 
hospital outpatient department that is located more than 250 
yards (a little more than one-tenth of  a mile) from the main 
or remote location of  a hospital.  (You can find the definition 
in the Code of  Federal Regulations, 42 CFR § 413.65.)

Currently, patients treated at off-campus PBDs are billed 
the same way as patients who are treated at the main hospital.  
As an example, a hospital buys a primary care practice with an 
office located half  a mile from the main hospital and decides 
to treat the office as an outpatient department of  the hospi-
tal.  This means that for every office visit, there will be two 
claims—one from the physician and one from the hospital.  
In the 2015 Outpatient Prospective Payment System (OPPS) 
Final Rule, CMS noted that when a Medicare patient receives 
outpatient services in a hospital, the total Medicare payment 
is “generally higher” than when the same service is furnished 
in a physician office, where there is only a single claim.

Modifier PO and POS Codes

CMS has been concerned about the financial impact of  
off-campus PBDs on Medicare patients and on the Medicare 
budget.  For that reason CMS decided to begin tracking the 
cost of  these services by requiring a modifier on the hospi-
tal’s claim and a special place of  service (POS) code on the 
physician’s claim.

Hospitals are required to apply modifier PO (Services, 
procedures and/or surgeries furnished at off-campus provider-based 
outpatient departments) to “every HCPCS code for all outpa-
tient hospital items and services” furnished in an off-campus 
PBD.  (See the Medicare Claims Processing Manual, Chapter 
4, Section 20.6.11.)  This modifier is mandatory for OPPS 
hospitals beginning January 1, 2016.  (Critical access hospitals 
will probably not need to report modifier PO, but check with 
your facility’s Medicare contractor.)

For example, if  a patient has an office visit and a foot x-ray 
in the primary care office mentioned earlier, the hospital will 

need to apply modifier PO to both the visit code and the 
x-ray code.  Modifier PO does not apply to a hospital’s re-
mote locations (such as subsidiary hospitals that can provide 
inpatient services), to hospital satellite facilities, or to emer-
gency departments.

Likewise, physicians are required to use new POS code 19 
(Off  campus-outpatient hospital) for any service performed in an 
off-campus PBD.  Outpatient services performed on campus 
are reported with revised POS code 22 (On campus-outpatient 
hospital).  In the example above, the physician who interprets 
the foot x-ray taken in the primary care office, whether it is 
a radiologist or the primary care physician, must report POS 
code 19 for the interpretation.  (See Transmittal 3315, Change 
Request 9231, dated August 6, 2015.)

It is important to remember that the modifier and the POS 
codes apply to two different categories of  providers.  The 
POS codes do not apply to hospitals because hospital claim 
forms do not include POS codes.  And physicians do not 
need to use modifier PO because Medicare will get the same 
information from the POS code on the physician’s CMS-1500 
claim form.

Site-Neutral Payment

At the same time that CMS was working on these mech-
anisms for tracking off-campus PBD costs, Congress was 
working on its own solutions to Medicare cost-cutting.  The 
Bipartisan Budget Act of  2015 (BBA 2015), which lifted the 
federal debt limit, also created some new Medicare payment 
policies.  Specifically, the Act states that off-campus PBDs 
that are established on or after November 2, 2015, will lose 
their ability to receive payment under OPPS for non-emer-
gency services.  This change will occur January 1, 2017.  As 
of  that date, these new off-campus PBDs will be paid under 
the Medicare Physician Fee Schedule or Ambulatory Surgical 

Off-Campus Provider Based Departments
continued on next page
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Center (ASC) payment system, rather than under OPPS, so 
there will not be a separate facility payment.

Off-campus PBDs that were billing Medicare prior to No-
vember 2, 2015, will continue to receive payment under the 
OPPS.  Also, new on-campus PBDs will not be affected.  The 
change applies only to off-campus PBDs that began submit-
ting claims to Medicare on or after November 2, 2015.

What You Need to Know

In summary, the off-campus PBD tracking mechanisms 
(modifier PO and POS 19) are separate from the site-neutral 
payment provisions of  BBA 2015, which will limit payments 
for new off-campus PBDs.  Some coding and billing profes-
sionals have been under the impression that modifier PO and 
POS 19 only apply to new centers that are subject to the BBA 
2015 provisions, but that is not correct.  If  the service is per-
formed in an off-campus PBD, regardless of  when the facility 
opened, the physician’s claim must include POS 19 and the 
hospital’s claim must include modifier PO.

There are many details of  the BBA 2015 provision that 
will need to be settled by CMS through the rulemaking 
process, so look for more information in the 2016 and 2017 
OPPS Proposed and Final Rules.

-   Article by Coding Strategies® Staff

Off-Campus Provider Based Departments
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Make Sure Your Contact 
Information is Current 

Changed jobs? Changed names? Moved? Have a new 
email address? Please contact the RCCB at info@rccb.

org to make sure we have your latest information so you do 
not miss any updates or reminders from RCCB. 

changes to the Medicare Physician Fee Schedule (MPFS) con-
version factor for year 2016.

The ACR recommended to CMS a revision or clarification 
be included in their MLN Matters article that currently states 
“NOTE: For outpatient hospital settings, as in any other 
setting, services covered under Medicare’s National Coverage 
Determination (NCD) must be ordered by a primary care 
provider within the context of  a primary care setting and per-
formed by an eligible Medicare provider for these services,” 
as this language may have unintended consequences and 
result in potential confusion.

The ACR agrees with the Feb. 5, 2015 NCD language that 
specifies that a physician or qualified non-physician practi-
tioner must perform the shared-decision making visit. As de-
fined in §1861(r) of  the Social Security Act (the Act), a “treat-
ing physician” is a physician who furnishes a consultation or 
treats a beneficiary for a specific medical problem, and who 
uses the results of  a diagnostic test in the management of  
the beneficiary’s specific medical problem. It further defines 
an “order” as a communication from the treating physician/
practitioner requesting that a diagnostic test be performed for 
a beneficiary. CMS also described relevant provider qualifica-
tions in the CMS Manual-Transmittal 80.

CMS clarified to several professional organizations on Feb. 
1, 2016 that “the National Coverage Determination (NCD) 
for Lung Cancer Screening with LDCT (210.14) is based on 
the recommendation of  the U.S. Preventive Services Task 
Force (USPSTF), whose general focus is the primary care 
provider and setting. We recognize the NCD does not spe-
cifically state primary care physician or setting. Based on the 
NCD and applicable regulations, the physician or non-physi-
cian practitioner who furnishes the shared-decision making 
visit and orders the LDCT must be treating the beneficiary 
and use the results in the management of  the beneficiary’s 
specific medical problem to ensure improved health out-
comes.”

Providers and practices must meet all coverage criteria 
to be reimbursed by Medicare for CT lung cancer screen-
ing exams. These frequently asked questions and answers, 
prepared by the ACR, address coverage and reimbursement 
requirements relating to patient eligibility, center eligibility, 
accreditation and lung cancer screening designation, radiol-
ogist requirements, clinical practice registry, and billing and 
payment.

Click here to access the FAQs.

-   Article provided by the American College of  Radiology (ACR)

Updated ACR Lung Cancer 
Screening FAQs Clarify Who Can 
Perform Consultative Visits

The latest update to the American College of  Radiology 
(ACR) Lung Cancer Screening FAQs, posted Feb. 5, clar-

ifies that any “treating physician” may perform the shared de-
cision-making (SDM) consultative visit based on further clari-
fication from the Centers for Medicare and Medicaid Services 
(CMS). In addition, updates were included based on slight 

www.codingstrategies.com
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Key Dates for 2016 Exams

The application deadline for the May, 2016 test window ends on April 4th!

Exam Dates Application Deadline Registration Opens Registration Closes
May May 9-13 April 4 April 8 April 29
July July 18-22 June 13 June 17 July 8
September September 12-16 August 15 August 19 September 2
November November 14-18 October 10 October 14 November 4

ICD-10 Implementation

CMS Administrator Credits Smooth Transition to 
Preparation and Planning

In a post to the CMS blog on February 24, Acting CMS Administrator Andy Slavitt described the ICD-10 implementation as 
similar to Y2K in that it was a “transition most people never heard about.” He credited the smooth transition to the follow-

ing “lessons”:

1. Be Customer Focused:  CMS helped providers prepare for ICD-10 through its “Road to 10” program, provider train-
ing videos, and external testing opportunities.

2. Be Highly Collaborative:  CMS formed “close partnerships” with a variety of  stakeholders, including the American 
Medical Association, American Hospital Association, American Health Information Management Association, and many 
others.

3. Be Responsive and Accountable:  CMS appointed an ICD-10 Ombudsman and also committed to respond quickly to 
provider questions.  During October CMS received about 1,000 queries and responded to all of  them within 3 business 
days.

4. Be Driven by Metrics:  CMS tracked claims data to identify and respond to problems as they occurred.  Slavitt cited 
the following statistics for impact of  the implementation on claims:

Metrics Historical Baseline Q4 CY 2015
Total Claims Submitted 4.6 Million per day 4.6 Million per day
Total Claims Rejected 2% of total claims submitted 1.9%
Total ICD-10 Claims Rejected 0.17% of total claims submitted 0.07%
Total ICD-9 Claims Rejected 0.17% of total claims submitted 0.07%
Total Claims Denied 10% of total claims processed 9.9%

Final 2015 ICD-10 Claims Dashboard Medicare Fee-for-Service Metrics

Slavitt notes that the “historical baseline” data for ICD-9 and ICD-10 claims rejections were estimated based on the end-to-
end testing conducted in 2015, since this is not data CMS has collected historically.

Although the ICD-10 go-live date is now nearly 6 months behind us, CMS continues to offer ICD-10 resources to provid-
ers through a special ICD-10 page on the agency’s website.

-   Article by Coding Strategies® Staff
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ICD-10-CM

Coding Hemorrhage in 
Pregnancy

Vaginal bleeding is common during pregnancy, especially 
during first trimester, and often resolves without any 

lasting problems.  In some cases, however, the bleeding is a 
sign of  a high-risk condition like placental abruption or ecto-
pic pregnancy.  

Evaluation of  bleeding typically requires an ultrasound 
exam, so it is important for radiology coders to be familiar 
with the coding guidelines for hemorrhage in pregnancy.  
This article discusses some common coding scenarios for 
bleeding during intrauterine pregnancy.  Coding for ectopic 
pregnancy will be covered in a future article.

Spotting

ICD-10-CM has separate obstetrical codes for spotting 
and hemorrhage.  Although the term “spotting” is not de-
fined in ICD-10-CM, it generally refers to passage of  very 
small quantities of  blood or blood-tinged fluid. Spotting 
sometimes occurs in women with cervical polyps, which are 
prone to bleeding during pregnancy due to elevated hor-
mone levels.

Spotting during pregnancy is reported with codes from 
subcategory O26.85- (Spotting complicating pregnancy).  The 
codes are indexed under “Spots, spotting (in) (of), pregnancy” 
and under “Pregnancy, complicated by, spotting.”

Hemorrhage Due to Placental Conditions

Hemorrhage can be caused by placental disorders.  In pla-
centa previa, the placenta partially or completely covers the 
internal opening of  the cervix.  Women with placenta previa 
often experience hemorrhage during third trimester.  How-
ever, hemorrhage can occur earlier in pregnancy, or not at 
all.  Third trimester bleeding can be life-threatening and often 
requires preterm delivery of  the fetus.

Placenta previa is reported with codes from category O44 
(Placenta previa).  There are separate subcategories for placenta 
previa without hemorrhage (O44.0-) and with hemorrhage 
(O44.1-).  The ICD-10-CM Index refers you to the codes for 
“with hemorrhage” unless the record specifically states that 
there is no hemorrhage.

Hemorrhage can also be caused by placental abruption 
(abruptio placentae).  This is premature separation of  the pla-
centa from the uterus, sometimes caused by maternal hyper-

tension or trauma.  It results in vaginal bleeding, abdominal 
pain, and fetal distress, and may cause maternal shock and 
fetal death.  Since a pelvic exam could cause increased bleed-
ing, the treating physician may order a stat ultrasound exam 
to determine the position of  the placenta before examining 
the patient.

Placental abruption is reported with codes from cate-
gory O45 (Premature separation of  placenta [abruptio placentae]).  
The codes are indexed under “Abruptio placentae.”  Heavy 
bleeding can deplete the patient’s clotting factors, resulting in 
coagulation defects such as afibrinogenemia or disseminated 
intravascular coagulation (DIC), and there are subcategories 
to reflect these complications.

Hemorrhage in Early Pregnancy

If  the cause of  the hemorrhage is not specified, then the 
code selection will depend on the gestational age.  Hemor-
rhage prior to 20 completed weeks is reported with codes 
from category O20 (Hemorrhage in early pregnancy).  These 
codes are indexed under “Pregnancy, complicated by, hem-
orrhage, before 20 completed weeks gestation.”  Use code 
O20.9 (Hemorrhage in early pregnancy, unspecified) or O20.8 (Other 
hemorrhage in early pregnancy) depending upon whether the cause 
of  the bleeding is documented.

There is a separate code for threatened abortion, in which 
the patient has a small amount of  bloody discharge without 
dilation of  the cervix.  Often these symptoms resolve and the 
patient goes on to carry the fetus to term.  Threatened abor-
tion is reported with code O20.0 (Threatened abortion), indexed 
under main term “Abortion.”  You should assign this code 
only if  the physician documents threatened abortion, not 
based on the patient’s presenting symptoms.

Hemorrhage After 20 Weeks

Hemorrhage of  unspecified cause after 20 weeks gesta-
tional age is reported with codes from category O46 (Antepar-
tum hemorrhage, not elsewhere classified).  These codes are indexed 
under “Hemorrhage, antepartum.”  There are subcategories 
for coagulation complications such as afibrinogenemia and 
DIC.

If  the cause of  the bleeding is known but there is not a 
specific code for it, assign a code from subcategory O46.8X- 
(Other antepartum hemorrhage).  For example, codes in this 
subcategory can be used for hemorrhage caused by uterine 
fibroids.

Coding Hemorrhage in Pregnancy
continued on next page

www.codingstrategies.com


Spring 2016

©2016 Coding Strategies®  www.codingstrategies.com – 1-877-6-CODING  Page 6

Abortion

Sadly, the ultrasound exam may reveal that the patient’s 
bleeding is due to spontaneous abortion, also referred to 
as miscarriage.  In an incomplete spontaneous abortion, 
there are retained products of  conception (fetal or placental 
tissue remaining in the woman’s body).  But with a complete 
spontaneous abortion there is no remaining tissue. 

Spontaneous abortion not otherwise specified is reported 
with code O03.9 (Complete or unspecified spontaneous abortion 
without complication). There are other codes in category O03 
for spontaneous abortion that is incomplete or involves 
complications such as infection.  Keep in mind that vaginal 
bleeding is an expected symptom of  abortion.  The codes for 
abortion complicated by hemorrhage, such as O03.6, should 
not be assigned unless the hemorrhage is delayed, is very 
severe, or causes clotting complications such as DIC.

A missed abortion is death of  a fetus during early 
pregnancy, before 20 completed weeks of  gestation, with 
retention of  the fetus in the mother’s body. This condition 
is reported with code O02.1 (Missed abortion). If  fetal death 
occurs later in pregnancy, after completion of  20 weeks 
gestation, then the condition is considered an intrauterine 
death rather than a missed abortion and is reported with code 
O36.4 (Maternal care for intrauterine death). 

Examples

To sum up, here are several examples of  OB ultrasound 
studies for bleeding:

Example #1:  Ultrasound is performed at 14 weeks 
due to spotting. Ultrasound exam is unremarkable and the 
radiologist’s impression is viable pregnancy.

O26.852 Spotting complicating pregnancy, second 
trimester

Z3A.14 14 weeks gestation of  pregnancy

Example #2:  Ultrasound is performed at 32 weeks due 
to vaginal bleeding and abdominal pain.  The radiologist’s 
impression is complete placenta previa.

O44.13 Placenta previa with hemorrhage, third 
trimester

Z3A.32 32 weeks gestation of  pregnancy

Example #3:  Ultrasound is performed at 12 weeks 
due to vaginal bleeding and pelvic pain.  The radiologist’s 
impression is spontaneous abortion.

O03.9 Complete or unspecified spontaneous 
abortion without complication

Z3A.12 12 weeks gestation of  pregnancy

Example #4:  Ultrasound is performed at 12 weeks due 
to lack of  uterine growth.  The radiologist’s impression is 
missed abortion.  

O02.1 Missed abortion

Note: According to Coding Clinic™ for ICD-10-CM/PCS, 
Third Quarter 2014, category Z3A codes for gestational age 
should not be assigned together with codes from categories 
O00-O02.

 -   Article by Coding Strategies® Staff
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