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sample period. The guidance has to do with the medical necessity of measuring
right heart pressures rather than billing, but it was not issued until after relevant
time period.

Specific Case Review

The sample of beneficiary claims selected by the TriCenturion spans a period
from July 1998 through March 2003. In that sample, the government cites to the
case of Thelma Parker to support the TriCenturion reviewer’s contention that Dr.
Srivastava intentionally divided up or spread out procedures over several dates of
service to increase reimbursement. The table below shows the dates of service for
Thelma Parker, the actual service performed, original payment status and the
TriCenturion reviewer’s comments. Following the table is a brief summary of each
date of service.

Date of Services Provided Paid/Unpaid Post Pay Denial Reason
Service
4/5/2000 Echocardiogram Paid Denied “other”
4/6/2000 Stress Test Paid Not reviewed
4/7/2000 Diagnostic Left Heart Cath, R/L Cath paid Not medically necessary
injection of bilateral lower Imaging
extremity arteries, injection of supervision and

coronary angiography, injection for  SI services not
left ventricle, and supervision and paid.
interpretation (SI) of injection

codes.
4/10/2000 Left heart cath with coronary Paid 100% denial - Not
injection to include SI. PTCA left documented. The service
circumflex and placement of 2 was billed, as 4/14/00
stents however, the actual date of
Service was 4/12/2000.
4/12/2000 Left heart cath with coronary Paid Missing documentation.
injection to include SI. PTCA right Hospital lost records;
coronary and placement of 3 stents provider has copy of report
4/13/2000 Placement of temporary pacemaker Paid Not reviewed
4/17/2000 Left heart cath with coronary Paid Not reviewed
injection to include SI. PTCA right
coronary and placement of 3 stents
4/17/2000 Echocardiogram Paid “Other”
‘ : Not explained in report or
summary

U - The case of Thelma Parker needs to be placed
8 B in the proper context. Ms Parker was in 2000 a 76
e year-old female with a history of chest pain
raocoamme  attributable to coronary artery disease. On 4/7/00, Ms
Sad® Parker had a diagnostic left heart cath that showed
significant disease in three vessels. The diagnostic left
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heart catheterization showed the left circumflex artery, first obtuse marginal branch
was 90-99% obstructed. The left circumflex second obtuse marginal branch had
less than 50% obstruction. The initial segment of the right coronary artery had 90-
99% obstruction, the distal segment was also 90-99% obstructed. Since two of the
diseased vessels were in branches of the circumflex artery that supply the back of
the heart and both the initial and distal segments of the right coronary artery had
disease the number of diseased vessels was three. Treatment options at this point
were either Percutaneous Transcatheter Coronary Angioplasty ("PTCA”), coronary
artery stent placement, coronary artery bypass surgery or conservative medical
management with medication. Typically after the diagnostic cath, the physician
meets with the patient and family to determine the course of treatment outlining the
risks and benefits or each alternative. Since the patient had almost complete
occlusion of three vessels, she could have been a candidate for coronary artery
bypass surgery unless there were other complicating factors that would preclude it.

The TriCenturion reviewer disallowed the services of 4/7/2000 as not
medically necessary. The Medicare Act allows for coverage when the services
received are medically “reasonable and necessary for the diagnosis or treatment of
iliness or injury or to improve the functioning of a malformed body member.”® The
patient’s diagnosis was acute coronary occlusion without myocardial infarction
(411.81) and coronary atherosclerosis (414.00). According to the LMRP that the
government reviewer cited, both these diagnoses are listed under “ICD-9-CM Codes
that support Medical Necessity”.* The diagnostic cath was clearly medically
necessary.

The second date of service for which the reviewer denied payment was that
of 4/14/00. The service was actually provided on 4/10/00. The reviewer stated that
there was no documentation to support this service. The date of service that was
billed was 4/14/00. This represents a simple billing error of the wrong date of
service. The worst that could happen would be that the wrong date was refunded
and the correct date billed.

On 4/10/00, PTCA was performed on the two lesions off the left circumflex
artery. Coronary artery stents (2) were placed in the first obtuse branch and the
first diagonal branch off the left circumflex artery. Since the patient had 90-99%
blockage of these vessels, it is difficult to determine how this could be deemed as a
service that was performed to merely increased reimbursement.

On 4/12/00, the date of service for which the hospital no longer has the film,
a PTCA was performed on three lesions within the right coronary artery; initial, mid
and distal portions. Stent placement followed the PTCA along the vessel. As noted
previously, there was 90-99% blockage of both the initial and distal segments of the
right coronary artery.

* 42 U.S.C. §1395y(a)(I)(A), Social Security Act (Title XVIII) §1862 (A)(1)(A)
* Trailblazer LCD C-37B-R6, December 29, 2003, Page 10
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On 4/13/00, a temporary pacemaker was inserted as the patient went into
complete heart block.

On 4/17/00, the right coronary artery had re-obstructed and required PTCA of
three sites. Between the PTCA performed on the 12 and that of the 17, the
patient had a Myocardial Infarction (MI) complicated by persistent shock. Following
the PTCA, the patient had an echocardiogram to evaluate the extent of damage to
the heart following the ML.

On 4/21/00, a permanent pacemaker was inserted.
January 20, 2006 Thelma Parker is still alive and doing well.

As can be seen by reviewing the above timeline, the reviewer has no basis to
make the outrageous claim that Dr. Srivastava intentionally provided services on
separate dates to increase reimbursement. This misrepresents the facts.

Use of Modifiers

- The reviewer alleges that Dr. Srivastava used modifiers to increase
reimbursement. The reviewer fails to provide detail to support the allegation.

The CPT definition of modifiers® as published in the first CPT manual states:

“A modifier provides the means by which the reporting physician can indicated that a
service or procedure that has been performed has been altered by some specific
circumstance but not changed in its definition or code. The judicious application of
modifiers obviates the necessity for separate procedure listings that may describe the
modifying circumstance.”

CMS has the ability to establish modifiers that result in payment adjustments.
There are 30 modifiers outlined in CPT plus an additional 32 level two national
modifiers for a total of 62. These do not include the modifiers applicable only to
anesthesia. CMS has identified 15 payment modifiers, 14 of which are included in
the modifiers listed in CPT. The TriCenturion reviewer’s assertion that “modifiers are
almost always used for added information but usually affect the reimbursement
outcome” suggests that Dr. Srivastava’s use of modifiers was devious but no
examples are offered. If the modifiers were used inappropriately, she should have
stated it. For the record, when multiple services were performed, the appropriate
51 modifier was used to report multiple procedures when applicable. Of note, the
cardiac catheterization procedures are exempt from use of the multiple procedure
reduction that accompanies the use of modifier 51. Further, in at least three cases
in the sample, services were billed with the 51 modifier resulting in reimbursement
at 50% of the allowed fee schedule amount when in fact the service was performed
bilaterally and should have been paid at 150%. Dr. Srivastava’s use of modifiers in
this instance reduced reimbursement.

> Physicians’ Current Procedural Terminology, 1994, Page xiii
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Medical Necessity

The reviewer identifies “Service not medically reasonable and necessary” as
the most common reason for payment denial. Medical necessity as defined by the
Social Security Act applies to those services that are “reasonable and necessary for
the diagnosis or treatment of illness or injury or to improve the functioning of a
malformed body member.”® If the reviewer made an objective assessment of each
of the cases in the sample, she would find that there was not a single left or right
heart cath, PTCA or stent placement that was performed on a patient with normal
vessels or normal coronary arteries. In each case reviewed, the patient had
significant pathology of the coronary arteries.

The reviewer states that Dr. Srivastava performed interventional procedures
that do not require “a right & or left heart cath, at all.” No cases from the sample
are cited and there are none. In every case in the sample, at a minimum, a left
heart cath was required, and Dr. Srivastava’s insertion of a catheter to the right
heart in conjunction with the performance of the left heart cath was medically
reasonable.

Evaluation and Management Services

The government reviewer does not seem to be familiar with this subject and
fails to support her allegations. The allegations are:

o Billing for services performed by another physician;

» Billing for consultation codes when the billing provider is the admitting
physician, and

o Billing for an incorrect place of service.

Reciprocal Billing

Several Evaluation and Management (E&M) services reviewed by the
government were denied for no documentation when the service was in fact
performed and documented by Dr. Robinson who was under a reciprocal billing
arrangement with Dr. Srivastava during this investigation period.

Trailblazer, the Medicare Carrier for Maryland, first published the guidance relative
to reciprocal billing in its Medicare Part B Newsletter in September 2001. The article
stated:

“Reciprocal Billing Arrangements - The patient’s regular physician

may submit the claim and (if assignment is accepted) receive the Part

B payment for covered visit services (including emergency visits and

related services) that the regular physician arranges to be provided by

a substitute physician on an occasional reciprocal basis, if:

§ Ibid, 42 U.S.C. §1395y(a)(I)(A), Social Security Act (Title XVIII) §1862 (A)(1)(A)
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The regular physician is unavailable to provide the visit services;

The Medicare patient has arranged or seeks to receive the visit
services from the regular physician;

The substitute physician does not provide the visit services to
Medicare patients over a continuous period of longer than 60
days; and,

The regular physician identifies the services as substitute
physician services meeting the requirements of this section by
entering the Q5 modifier after the procedure code in Item 24d
of Form CMS-1500 (service furnished by a substitute physician
under a reciprocal billing arrangement). Until further notice, the
regular physician must keep on file a record of each service
provided by the substitute physician associated with the
substitute physician’s UPIN, and make this record available to
Medicare upon request.”” 8

In the sample of cases reviewed by the government, the services provided by
Dr. Robinson were before September 2001. Before that date, the requirements for
reciprocal billing were outlined in the Medicare Carriers Manual §3060.6 to

§3060.2.10.

“A substituting physician under a reciprocal billing or locum
tenens arrangement (mandated by statute §1842(b)(6)(D) of
the Act) may be accommodated using item 23. The billing
"absentee" physician's Provider Identification Number (PIN)
continue to be reported in item 33 under solo practice
arrangements and in item 24K under group practice
arrangements.””

It is a longstanding practice for physicians to retain substitute physicians to
take over their professional practice when the regular physician such as Dr.
Srivastava was:

1.
2.
3.

unavailable to provide the visit service;
the patient has arranged to receive the visit service from Dr. Srivastava;

the substitute physician, Dr. Robinson, did not provide the visit service to
Medicare patients longer than 60 days; and

7 Trailblazer Medicare Part B Publication, No.01-020, September, 2001

& Medicare Claims Processing (PUB. 100-04), Manual History, Chapter 26 §10 - Health Insurance
Claim Form CMS-1500.

 MCM Pub 14, B3, §3060.6 — 30.2.10
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Since all the services were provided prior to the guidance on using modifier
Q5, there is no issue in misrepresenting the service.

Admitting Physician

An analysis of Dr. Srivastava’s paid claims universe was performed in an
effort to understand the accusation listed by the government reviewer as “Billing for
consultation E&M codes when the billing provider is the admitting physician.” These
accusations are without explanation or example. We conducted an analysis of Dr. -
Srivastava’s paid claims file, and, in that universe, there are only 10 instances where
Dr. Srivastava was the admitting physician. This is largely due to the fact that Dr.
Srivastava has essentially a hospital only practice. He rarely sees patients in the
office or other outpatient setting. He is often asked to see another physician’s
patient in the emergency room for a consultation. The infrequency with which Dr.
Srivastava ever sees a patient in the office is born out by the paid claims universe
not containing a single E&M visit code. Since Dr. Srivastava does not have office
patients, he would rarely, if ever, admit one. A review of the E&M code 99255
claims demonstrate that typically Dr. Srivastava sees a patient in consultation and
either an Echocardiogram, EPS, Cardiac Stress test or Cardiac Cath is performed.
Re-consults and other services are in the claims file. In some cases, it is a month
between services and in others, years. This demonstrates that Dr. Srivastava is
acting as a true consulting physician rather than a physician who sees patients on a
month-to-month basis. The TriCenturion reviewer’s allegation that Dr. Srivastava
performed consults on “his” own patients is not correct.

Place of Service

This accusation demonstrates a complete lake of knowledge of hospital
practices. Place of service is not a determining factor in payment amount except as
it relates to whether or not the service is performed in a physician office or hospital.
Dr. Srivastava has nothing to do with determining the hospital’s place of service.
Under the regulations associated with observation status, there are only three
Medicare approved diagnoses for observation. They are for chest pain, congestive
heart failure and asthma. Two of the three would be treated by a cardiologist.
Patients are placed into observation by the admitting physician. Since Dr. Srivastava
has only rarely been an admitting physician, he would have no way of knowing if the
patient were a hospital inpatient or a hospital patient admitted to observation status.
Most hospitals place patients in beds for both observation and inpatient status.

Billing 37202

TriCenturion alleges that it was inappropriate for Dr. Srivastava to use CPT
code 37202 “in conjunction with diagnostic catheterization codes.” Dr. Srivastava
did not use 37202 with “diagnostic” caths. He used it in conjunction with
angioplasties.
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Conclusion

The government has failed to support its allegations against Dr. Srivastava.
Their basic methodology and assumptions are wrong. The government failed to
perform the proper level of due diligence. The information presented is fraught with
errors and the interpretation of rules is flawed.





