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WEST NILE    ICD-9 CODE NEW FOR 2003
One of the biggest stories of the year, or at least the last

six months, has been tracking West Nile virus across America
from east to west.  The first case was detected in South Dakota
on July 26. The first human case in South Dakota was
confirmed on August 21. On August 9 the Centers for Disease
Control expanded its $17 million budget to $27 million to allow
for more states to provide education and testing for the public.

On September 5, 2002 the annual ICD-9-CM diagnostic
coding updates were published in the International
Classification of Diseases, 9th Revision, Clinical Modification.
The Centers for Medicare and Medicaid Services created over
140 new codes, twelve of which are specific to clinical labs.
The new clinical codes apply to claims related to heart failure
and coronary artery disease, cystic fibrosis, ectopic pregnancy,
diseases of the newborn, complications involving various
gestational stages, and infectious diseases. The new codes
went into effect October 1, 2002 and after a three month grace
period will be enforceable on January 1, 2003.

A previous infectious disease code (066) other arthropod-
borne viral diseases, has been revised to create a separate
ICD-9 code for West Nile fever. The new code for West Nile
fever is 066.4 and includes West Nile encephalitis, West Nile
encephalomyelitis, and West Nile virus.

CDC Case Count for West Nile (10-29-02)

cases deaths
TOTAL 3391 188

Illinois (most in US) 714 45

Iowa 45 2

Minnesota 40 0

Nebraska 114 4

North Dakota 17 2

South Dakota 37 0
NATIONAL COVERAGE DECISIONS
AND CHANGES IN LIPID COVERAGE
There will be no change in reimbursement for lipid panels
in November. Fee schedule amounts will remain the same
until the end of the year. What will change is the coverage
policy for lipid testing. Twenty-three new National Coverage
Decisions (NCD’s) for common lab tests become effective
November 25th including one for lipids. Carrier software
for comparing CPT codes to the covered ICD-9 codes listed
in the new NCD’s will not be ready until Jan 1, 2003,
however, providers will be expected to obey the new rules
starting November 25th.

The new NCD’s contain a number of frequency
limits defining how often tests can be performed, new
frequency limits will apply to lipid assays as well as CA-
125, CEA, collagen crosslinks, GGT, glucose, hemoglobin
A1c,  HCG, iron studies, PSA, PT and thyroid tests.

The allowed lipid testing frequency for various kinds of
patients will be as follows:

� for monitoring long term anti-lipid dietary or
pharmacologic therapy or following patients with
borderline high total or LDL cholesterol levels: lipid
panel every 12 months

� for interim visits if a patient does not have elevated
triglycerides: total cholesterol as medically
necessary

� for monitoring dietary or pharmacologic therapy
during the first year: total cholesterol, or
triglycerides, or HDL cholesterol, or direct measured
LDL cholesterol every 2 months

� for marked elevations or changes to anti-lipid
therapy due to inadequate initial patient response to
dietary or pharmacologic therapy:  total cholesterol,
or triglycerides, or HDL cholesterol, or direct
measured LDL cholesterol more frequently than
every 2 months

� cholesterol every 4 months
� for evaluating non-specific chronic liver

abnormalities: lipid panel every 6 months

� no dietary or phamacological therapy: monitoring is
not necessary

The primary change from existing local policies is the use
of direct LDL measurements rather than a lipid panel to
follow patients on lipid lowering regimens. It remains to be
seen if CMS will design and implement software frequency
screens for the new NCD’s. Such screens will not be part
of initial software screening programs which will be
implemented January 1.

It will be important to monitor your explanation of benefits
reports after November 25th to determine exactly how
carriers are applying the above frequency limits.
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 CRIITICAL DATES FOR 2003
January 1, 2003: New 2003 CPT Codes Become Effective
Medicare allows a three month grace period, until April 1, during
which both 2002 and 2003 codes will be accepted. After April 1,
only 2003 codes will be paid.
January 1, 2003: 2003 Lab Fee Schedule
Medicare payments for services after Jan 1 will reflect a 1.1%
increase over 2002 rates.
January 1, 2003: New Hospital Outpatient Rates
These rates only affect pathology and radiology services delivered
to hospital outpatients. Tests included in the laboratory fee
schedule are still paid separately. Likewise, all physician payments
(professional component) are not included in the Outpatient
Payment System.
January 1, 2003: 2003 Physician Fee Schedule
    - final rule not yet published.
Congress has not acted on the proposed bill to change the way the
update for the Physician Fee Schedule is calculated. New
legislation will probably be introduced after the end of the year in
an attempt to eliminate the decrease in physician payments which
will result from the present regulations.  It is assumed that CMS will
issue a final rule on physician fees before the end of the year.
Charge-Master and Compliance Audits:
    Annual review recommended by OIG
Remember that the OIG Compliance Guidelines include an annual
review of all CPT codes used to bill services and a review of your
compliance activities to verify that your plan is truly “effective”.



MODIFIER  USAGE  REMINDER
Using the same CPT code more than once on a claim can result in denials of the subsequent codes because the Medicare
Carrier thinks they are duplicated services. There are many instances where the same CPT code is properly used to describe
either different tests or the same test more than once on the same date of service. In many cases the second and subsequent
codes may be denied as a “duplicated service” unless they are used with the proper modifier. The date of service for lab tests
is defined as the specimen collection date, thus, all tests run on a given blood or tissue specimen can end up with the same
date of service.

New Medicare administrative policy for laboratory services identifies the following two modifiers for use with multiple services:

� Modifier 91 indicates a repeat clinical laboratory service
� Modifier 59 indicates a distinct procedural service

MODIFIER 91
Modifier 91 is used when it is medically necessary to perform the same test several times on the same date of service. For
example, an arterial blood sample is drawn from a patient at three different times on the same day and analyzed for blood
gases (CPT 82803). Modifier 91 would be used with the second and third CPT codes reported to show that the test was a
repeat laboratory test, not a duplicated service. In the course of treatment of the patient, it may be necessary to repeat the
same laboratory test on the same day to obtain subsequent (multiple) test results. Under these circumstances, the laboratory
test performed can be identified by its usual procedure number and the addition of the modifier - 91. Please note, that this
modifier may not be used when test are rerun to confirm initial results due to testing problems with specimens or equipment,
or for any other reason when a normal, one-time, reportable result is all that is required.

Repeated ramdom glucose measurements performed over a one day time span could also be identified using modifier 91 with
CPT code 82947 (Glucose, quantitative, blood). However, glucose tolerance tests must be coded using CPT codes 82951 and
82952 which are specific for these procedures and include all glucose determinations. This modifier may not be used when
other code(s) describe a series of test results (e.g., glucose tolerance test, evocative/suppression testing). This modifier may
only be used for laboratory test(s) performed more than once on the same day on the same patient.

MODIFIER 59
Although CMS has indicated that modifier 91 should be used in most cases, you may find that modifier 59 (distinct procedural
service) is a better choice in many situations. Many esoteric lab tests share the same CPT code, if more than one such such
test is performed at the same time, the second and subsequent tests are properly identified as distict procedural services.
Under certain circumstances, the physician may need to indicate that a procedure or service was distinct or independent from
other services performed on the same day. Modifier -59 is used to identify procedures/services that are not normally reported
together, but are appropriate under the circumstances. This may represent a different session or patient encounter, different
procedure or surgery, different site or organ system, separate incision/excision, separate lesion, or separate injury (or area of
injury in extensive injuries) not ordinarily encountered or performed on the same day by the same physician. However, when
another already established modifier is appropriate, it should be used rather than modifier 59. The following examples all
illustrate the appropriate use of modifier 59.

Example 1: Determination of Ig/Light Chain (Kappa) and Ig/Light Chain (Lambda) from the same urine specimen by
nephelometry. Since there are no analyte specific codes for these two tests, the method code, 83883 (Nephelometry, not
otherwise specified) is used to report each assay. To prevent a duplicate service denial, the second code should be reported
with the 59 modofier (83883 59).

Example 2: Three separate wound cultures are initiated from three different anatomical sites on the same day. In this case
CPT code 87070 (Culture, bacterial; any other source except urine, blood, or stool, with isolation and presumptive ID of
isolates) is reported three times, once as 87070 and twice with the 59 modifier (87070 59).

Example 3: Antibodies for hepatitis C, total and IgM are determined. CPT code 86803 (Hepatitis C antibody) is reported for the
total antibody determination. There is no separate code for hepatitis C IgM antibodies, so 86803 would be reported a second
time, but with the 59 modifier.
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What a wonderful showing of lab

professionals at the Tri-State meeting.
The registration for this conference
was near 300. The Avera Laboratory
Network had a wonderful time visiting
with all of you! Thank you for taking the
time to stop at our booth.

I also had the opportunity to attend
some of the presentations. What a
wonderful array of topics and a wealth
of information. There was something for
everyone. The next meeting is slated for
the Spring in Yankton. Mark your
calendars now.

I want to take the opportunity on
behalf of the Avera Laboratory Network
to wish you and your families a blessed
and safe holiday season. Merry
Christmas and Happy New Year!!

Lori Murray
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The Clinical Laboratory Improvement Amendments of 1988 (CLIA), Public Law 100-578, set forth uniform quality standards
for laboratories and applies to all entities that perform tests for health purposes on human specimens. On February 28,
1992, a CLIA final regulation with comment period, was published in the Federal Register. The CLIA requirements are
based on the complexity of tests, (high, moderate and waived), and not the type of entity where the testing is performed.

Because many affected entities were previously not subject to regulation (POLs, clinics, small laboratories, etc.), certain
requirements were included as �phased-in� standards. This allowed time for those small facilities to understand and
comply. The phase-in dates were extended four times and expire on December 31, 2002. The phase-ins included limited
QC requirements for moderate complexity testing, board certification for high complexity doctoral degreed directors, and
an FDA review of manufacturers� test system quality control (QC) instructions for CLIA compliance.

The major items affected by this regulation are listed on the a chart (see opposite page). The existing requirements were
simplified and reorganized to parallel the flow of a patient specimen through the laboratory.

This revised flow will facilitate prevention of errors. Studies indicate that most laboratory errors occur in the pre-analytical
(specimen collection and handling) phase of testing. Thus all CLIA requirements that apply to this phase of testing are in
one place and in logical order. It is anticipate that this will help the laboratory decrease errors.

The final rule reduces QC frequency in most of the subspecial and specialties areas, and merges moderate and high
complexity QC requirements to simplify compliance. Based on CLIAC recommendations and CMS survey data, a
requirement for moderate complexity laboratories has been added to validate a test once before use to ensure the test
works accurately before patients are tested. To balance these requirements and to reflect new technologies that may be
more robust, routine QC will be more flexible via surveyor guidelines. This permits laboratories to determine their quality
needs based on their own unique environment and personnel. There is a default (status quo) for those that choose not to
use the new flexibility. �
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Lorri Clark is a medical
technologist (MT, ASCP) who has
worked at Avera Sacred Heart
Hospital for 28 years. Her
hometown is Pukwana, SD and
she has lived in Gayville, SD since
1978. Lorri attended grade school
in Pukwana, high school in
Chamberlain, SD, went to college
at Mount Marty in Yankton, SD, and
completed her education with her
internship at Sacred Heart
Hospital.

Her husband�s name is Leland (�Spud�) who is now retired from the
Human Services Center in Yankton. They have two daughters: Andrea is a
graphic design student at South Dakota State University in Brookings,
and Shelly is a biology/psychology student at the University of South Dakota
in Vermillion. The family also includes nine-month old Stanley, their beagle
puppy.

Lorri likes to flower garden, read, sew, and hunt antelope. Her favorite
aspect of her job at ASHH is the people she works with. She says, �Many
of us have been together for 20+ years and have gone through the ups
and downs of life together. It�s like having another family.�
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