
Compliance 

Provider Relief Fund audits coming; pick 
your method and keep good records 

If you are among the hundreds of thousands of providers who 
received Provider Relief Fund (PRF) payments last year, you’ll 
be pleased to hear that one of your deadlines had been post-
poned, and your chances of hanging onto the money are better 
than they were in October when the last tranche of payments was 
distributed. But you should still be prepared for audits.

HHS announced on Jan. 11 that PRF payments authorized 
under the CARES Act has bestowed payments totaling nearly 
$102 billion on 403,235 provider groups, based on tax identifica-
tion numbers (TIN). The payments came in an initial general 
disbursement in April, a more targeted second helping shortly 
thereafter and a third general distribution in October (PBN blog 
3/27/20, 4/30/20, 10/22/20).

Recipients were required to attest to the PRF terms and con-
ditions, which generally required that recipients use the money 
to make up for revenue losses incurred as a result of COVID-19, 
either through direct treatment of the virus or through revenue 
shortfalls attributable to its effect on their business.

If you received money from the relief fund — which 
required that you attest to the terms and conditions of the 
funding — you were expected to keep documentation that 
supported your claim of eligibility. 

Originally, providers who got more than $10,000 would 
also have to submit their documentation via a portal opened 
by the Health Resources and Service Administration (HRSA) 
by Feb.15, 2021. 

The portal is now open at https://prfreporting.hrsa.gov/s/ 
and all fund recipients of $10K or more are “encouraged” 
to register for it, but the Consolidated Appropriations Act 
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(CAA), passed in December and containing new funds 
for future provider relief, made an important adjust-
ment in the reporting requirements: The deadline has 
been postponed indefinitely.

Indefinitely doesn’t mean forever, though, and 
experts tell Part B News that recipients should expect 
audits. Even the ones receiving small payments have 
at least a chance of being audited by OIG or HRSA, 
while those that received over $175,000 are guaranteed 
a grilling.  

New fund: $3 billion and counting

Distribution of the new PRF funds from the 
CAA — currently pegged at $3 billion — has not yet 
been arranged.

Robert H. Iseman, a partner in the health services 
practice group at Rivkin Radler in Albany, N.Y., predicts 
they “will be more targeted” to particularly needful 
provider types as they were in the second tranche than in 
the first and third.

Industry group AMGA has asked the Biden admin-
istration to pump the $3 billion up to $100 billion and to 
exempt PRF payment to for-profit health care providers 
from taxation, arguing that too many of their members are 
still deep in the hole. 

“When they passed the first pandemic bill in April 
and started distributing the PRF dollars, our members 
were in dire straits,” says Jamie Miller, AMGA senior 
director of government relations. “We did a survey of our 
members in April and [found] 84% of our health care 
systems were furloughing their employees. And a lot of 
our members had less than six months cash on hand.”

In comes a new standard

The specific terms of your funding are contained in 
the agreement you accepted when you got it — for exam-
ple, the terms sent with the third tranche (see resources, 
below). These are fairly straightforward, requiring that 
“payment will only be used to prevent, prepare for, and 
respond to coronavirus, and that the payment shall reim-
burse the recipient only for health care-related expenses 
or lost revenues that are attributable to coronavirus,” and 
that you won’t use it for “expenses or losses that have been 
reimbursed from other sources or that other sources are 
obligated to reimburse.” The terms also rule out expendi-
tures on things like executive pay and lobbying.

The current standards for what constitutes “expenses or 
lost revenues” may be easier to meet for many providers than 
the standard that was established in September, just before 
the third tranche went out. At that time, HHS moved from 
its original “any reasonable method” standard — whereby 
providers could basically come up with their own rationale 
for how their expenses met the terms and conditions — to 
one that relied on the difference between the provider’s 2019 
expenses and their 2020 expenses. 

Industry groups protested. AMGA noted that 
“examining the data in this manner does not account 
for year-over-year clinician growth within a group 
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practice,” for example, or other planned or personnel 
changes that would make financial comparison of the 
two years inappropriate.

“Certainly there are changes that may have occurred 
between 2019 and 2020 that you would have expected 
to result in higher revenues in 2020 than 2019,” says 
Jeffrey I. Davis, senior advisor at Baker Donelson in 
Washington, D.C.

In the CAA, Congress directed HHS to change that, 
and now they allow providers to pick among three meth-
ods: the original reasonableness standard, the 2019-2020 
comparison standard and, as HHS explained in a January 
15 “Post-Payment Notice of Reporting Requirements,” a 
standard based on “the difference between 2020 budgeted 
and 2020 actual patient care revenue” that would more 
accurately reflect the effect of COVID-19 on what provid-
ers might otherwise have expected in revenue. 

Note: If you choose the original method, your chance 
of an HRSA audit increases, HHS says. You will be asked 
for “a description of the methodology, an explanation of 
why the methodology is reasonable and establish how 
the identified lost revenues were in fact a loss attributable 
to coronavirus, as opposed to a loss caused by any other 
source,” the agency adds. 

“They’re going to want a description of the methodol-
ogy,” Davis says: “Why did you believe it’s reasonable?”

Also, if you use the budgeted-2020-versus-
actual-2020 method, Davis cautions, “you need to be 
able to have a C-suite person certify that you had [such] 
a budget that had been approved as of March 27, when 
the CARES Act was enacted.” 

How’s your documentation?

If audited, you will have to demonstrate compliance.

“Document everything that you’re spending the 
funds on and make sure that you’re only spending it 
for the appropriate reasons,” advises Heather Alleva, 
an associate with the law firm Buchanan Ingersoll & 
Rooney PC in Philadelphia.

Man providers have come to Alleva with concerns 
that have inadvertently taken too much money. “Often, 
it’s coming in because the provider has had some type 
of change in the past year, either by selling or retiring a 
practice or changing some of the services they provide,” 
Alleva says. “So they worry that their financial informa-
tion didn’t properly reflect all of their revenue because at the 

time the application was submitted, they were in the middle 
of some sale or acquisition.”

But generally speaking, if your reporting and docu-
mentation is honest and complete, and your expenditure 
of the funds meets the requirements, you should be good, 
“even if the financials of that organization might be different 
now because they’ve sold or closed or cease operations of a 
practice,” Alleva says.

Given the PRF’s broad definition of COVID-related 
issues, the providers with the most genuine cause for concern 
would be those who never had any real access to such issues 
— “if you’re exclusively a behavioral health provider, for 
example, and you incur costs because you switch to tele-
health,” Alleva says. Or you might be “a boutique concierge 
medicine provider who does some type of specialty care and 
they just never deal with COVID cases.” 

Reasonableness is the key, whichever method you 
use to measure your losses, Iseman says. “If a reason-
able mind could find a connection between COVID and 
the item of expense should be allowed, even if the regu-
lator questions it — unless it is an irrational position, 
meaning one that no reasonable person could support 
— I think the expense or debt should be accepted,” he 
says. — Roy Edroso (redroso@decisionhealth.com)  

RESOURCES

•  “Provider Relief Fund (PRF) Reporting Portal Frequently Asked 
Questions (FAQs)”: https://hrsac19.my.salesforce.com/sfc/
p/#t00000004XgP/a/t0000001FId8/wN.4dTa.NRiNhwh_0CBblH6
gvvedhqOt7_.5OS7rP6U

•  Third tranche, Acceptance of Terms and Conditions: www.hhs.
gov/sites/default/files/terms-and-conditions-phase-3-general-
distribution-relief-fund.pdf

•  HHS “Post-Payment Notice of Reporting Requirements”: www.
hhs.gov/sites/default/files/provider-post-payment-notice-of-report-
ing-requirements-january-2021.pdf

2021 E/M office visits

Risk reduction: For E/M office 
visits, let the clinician select risk 
to maintain accuracy

Code faster and prevent improper payments for 
office E/M visits in one step: Ask the treating physi-
cian or qualified health care professional to select and 
document the level of risk. Doing so will also align 
your coding practices with the new CPT guidelines.
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(continued on p. 6)

Coders are accustomed to using the management 

option examples from the table of risk for the CMS 

1995/1997 documentation guidelines.

However, the new definition of risk for office and 

other outpatient visits (99202-99215) indicates that 

the clinician should make the call about risk.

Example: “Definitions of risk are based upon the 

usual behavior and thought processes of a physician 

or other qualified health care professional in the same 

specialty. Trained clinicians apply common language 

usage meanings to terms such as high, medium, low, 

or minimal risk and do not require quantification for these 

definitions,” the 2021 CPT manual states.

Over-the-counter (OTC) drugs illustrate how hard it can 
be to pin down with examples. According to the 1995/1997 
guidelines, OTC drugs are associated with a low level of 
risk. But it really depends on a number of factors, explained 
Barbara Levy, M.D., co-chair of the CPT/RUC Workgroup 
on E/M.

Recommending OTC drugs and supplements can be 
low risk, “or it can even be high risk depending upon the 
scenario,” Levy said during the virtual CPT and RBRVS 
2021 Annual Symposium, Nov. 17-20. Levy gave the 
example of ibuprofen. For an otherwise healthy patient, it 
could be low risk; for a patient with chronic renal failure or 
on anti-coagulants, it could be high risk.

In both cases, the clinician is best equipped to state the 
level of risk.

Medical decision-making – Risk example comparison chart
Use the following chart for a side-by-side look at the differences between the sample management options from the 1995 documentation 
guidelines and the new CPT guidelines for medical decision-making for office and other outpatient visits (99202-99205, 99212-99215).

Level of 
risk

1995 guidelines: Table of risk, sample management options 2021 guidelines: Examples of risk of complications and/or mor-
bidity or mortality of patient management

Minimal • Elastic bandages.

• Gargles.

• Rest

• Superficial dressings.

N/A

Low • IV fluids without additives.

• Minor surgery with no identified risk factors.

• Occupational therapy.

• Over-the-counter drugs.

• Physical therapy.

N/A

Moderate •  Closed treatment of fracture or dislocation 

without manipulation.

•  Elective major surgery (open, percutaneous or endoscopic) 

with no identified risk factors.

• IV fluids with additives.

• Minor surgery with identified risk factors.

• Prescription drug management.

• Therapeutic nuclear medicine. 

•  Decision regarding elective major surgery without 

identified patient or procedure risk factors.

•  Decision regarding minor surgery with identified 

patient or procedure risk factors.

•  Diagnosis or treatment significantly limited by social 

determiznants of health.

• Prescription drug management.

High •  Decision not to resuscitate or to de-escalate care because of 

poor prognosis.

•  Drug therapy requiring intensive monitoring for toxicity. 

•  Elective major surgery (open, percutaneous or endoscopic) 

with identified risk factors. 

•  Emergency major surgery (open, percutaneous or endoscopic).

• Parenteral controlled substances.

•  Decision not to resuscitate or to de-escalate care 

because of poor prognosis.

•  Decision regarding elective major surgery with identified 

patient or procedure risk factors.

• Decision regarding emergency major surgery.

• Decision regarding hospitalization.

• Drug therapy requiring intensive monitoring for toxicity.

Sources: 1995 Documentation guidelines for evaluation and management services – Table of risk, 2021 CPT manual – Elements of medical decision-making
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Benchmark of the week

Imaging services net $3.7B for practices, but watch for the spine X-rays
You may want to inspect your spinal X-rays a tad more closely: Of the most-reported imaging services performed in place of service 11 
(Office), code 72100 (Radiologic examination, spine, lumbosacral; 2 or 3 views) fares the worst, with a denial rate over 13%.

Among the top 20 services in the 70000 series of the CPT code set, only bone density monitoring code 77080 (Dual-energy X-ray 
absorptiometry [DXA], bone density study, 1 or more sites; axial skeleton) comes within four points of the denial rate that accompanies 

the spine X-ray code. Most of the other 
popular imaging services, including a 
range of X-ray and mammography codes, 
hover in the range of a 5% to 7% denial 
rate. Among the top imaging services with 
more than 1 million claims, the X-ray of the 
spine code is the only one to surpass a 
10% denial rate, according to 2019 
Medicare claims data of the POS 11 imaging 
codes, the latest available.

As the charts on this page show, practices 
reported 11 imaging services more than 1 
million times each in place of service 11 in 
2019. The leader was the two-view chest 
X-ray code 71046 (Radiologic examination, 
chest; 2 views), with 3.3 million claims and 
$53.5 million in payments. The 
reimbursement leader was 77067 
(Screening mammography, bilateral [2-view 
study of each breast], including computer-
aided detection [CAD] when performed), 
which netted providers more than $288 
million from 2.5 million claims in 2019.

All told, practices reaped approximately 
$3.7 billion in codes reported within the 
70000 series in the office in 2019, and they 
reported nearly 47 million claims. — 
Richard Scott (rscott@decisonhealth.com) 

 

Top 20 imaging services by claims
Code Description Claims Payment Denial rate

71046 X-ray exam chest 2 views  3,286,401 $53,475,904.41 6.4%

77067 Scr mammo bi incl cad  2,502,729 $288,702,620.04 4.8%

73630 X-ray exam of foot  1,912,653 $39,150,585.18 4.8%

77063 Breast tomosynthesis bi  1,862,680 $87,245,167.05 4.4%

73562 X-ray exam of knee 3  1,700,017 $40,161,428.68 4.6%

73030 X-ray exam of shoulder  1,672,879 $31,584,412.47 4.8%

77080 Dxa bone density axial  1,493,112 $50,410,078.95 9.0%

73502 X-ray exam hip uni 2-3 views  1,403,264 $35,421,464.94 6.8%

72100 X-ray exam l-s spine 2/3 vws  1,158,475 $23,090,351.95 13.1%

77014 Ct scan for therapy guide  1,086,803 $94,040,981.95 2.7%

73564 X-ray exam knee 4 or more  1,071,490 $29,133,317.81 3.9%

73560 X-ray exam of knee 1 or 2  990,856 $19,917,384.52 5.8%

78452 Ht muscle image spect mult  933,560 $308,799,066.68 6.6%

72148 Mri lumbar spine w/o dye  795,953 $102,181,633.64 4.7%

73610 X-ray exam of ankle  718,712 $15,010,139.70 6.1%

73130 X-ray exam of hand  669,373 $14,510,318.76 3.7%

77300 Radiation therapy dose plan  629,401 $29,652,861.05 4.9%

71250 Ct thorax w/o dye  608,246 $57,248,978.81 3.9%

73110 X-ray exam of wrist  583,464 $13,774,564.39 4.5%

76536 Us exam of head and neck  540,510 $41,199,446.49 4.0%

Top 20 imaging services in POS 11 in 2019

Source: Part B News analysis of Medicare claims data
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(continued from p. 4)

Don’t look back at minimal, low examples

Coders noticed that the new MDM chart in their 
2021 CPT manual does not include sample management 
options for minimal and low risk levels. However, the CPT 
manual does include examples for moderate and high risk, 
including a few drawn from the CMS table of risk. 

The change prompted a question about whether it is 
appropriate to keep using CMS’ examples for minimal 
and low risk. While Levy did not commit to a firm “yes” 
or “no,” she did make it clear that the E/M workgroup 
believes the old examples created unnecessary limits.

“It’s acceptable to do what’s medically relevant 
and what’s reasonable,” Levy said in response to the 
question. “We tried to be as medically appropriate as 
we could without constraining people. So, a lot of the 
examples could be in one category or another of risk 
depending upon the situation of the patient and what 
we wanted to do was get to what’s clinically relevant.”

Citing an earlier presentation, Levy added: 
“Frankly, as Dr. [Peter] Hollman mentioned before, 
clinicians really know when something is low risk or 
not low risk and the examples [can be] constraining 
and that’s why we removed many of them.” — Julia 
Kyles, CPC (jkyles@decisionhealth.com)  

COVID-19

As practices wait for vaccines 
to appear, experts advise close 
patient check-ins

The movement of COVID-19 vaccines through the 
health care system remains slow, and both providers 
and patients continue to be stressed and may have to 
cope with COVID workloads for a while to come. 

The most recent Kaiser Family Foundation 
COVID-19 vaccine monitor, a round-up of statistics 
on administration and attitude, published on Jan. 22, 
found that many Americans were uncertain about their 
vaccination prospects. Kaiser also found that among 
adults who had yet to be vaccinated, 60% said they “do 
not have enough information about when people like 
them will be able to get the vaccine.” Note: At that time 
Kaiser estimated 6% of adults had been vaccinated; as 
of Feb. 10, CDC reports close to 10% of Americans have 
been vaccinated.

“One in five U.S. adults overall say they will either 
‘definitely not’ get vaccinated or that they’ll get vaccinated 
‘only if required’ for work, school, or other activities,” 
Kaiser reported. And 31% said “they want to ‘wait until it 
has been available for a while to see how it is working for 
other people’” before getting a shot themselves.

Providers report continuing COVID-related stress 
despite the coming of the vaccine.

Industry trade group AMGA has asked the Biden 
administration to distribute vaccines, currently mostly 
delivered through state and local health departments 
and hospitals, through their member practices.

“We need for [HHS] to recognize there’s untapped 
potential with the group practices and the physicians 
as part of the distribution effort,” says Darryl Drevna, 
AMGA senior director of regulatory affairs. “If you 
give a practice just a little time, they can set up vacci-
nation very quickly and, we strongly believe, alleviate 
a lot of the pressure on the [government bodies] who 
are running these community vaccination clinics.”

Drevna also bids the government consider the role 
of the “trust factor” in getting people to receive their 
shots and other needed medical attention. 

“Instead of having [patients] navigate an unfamiliar 
and confusing system and then potentially driving to a 
place where they don’t know anyone and stand in line for 
who knows how long, you can sort of outsource all that 
into a system that already has been built and is used every 
day to coordinate patient care,” Drevna says. “Let’s get 
these folks into an office setting where they’re comfort-
able, not just send them to large community vaccination 
events at a stadium or divert them to a pharmacy.”

The Biden administration pledged on Feb. 2 to have 
10.5 million new vaccine doses available imminently, and 
has arranged with 21 pharmacy partners and independent 
pharmacies to help distribute them. Nonetheless, acting CMS 
Administrator Andy Slavitt said at a White House press 
briefing on Feb. 8 that, while 40 million vaccine doses had 
been administered, “millions of Americans are also waiting 
patiently to be vaccinated.”

More workers, doses needed

Molly Huffman, a partner with Waller Lansden 
Dortch & Davis LLP, reports that in Virginia, one of the 
states in which she practices, “there has been some move-
ment from the state government to try and expand the 
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population of providers who can actually do the injections” 
by authorizing medical technicians who are not currently 
able to vaccinate. “Current state-based efforts in Virginia 
would allow volunteers to provide the vaccines and to forego 
licensing concerns for the purpose of getting as many people 
vaccinated as possible.”

But supply remains an issue. “The sites that can obtain 
the vaccine are giving it as quickly as they can until they 
run out,” Huffman says. “I think the general population 
in Virginia would tell you we have a terrible shortage. In 
my age group, many parents are over 75, and I have friends 
contacting me daily asking, how can I find a vaccine for 
my parents?”

Huffman senses “frustration” at independent physi-
cian practices, “because I think in many instances they 
feel left out; they have felt like they could not obtain the 
stockpile for their employees or for their patients. They 
are at times struggling to get their own employees vac-
cinated, although I do think that part has been corrected 
in recent days.”

Stress an issue

Laurel Mellin, associate clinical professor emeritus 
of family and community medicine at the University 
of California at San Francisco and founder of Emotional 
Brain Training (EBT), “a set of tools to enable us to switch 
off stress-reactive circuits and activate stress-resilient 
circuits,” cautions that long-term pressure, like the kind 
that can come with an extended pandemic lockdown, can 
lead to a different category of stress entirely.

“There are two kinds of stress: stress overload, 
allostasis, that makes us reactive and causes us to 
careen out of control, and stress resilience, homeostasis, 
that’s easy to manage,” Mellin says. Stress overload is 
highly refractory, she adds, and “traditional methods, 
such as positive thoughts, mindfulness and relaxation 
are not effective in switching off stress overload.” Over 
time, this leads to a “stress contagion” in work and 
other social environments, Mellin says.

Drevna believes vaccination outreach, once it 
reaches the practice level, can help patients, many 
of whom may have been “stuck at home for the past 
several months,” out of their COVID doldrums. “It’s a 
way for a real quick [wellness] check,” he says. “How’s 
everything going? Do we schedule you for another 
visit for another condition or something like that? 
Let’s build on those established relationships to not 
just get folks vaccinated as effectively as possible but 
also make sure if there’s something else going on that 
needs to be addressed, we can get that taken care of, 
too.” — Roy Edroso (redroso@decisionhealth.com)  

RESOURCES 

•  KFF COVID-19 Vaccine Monitor: January 2021: www.kff.org/coronavirus-

covid-19/report/kff-covid-19-vaccine-monitor-january-2021/

•  Transcript, Press Briefing by White House COVID-19 Response Team 

and Public Health Officials, Feb. 8: www.whitehouse.gov/briefing-

room/press-briefings/2021/02/08/press-briefing-by-white-house-

covid-19-response-team-and-public-health-officials/
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Billing

For a revenue boost, consider 
adding remote patient monitoring 
to your practice 

Practices looking for a way to improve patient care 
and boost the practice’s income may want to look into 
— or increase their use of — remote patient monitoring, 
also known as remote physiologic monitoring. 

Remote patient monitoring is the use of a device that 
collects patient data and transmits it to a clinician or moni-
toring entity wirelessly via the internet so that the clinician 
can evaluate the data and take action when needed. A 
myriad of information can be monitored remotely, includ-
ing a patient’s blood pressure, heart rate and weight. 

Remote patient monitoring has been found to 
improve patient outcomes, enhance the continuity of 
care, improve patient lifestyles and increase access to 
care, according to Richard Romero, senior vice presi-
dent of the Coker Group in Brentwood, Tenn., speaking 
at the Physician-Legal Institute’s Health Care Delivery 
and Innovation Virtual Conference in Sept. 2020. 

It’s also covered by many insurers, including some 
private payers, Medicare and 23 Medicaid programs. 
In addition, 13 states mandate coverage for it. “These 
numbers are expected to increase,” said attorney 
Rachel Goodman, with Foley & Lardner in Tampa, 
Fla., also speaking at the conference. 

Moreover, Medicare’s restrictive telehealth rules, 
such as originating site restrictions and interactive 
audio/visual equipment, don’t apply to remote patient 
monitoring, so it may be easier to add it to a practice 
without much outlay. “Medicare pays for remote patient 
monitoring under the same conditions as in-person 
physician services,” Goodman said. 

Remote care is on the rise

The COVID-19 pandemic, which increased the 
need for contactless care, combined with technologi-
cal innovations in the devices have spurred the use of 
remote patient monitoring this year. 

According to the Medical Group Management 
Association (MGMA), the number of physicians that 
have incorporated remote patient monitoring into their 
practices has increased from 6% in 2017 to 21% in 2020. 

CMS changed Medicare’s rules in response to 
the pandemic in March 2020, allowing remote patient 
monitoring for both chronic and acute conditions, and 
to new patients as well as established ones. Similarly, 
the Food and Drug Administration issued emergency 
use authorizations for certain devices to help increase 
the availability of remote treatment during the pan-
demic. These steps have made it more feasible for 
practices to add or increase these services.

“We’re seeing an acceleration in remote patient 
monitoring that no one could have predicted,” 
Goodman says.

Rules that soften the fraud and abuse laws 
would enable providers to offer more free equip-
ment to patients, opening the door for further remote 
patient monitoring.

Remote patient monitoring does come with some 
challenges. For instance, there needs to be reliable con-
nectivity and transmission capability to obtain and use 
the data. This can be problematic in areas with incon-
sistent Wi-Fi. The data also needs to be integrated into 
a physician’s electronic health record, Romero notes. 

Additionally, some logistics issues will need to be 
ironed out. Very few physicians build their own remote 
monitoring platform, so most work with a third-party 
vendor for the technology. Many practices also contract 
for some services provided by the vendor, such as data 
collection. This raises operational questions as to how 
and to what extent a practice wants to offer this service 
and how to incorporate it into the workflow.

“[The practice needs to determine] who will do the 
patient engagement and education, the device manage-
ment and the data monitoring,” Romero says.   

Still, these are not necessarily barriers for those 
who want to jump on this bandwagon. 

“[This service] is the next wave,” he says. — Marla 
Durben Hirsch (pbnfeedback@decisionhealth.com)  

RESOURCES

•  MGMA statistics on remote patient monitoring: www.mgma.com/

data/data-stories/practical-steps-for-remote-patient-monitoring-serv

•  FDA expansion of authorized remote patient monitoring devices: 
www.fda.gov/medical-devices/coronavirus-disease-2019-covid-

19-emergency-use-authorizations-medical-devices/remote-or-wearable-

patient-monitoring-devices-euas
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