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CMS Clarifies Populations for OP-26
are not included in the procedure count at this time.
Security Administrators will not find a measure question
related to the procedure codes in the “Other” category
on QualityNet during this structural measure reporting
period.

CMS provided further details about the populations
to be included in the measure OP-26: Hospital
Outpatient Volume Data on Selected Outpatient
Surgical Procedures. The aggregate count of the
volume per category should consist of procedures that
are performed in the outpatient surgical department
and may include other ancillary surgery areas, such as
cardiac catheter laboratories and endoscopy suites.

Facilities should exclude those procedures that are
performed within the Emergency Department (ED).
One way to identify procedures performed in the ED
is by the revenue code used for billing that is applied
with the procedure code. ED revenue codes include
those beginning with 045X. These clarifications will be
added to the description of OP-26 in the next edition of
the Specifications Manual due to be published in January
2014.

The measure is intended to capture procedures
performed on patients that are outpatients; if patients
are admitted as inpatients, they are excluded. Patients
having procedures in ancillary departments will be
included if they are billed using the HCPCS codes
listed in the measure information form for OP-26. Any
outpatient procedure that is billed to a corresponding
HCPCS code on the table for OP-26 is included in
the count, provided the procedure is not done in the
Emergency Department.

Data for OP-26 and for the other Hospital OQR Program
web-based measures may be submitted on the secure My
QualityNet site beginning July 1, 2013, and extending
through November 1, 2013, with the reference period of
January 1, 2012 through December 31, 2012.

HCPCS procedure codes categorized as “Other”

Proposed Rule to Be Released in July
On July 2, 2013, the OPPS CY 2014 Proposed Rule is currently scheduled to be posted in the Federal Register.
The comment period begins immediately following posting and will be open for 60 days afterward. CMS
encourages interested parties to contribute comments to add to the knowledge base for the Final Rule, scheduled
to be published in November 2013.
This material was prepared by FMQAI, the Support Center for the Hospital Outpatient Quality Reporting OQR program, under contract with the Centers for Medicare & Medicaid Services (CMS),
an agency of the U.S. Department of Health and Human Services (HHS). The contents presented do not necessarily reflect CMS policy. FL-10SOW-2013FS4T11-6-1018
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Hot Topics from Our Q&A Tool
OP-26
QUESTION: Some procedure codes (i.e., 64495, 64635)
are included in two organ system procedure categories
(Musculoskeletal & Nervous System). If a case has a
code that is listed in multiple categories, is it counted in
both categories or in only one category?
ANSWER: These codes should be included in the
Nervous System count only. The table will be revised in
the future to prevent any overlap of codes.
QUESTION: If a patient has two procedures from the
same procedure category done, do we count them twice?
ANSWER: Yes. If more than one procedure from a
category/organ system is performed, each procedure
would be counted separately.
QUESTION: Does the surgical procedure code (HCPCS
code) need to be the primary code, or can it be either
primary or secondary?
ANSWER: Count any HCPCS code that is billed,
whether it is primary or secondary.
QUESTION: Does the hospital include procedures billed
to all payers, or just those billed to Medicare?
ANSWER: All procedures, regardless of whether they
are billed to Medicare or to another insurer, are included
in the count.
QUESTION: If the modifier “50” is used with a HCPCS
procedure code to indicate that a procedure was done
bilaterally, how is that counted?
ANSWER: The procedure would be counted as two
procedures.
Provider Contact Timing
QUESTION: In order to be abstracted as an allowable
provider contact time, can any of the following phrases
be listed on an event log alone without a substantiating
exam, note, or comment by the institutionally credentialed
provider?
yy Physician at bedside
yy Physician greet time
yy With doctor time
yy Physician in room time
yy Physician encounter time
ANSWER: These phrases may represent the first direct
personal exchange between an ambulatory patient and
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an institutionally credentialed provider to constitute the
initial provider contact in the emergency department. The
contact (e.g., an exam) must be chart-evident in the patient
emergency department record; the time may be abstracted
from the event log.
QUESTION: In order to be abstracted as an allowable
provider contact time, can any of the phrases mentioned
in the previous question be listed within the provider
documentation (not the event log) without a substantiating
exam, note, or comment, but noted by the qualified medical
professional in the record?
ANSWER: Yes. There must be documentation of direct
contact with the physician/APN/PA or institutionally
credentialed provider to substantiate the contact to include
for abstraction. See the Hospital Outpatient OPPS Measure
Specifications Manual, Version 6.0b.
Observation Status
QUESTION: If the admitting physician writes an order
for observation while the patient is still in the ED, do we
answer “yes” for observation?
ANSWER: Yes.
QUESTION: Our ED doctors do not write observation
orders, neither do they comment on whether a patient will
be in observation or admitted. The order for observation
is written by the hospitalist or other admitting doctor;
therefore, the order is not part of the ED record. Under
the current observation guidelines, we are not able to
use anything other than the ED record for the question
regarding observation. Should we answer “yes” to the
question if the order is written while the patient is in the
ED?
ANSWER: The point is not where the patient is when the
order is written; the point is where the order resides – it
must be in the ED record. If there is an order for observation
available in the ED record, answer “Yes” to observation.
If there is not an order for observation in the ED record,
answer “No” to observation.
Regarding ED Throughput, if you are unable to answer
“Yes” to observation, there should be an ED departure
time documented in the ED record, i.e., when the patient
left the ED. Your ED Throughput time, therefore, should
not be affected by answering “No” to observation.
continued on next page...
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Straight from the Chart:
Medical Record Bloopers

Hot Topics from Our Q&A Tool, cont’d.
QUESTION: Our facility uses an order sheet for admission that
accompanies the ED record. On that order sheet, the physician
may choose either “inpatient” or “observation” for admission. We
do not have an observation unit in our ED; the observation patient
is kept in the medical units of the hospital. If the doctor checks
“observation,” do we answer “yes” to the observation question?
ANSWER: Yes.
QUESTION: The physician documents the following at the end
of the record: Disposition (Phys.): Admit: Disposition time was
at 2/14/2013 at 07:31 and the patient was discussed with dialysis
staff to pick him up. The patient was admitted for observation.
The patient was admitted to (dialysis). Should we answer “yes”
to the observation question?
ANSWER: Yes. The documentation states that the patient was
admitted to observation, and the order for observation admission
is written in the emergency department record.
QUESTION: Our EHR has one tab for the ED record, and if any
orders are written, they are placed under physicians’ orders. The
outpatient observation services data element indicates that the
only allowable source is the ED record. Would any orders in our
physicians’ orders section written in the ED be considered a part
of the ED record, even though they are not listed under the ED
record tab in the EHR?
ANSWER: Yes. The order for observation was written while the
patient was in the ED. Ask yourself these questions:
1. Was the order written for observation status?
2. Was the order written in the ED?
3. Was the order written by an institutionally credentialed
provider (physician/APN/PA)?
If so, the answer is “yes” for observation status.

“Patient was released to outpatient department
without dressing”
“Patient has two teenage children but no other
abnormalities”
Source: Hutchinson, M. H., (2010). Medical Record
Bloopers [Powerpoint slides]. Retrieved from http://
www.slideshare.net/Genealassie/med-rec-bloopers

Fact Sheets: Quick Reference
for Program Measures
Guidelines for the following topics have been
updated and posted to the Measure Tools section
of our website at http://www.oqrsupport.com/
hospitaloqr/tools:
yy Observation
yy Door to Evaluation Time
yy Arrival Time
yy Departure Time
yy Documentation of STEMI
yy Reason for Delay in Fibrinolytic Therapy
These fact sheets provide straightforward
answers to questions about specific program
measures. Each guideline is short for easy
reference. New guidelines for the structural
(web-based) measures are in development and
will be uploaded to the OQRSupport website
soon. If you still have questions about a specific
program measure, please contact the Hospital
OQR Program Support Contractor at 866-8008756 or at oqrsupport@fmqai.com.

What’s New
New Access to Continuing Education Credits
The Hospital OQR Program will soon be offering CE credits through the Learning Management Center. Once a quick
registration process is completed, users can access our monthly education webinars archive and receive CE credits through
this automated process. More details will be coming soon!
CMS Seeks Public Comment on Hospital OQR Program Measures ICD-10 Draft Code Sets
To receive feedback on the potential impact of transitioning from the ICD-9 Clinical Modification/Procedure Coding
System (ICD-9-CM/PCS) to the ICD-10-CM/PCS, CMS will be requesting informal public comment on the crosswalks
now in development. CMS invites input on the relevancy and applicability of the ICD-10 codes.
The comment period and process will be announced soon via the Hospital OQR ListServe. Stay tuned for more
information on this important topic.

Hospital OQR Program 5201 W. Kennedy Blvd. Suite 900, Tampa, FL 33609 Phone: 866-800-8756
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