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lized by appropriately trained and
certified providers under medically
necessary circumstances.”

Although it is a particular problem
between cardiology and radiology,
regardless of specialty, practitioners
who want to get into the field of car-
diac imaging may not have the ap-
propriate training to perform the test,
warns Joseph Schoepf, MD, Associ-
ate Professor of Radiology and Medi-
cine at the Medical University of South
Carolina in Charleston. “Administra-
tors need to ensure that the [practi-
tioner] who is best suited to do this
is credentialed to do so,” he says. 

“This is a classic privileging dispute,”
says Richard Sheff, MD, chair of
The Greeley Company, a division of
HCPro, Inc., in Marblehead, MA. “Be-
fore moving forward,

CPC, CHC, vice president of com-
pliance for Per Se Technologies in
Alpharetta, GA, during the Ameri-
can Healthcare Radiology Admini-
strators’ annual conference in Las
Vegas in August 2006.

“I don’t know of any other business
where you provide a service and
30% of the time you don’t expect to
get paid,” Lineberry said.

Everyone wants to get paid appro-
priately for the work that he or she
performs. In healthcare, that ele-
mental economic process just isn’t
that simple.

Radiology managers, perhaps,
understand this truism best of all.
Industry estimates indicate that
30% of all initial radiology claims
get denied, said Joe Lineberry,

Avoid claim denials by tracking data

Credential to handle imaging dispute 

Editor’s note: Over the coming year,
RACRI will examine the conflict
between cardiologists and radiolo-
gists regarding imaging of the heart.
We’ll collect expert advice from
healthcare lawyers and talk to radi-
ology administrators seeking best
practice tips and case scenarios.

In this, the first of our yearlong
series, we’ll examine how creden-
tialing can ease some of the turf-
war tension.

In November, the American College
of Radiology (ACR) concurred with
a 2005 Medicare Payment Advisory
Commission report seeking to set
quality and safety standards for
medical imaging. It reiterated that
“radiological procedures (CT, MRI,
PET, etc.) are medically prescriptive
in nature and should only be uti-

> p. 4

> p. 8

IN  FUTURE ISSUES

n The Deficit Reduction Act of
2005 caused turmoil throughout
the imaging industry in 2006.
RACRI presents a special 
section on how to handle 
the changes and where the
government plans to lead 
radiology reimbursement next.

n W. Kenneth Davis Jr. offers
alternatives for handling cardiac
imaging turf battles. 
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by Lolita Jones, RHIA, CCS

Interventional radiology (IR) procedures are minimally
invasive, targeted treatments that use imaging for guid-
ance. These procedures are often less risky, less
painful, and have a shorter recovery time than open
surgery. 

Unlike traditional radiology procedures, certain IR pro-
cedures require anesthesia. 

Unfortunately, CMS has not specifically addressed the
use of modifier -52 in these situations. 

In the absence of a formal, written directive from CMS
or its fiscal intermediary (FI), hospitals need to develop
an internal policy to address the use of modifier -52 or
-73/-74 for discontinued IR procedures that involve
anesthesia. 

Guidelines for discontinued single procedures 
Following are the official guidelines for modifiers -52, 
-73, and -74, as published in CMS Transmittal 442,
Hospital Outpatient Prospective Payment System: 
n Use of modifiers -52, -73, and -74 for reduced or dis-

continued services: All of the definitions took effect
February 22, 2005 

n For purposes of billing for services furnished in the
hospital outpatient department, the definition of

anesthesia includes local, regional blocks, moderate
sedation/analgesia (i.e., conscious sedation), deep
sedation/analgesia, or general anesthesia: 
– Modifier -73: Use this modifier to indicate that 

a surgical or diagnostic procedure requiring an-
esthesia was terminated because of extenuating
circumstances or circumstances that threaten-
ed the patient’s well-being after he or she had
been prepared for the procedure—including pro-
cedural premedication, when provided—and
taken to the room in which the procedure was to
be performed, but prior to the administration of
anesthesia 

– Modifier -74: Use this modifier to indicate that a
surgical or diagnostic procedure requiring anes-
thesia was terminated after the induction of anes-
thesia or after the procedure was started (e.g., the
incision was made, intubation started, and the
scope was inserted) because of extenuating cir-
cumstances or circumstances that threatened the
patient’s well-being 

– Modifier -52: Use this modifier to indicate partial
reduction or discontinuation of radiology pro-
cedures and other services that do not require
anesthesia 

Scheduled/discontinued multiple procedures 
Use the following guidelines to report discon-
tinued procedures that the hospital planned to per-

Coding corner

Coding IR in an hospital outpatient setting

RACRI Subscriber Services Coupon Your source code: N0001

Name

Title

Organization

Address

City State  ZIP

Phone Fax

E-mail address
(Required for electronic subscriptions)

q Payment enclosed.    q Please bill me.
q Please bill my organization using PO # 
q Charge my: q AmEx      q MasterCard q VISA

Signature
(Required for authorization)

Card # Expires
(Your credit card bill will reflect a charge to HCPro, the publisher of RACRI.)

q Start my subscription to RACRI immediately.

Options: No. of issues Cost Shipping Total

q Print & Electronic 1 yr 12 issues of each $249 (RACRIPE12) $24.00

q Print & Electronic 2 yr 24 issues of each $448 (RACRIPE24) $48.00

Sales tax
(see tax information below)*

Grand total

Order online at 
www.hcmarketplace.com.

Be sure to enter source code 
N0001 at checkout!

*Tax Information 
Please include applicable sales tax. Electronic subscriptions are exempt.
States that tax products and shipping and handling: CA, CT, FL, GA, IL, IN,
KY, MA, MD, MI, MN, NC, NJ, NY, OH, OK, PA, RI, SC, TN, TX, VA, VT, WA,
WI. State that taxes products only: AZ. Please include $27.00 for shipping
to AK, HI, or PR.

Mail to: HCPro, P.O. Box 1168, Marblehead, MA 01945   Tel: 800/650-6787   Fax: 800/639-8511   E-mail: customerservice@hcpro.com Web: www.hcmarketplace.com

For discount bulk rates, call toll-free at 888/206-6554.



JANUARY 2007 R A D I O L O G Y  A D M I N I S T R AT O R ’ S  C O M P L I A N C E  & R E I M B U R S E M E N T  I N S I D E R 3

© 2007 HCPro, Inc.

For permission to reproduce part or all of this newsletter for external distribution or use in educational packets, 
please contact the Copyright Clearance Center at www.copyright.com or 978/750-8400.

form along with other procedures during the same
patient visit: 
n Report completed procedures as usual when 

hospital staff complete one or more of the planned
procedures.

n Do not report procedures that were planned but
not started. If a physician starts the first procedure
(e.g., scope inserted, intubation started, incision
made, etc.) or the patient has received anesthesia,
use modifier -74. 

n Do not report the procedure if it is terminated prior
to the induction of anesthesia and before the
patient is wheeled into the procedure room. The
patient has to be taken to the room where the pro-
cedure is to be performed in order to report modi-
fier -73 or -74. 

n Use modifier -73 or -74 as appropriate for discontin-
ued pain management procedures (e.g., diagnostic
and therapeutic spinal injections) if they involve the
use of anesthesia. 

Following are two case studies that put these guide-
lines into practice. The body of the operative report in
each case study includes appropriate codes/modifiers
and support for their assignment.

Case study #1: Injection report 
Procedure: Attempted three-level lumbar discogram.
The procedure was aborted because the patient
began vomiting once anesthesia was initiated (62290-
74). Therefore, anesthesia was discontinued. 

The airway was protected and oxygen was given. The
patient’s oxygen sats, which had fallen into the 80s,
came back up to 98. 

At that time his vital signs were stable, and he was
transferred to the recovery room. 

The patient will reschedule this lumbar discogram. 

Coding rationale: Assign code 62290-74 (Injection
procedure for discography, each level; lumbar—pro-
cedure discontinued after the administration of anes-
thesia) to reflect the administration of the anesthesia
for the scheduled discograms, although none of them
were attempted. 

Case study #2: Thoracic facet arthropathy 
Operation: Right T3 through T6 thoracic facet median
branch nerve block with fluoroscopic localization. 

Operative procedure: The patient was brought to the
operating room and placed in the prone position.
Anesthesia and monitoring were applied. I observed an
adequate scout view of the thoracic spine. 

The thoracic region was prepped and draped in the
usual sterile fashion (1% preservative-free lidocaine
was used for local throughout using a 22-gauge spinal
needle for the procedure). 

The area of pain in the thoracic region was localized
with fluoroscopy from T3 through T6 (76005).

On the right side, the needle was advanced with a 3-c.
syringe of lidocaine attached. 

It was placed in the medial aspect of the T3, where the
median branch lies. It was then advanced to T4, T5,
and T6. At each level, 1.5 cc of 0.5% bupivacaine was
injected using 20 mg of DepoMedrol in toto (64470-RT,
64472-RT, 64472-RT). 

The plan was to perform similar treatment on the left
side. However, the patient had a degree of emesis and
began coughing. She also moved in such a way that
the needle could not hold this position. 

Therefore, the procedure on the left was aborted. 

The patient was placed on a stretcher and brought to
the recovery room awake, alert, and in good condition. 

Coding rationale: Assign codes 64470-RT, 64472-RT
x2, and 76005 to report the completed procedures. 

Do not report the scheduled left-side procedures,
because they were not attempted. Modifiers -52, -73, 
or -74 are not necessary because no procedures were
discontinued. n

Editor’s note: Jones is principal of Lolita M. Jones
Consulting in Fort Washington, MD. E-mail her at
lolitaMJ@aol.com.
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Claim denials < p. 1

Essentially, the problem works out like this: A patient
presents for an MRI. The MRI costs $1,500, so you bill
for $1,500. The potential collection amount on any
given charge is fixed, but the cost associated with col-
lecting on that same charge is variable. 

Every time a person touches the claim, it costs money
and slows the revenue cycle,
Lineberry said. Each step in the
billing process adds cost to the bill
and, in essence, reduces payment. 

“Resources are limited. Tracking,
researching, and resolving denials
takes time . . . a lot of time. So get
focused in how you deal with claims. Ultimately, the
plan is to allow every practice to achieve its maximum
income potential,” he said.

The maximum income potential equals the greatest
amount you could possibly collect for a given service.

Denial basics
Denials and rejections come in many forms. A rejection
is an incorrect claim stopped prior to entering the pay-
er’s system and resulting in nonpayment. Denials, on
the other hand, are inappropriate claims stopped after
entering the payer’s system and resulting in nonpay-

ment. Many denial codes exist. And many of these
denial codes mean essentially the same thing, said
Lineberry. 

Multiply the number of denial codes by the number of
payers, and sorting and tracking hundreds of codes
becomes problematic.

Measurement equals management
The bottom line is that you cannot
manage what you cannot under-
stand. You also cannot manage what
you cannot measure. “It’s a simple
business principal,” said Lineberry.

Look for overlap where volume and reimbursement are
high. Pinpoint procedure and diagnosis code combina-
tions with the maximum recompense to the facility. 

For example, Lineberry said, head and abdomen scans
offer the greatest financial return, so in this case you’d
sort by body part, not modality.

Identify denial types in order of their highest influence
on the practice and then deploy resources accordingly,
he said. “This will speed up your cash flow significant-
ly,” he added. 

When a technological solution remains out of reach
because of either time or expense, don’t give up on
denial tracking, said Lineberry. 

“It’s okay to start off small,” he said. At a minimum, cre-
ate a manual process for employees to track denials
themselves.

Choose a topic to target. Medical necessity, uninsured
patients, diagnosis-prognosis mismatch, and bundled
services are all good subjects to start with. 

Next, create a translation table to post standard rejec-
tion codes in an easy-to-see spot. Have coders and
your front-end support staff keep the sheet nearby.
Then, make an easy-to-use spreadsheet to track specif-
ic denials daily. At the end of the week, collect > p. 6

“Ultimately, the plan is to allow
every practice to achieve its
maximum income potential.”

—Joe Lineberry, CPC, CHC

Ideally, radiology managers should create a system-
ic technology solution that
n is capable of tracking all denial types
n maps to American National Standards Institute

codes
n is capable of sorting management reports by 

– denial type
– volume
– dollar impact
– procedure code
– ICD-9 code
– performing physician
– referring physician

Tracking tips
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Practice problems lead to claims denials

An industry rule of thumb states that approximately
40% of all radiology exams return normal or with no
findings. 

Under such circumstances, coders assign the order
diagnosis and bill for the procedure. But the order
diagnosis comes from parties outside of radiology’s
control—either from referring physicians or other
departments within the facility.

“So, 40% of the time, our reimbursement depends
upon other individuals,” said Joe Lineberry, CPC,
CHC, vice president of compliance for Per Se Tech-
nologies in Alpharetta, GA, during the American
Healthcare Radiology Administrators’ annual confer-
ence in Las Vegas in August 2006. 

“And don’t forget that different ordering physicians
have different ordering practices,” he added. 

And there’s more to worry about. Lineberry pointed
to several problems to watch for, particularly in a
hospital setting, including lack of 
n contact at the time the patient presents
n ability to review the initial order
n opportunity to determine whether the order is

medically necessary
n chance to query the patient regarding presenting

signs/symptoms
n control over the front-end registration process
n influence over insurance verification and advanc-

ed beneficiary notification processes

Radiology administrators can regain control not only
of the remaining 60%, but of 100% of the payments
that they are owed by understanding and preventing
claims denials, said Lineberry.

Staff trouble
Radiology billing and accounts receivable manage-
ment is a complex and changing environment. 

You need qualified and knowledgeable staff to handle
these procedures. 

Everyone must learn how to handle specific payer
denials, Lineberry said. In some areas, two practices in
the same ZIP code report two entirely different claims
denial patterns because the essential issues affecting
each can be different, he said. Further, CPT codes
change every year, and payer policies also change
constantly.

Employees will always leave, and new employees
will arrive to fill their places. These inevitable
changes require training, training, and more train-
ing, Lineberry said. “Reimbursement is a moving,
breathing animal. Payers change their policies all
the time. If you’re not watching for it, you lose
money—big money,” he added. 

Outside interference
Like others before, Lineberry pointed to several rea-
sons for reductions in radiology reimbursements—
reasons such as increased payer and government
scrutiny. Among these reasons are
n the Deficit Reduction Act of 2005
n increased managed care
n increased claims edits
n increased scrutiny from CMS

“We are working in an era of declining reimburse-
ment,” Lineberry said. “We’re all working harder for
less [money].” n

Upcoming events
HCPro, Inc., presents the audioconference “Defining 

the Legal Health Record in a Hybrid Environment” on

Thursday, January 11, at 1p.m. EST.

For more information or to register, contact  

our Customer Service Department at 877/727-1728, 

or visit us on the Web at www.hcmarketplace.com.
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that information. Such practices raise awareness and
reduce denials, said Lineberry.

Now that you have all of this information, let the data
drive your decisions. Once you
know which denials cost you the
most money and which occur the
most often, develop individual plans
for each type. 

Once you track the reduction of that
area of claim denials and the facility’s
fiscal improvement associated with
it, you should be able to obtain more resources and
expand your denial prevention program. 

Get cash quick
To realize the fiscal effect swiftly, move remedial
actions to the front end, rather than the back end, of
your financial management system. 

“We all understand the back-end administration
process. We all know it’s not the ideal situation,”
Lineberry said. 

Regardless of specialty, administrators are moving away
from a back-end (i.e., business office) collection system.
The front-end (i.e., the registration offices and patient pro-
cessing) have started taking on more fiscal responsibility. 

Due in part to human nature, it is
easier to collect for services before
the services are rendered. And it’s
easier to eliminate payment road-
blocks prior to treatment than after
the work is done, said Lineberry.

Working denials on the back end is a
critical safety net that’s vital to patient correspondence,
carrier correspondence, explanation of benefits, etc.,
Lineberry warned. But back-end focus by itself “slows
down cash flow and increases costs,” he added.

“Working toward a front-end solution while simultane-
ously working denials that slip through on the back end
is critical,” Lineberry said.

Maximize efficiency
To boost the competency of back-end denial manage-
ment, take the following steps:
n Train employees to work with particular payers.
n Train interested staff to work on particular subspe-

cialties. “Get them to know the codes inside and
out,” Lineberry said.

n Make sure that back-end staff prioritize denial 
management.

n Train accounts receivable (AR) to follow up with
coding staff.

n Have AR send coding-related denials back to the
coding department. “Returning denials to the coders
serves as a training mechanism. It allows the coders
to see the mistakes they made and keeps them from
repeating them,” said Lineberry.

n Train coders about local coverage determinations.
n Perform spot audits on specific coders. n

Insider source
Joe Lineberry, CPC, CHC, vice president of compliance, Per Se Technologies,
1145 Sanctuary Parkway, Suite 200, Alpharetta, GA 30004, 770/237-7543;
joe.lineberry@per-se.com.

Claim denials < p. 4

Illustration by 
David Harbaugh

“Melissa, you need a break. Take some quality time
and find ways to receive reimbursements for cardiology

imaging. I hope you’re not allergic to denials.”

“Working toward a front-end
solution while simultaneously

working denials that slip through
on the back end is critical.”

—Joe Lineberry, CPC, CHC
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Denial management: Talking to physicians

You tracked claims denials. You mapped your top 10
offending codes, nailed your offending coders,
cleared out your accounts receivable, and shifted
some of the heavy lifting to your front-end fiscal
management team. 

Your denial rates should be nil. But they’re not.
What’s the problem? 

Maybe it’s time to start talking to your physicians. 

Standing in their shoes
During Frank A. Madonna’s residency, his nursing
home patients paid him for his work with personal
checks. Most added up to a pittance, but for
Madonna, taking the small sums from such needy
people filled him with sympathy.

He hesitated to cash the checks, and piles began to
form. Finally, the stack grew too tall to turn in. He’d lost
quite a bit of money and he couldn’t recoup a dime, he
told attendees during the American Healthcare
Radiology Administrators annual conference in Las
Vegas in August 2006.

He learned a major lesson—that even pennies count.

“Doctors are used to being spoon-fed all their lives,”
said Madonna, a doctor at Lucien Diagnostic Imaging
in Pittsburg. “All [doctors] know is academia.
[Schools] don’t teach them about basic business prac-
tices, about basic profit and loss. They don’t under-
stand basic accounting.”

Add this understanding of physician behavior to the
quintessential doctor stereotype (i.e., “Which way to
the golf course?”) and radiology administrators face a
significant reimbursement obstacle to overcome.

“Doctors will ask, ‘What are you going to do about
it?’ ” said Madonna. 

“All doctors want to talk about is how to get out the
door at five o’clock and, ‘Can I get out of here in
time for my kid’s baseball game?’ ” Madonna added.

“All these issues hit docs in the face when it comes to
reimbursement. And that’s denial management.”

Data conversion
Armed with understanding, radiology administrators
must take the next step and convince physicians of
the importance of medical necessity and claims
denial tracking. That’s how you’ll convert physicians
to your way of thinking.

“Show them. Give them data. Prove to them the $1
million dollar difference. Show them that payable
claims equal medically necessary claims. It’s more
money, [and] it’s more money faster,” said Madonna. 

Determine where the problem lies, then focus on the
size and solution. For example, do a lot of referring
physicians make similar errors over and over again? If
so, it might be wise to hold an information night and
invite a broad swath of customers. 

“You don’t want to target a blanket of referring physi-
cians” if only one physician exhibits a particular prob-
lem, said Joe Lineberry, CPC, CHC, vice president
of compliance for Per Se Technologies in Alpha-
retta, GA, during the conference.

If the trouble appears limited to one physician, show
that physician the collected data and let him or her
know how such denials affect the bottom line.

“Bring this data measurement point home to your
referring physicians,” said Madonna. “Show it to the
doc who is doing it. Explain why it is a problem, and
help resolve the problem.”

“There is a ton of money sitting out there,” added
Lineberry. “You just have to go digging after it.” n

Insider sources
Joe Lineberry, CPC, CHC, vice president of compliance, Per Se
Technologies, 1145 Sanctuary Parkway, Suite 200, Alpharetta, GA 30004,
770/237-7543; joe.lineberry@per-se.com.

Frank A. Madonna, MD, Lucien Diagnostic Imaging, North Pittsburgh
Imaging Specialists, 6001 Stonewood Dr., Wexford, PA 15090, 724/935-6200;
fmadonna@lucien.us.
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hospitals need to have a policy for addressing turf bat-
tles or privileging disputes, and create an orderly
process to step through this issue.” 

Two diverse backgrounds
The dispute between radiologists and cardiologists is
compounded by the fact that the specialties—both with
great interest in conducting the test—come from
extremely different clinical backgrounds and will
require additional training to perform the test.
“Hospitals need to tease out competency issues,” says
Sheff. 

“Both groups have limitations coming from various
backgrounds to cardiac CT imaging,” says Schoepf. 

The ACR recently published a White Paper on split
decisions to provide its members with assistance in
navigating this minefield. The paper is available on the
ACR Web site (www.acr.org). This issue is further com-
plicated as laws surrounding these questions vary from
state to state. 

A wide range of training available
Currently available training programs in the area of CT
imaging vary significantly in duration and extent of
content. 

For example, consider the following training options: 
n The Medical University of South Carolina offers a

two-day practical course for level 1 certification in
cardiac CT for radiologists and cardiologists using
the newest generation of dual-source CT scanners

n Mayo Clinic in Rochester, MN, offers a one-year clin-
ical fellowship in cardiac imaging for cardiologists

n South Florida Medical Imaging in Boca Raton offers
a two-and-a-half-day course for radiologists and car-
diologists with limited experience with cardiac CTA
for level 1 certification. 

n A Jacksonville, FL, program offers a three-month
training course on routine applications of cardiac
magnetic resonance and CT. n

Editor’s note: This article originally appeared in the
HCPro, Inc., publication Briefings on Credentialing.
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The following articles, indexed alphabetically,
appeared in RACRI during the past year: 

Ask the Insider
Enhancing understanding of ultrasound coding.

March, p. 3.
Follow JCAHO guidelines to reduce medication

errors. Oct., p. 7.
Understand signature rules for diagnostic docu-

mentation. Sept., p. 3.
Use appropriate orders for diagnostic radiology

testing. Aug., p. 2.

Breast imaging
Follow these tips to reduce your risk of breast 

cancer lawsuits. Feb., p. 1.
Fuji CR mammography system nearing FDA

approval. Feb., p. 5.
MRI, ultrasound, scintimammography, and PET 

no substitute for biopsy. May, p. 1.

Coding corner
Clearing up the confusion: CPT codes 76376 

and 76377. March, p. 2.
CPT changes mark manual imaging moves. 

Dec., p. 2.
Documentation makes all the reimbursement 

difference. Sept., p. 2.
Hire designated coder, increase radiology reim-

bursement. July, p. 2.
Learn to dodge radiology coding trouble spots 

in 2006. June, p. 2.
New endovascular repair codes. Feb., p. 2.
Separate procedures key phrase for using 

modifier -59. April, p. 2.
Understanding the intricacies of sonogram billing.

Oct., p. 2.
Updated definitions, coding for conscious sedation.

May, p. 2.

Compliance
Follow these five steps to ACR accreditation. June,

p. 5.
New cert requirements for rad techs considered.

Sept., p. 7.
Nuclear medicine submits to Stark: Follow these

tips to ensure your facility’s compliance to DHS
additions. June, p. 1.

OIG picks radiology areas to examine. Dec., p. 1.
Overcome NPI billing and compliance obstacles,

March. p. 7.
Prepare for the JCAHO’s visit to your radiology

department. Feb., p. 1.
Save a life: Seven simple steps to avoid medication

mistakes. Oct., p. 1.
The added value of accreditation. June, p. 1.

Deficit Reduction Act
Business plan, debt reduction are proper responses

to DRA. Dec., p. 6.
DRA reimbursement countdown. Dec., p. 5.
Follow these tips for writing to government offi-

cials. April, p. 7.
Get ready: DRA just weeks away. Dec., p. 1.
Have a fallout plan for the Deficit Reduction Act’s

impact. April, p. 5.
Improving radiology quality could prevent rising

costs. April, p. 8.
On the offensive: Associations set to battle con-

gressional cuts to imaging. April, p. 1.
Prepare for the financial impact of the 2005 Deficit

Reduction Act. April, p. 1.
Use or overuse? Realities behind the regulations.

Nov., p. 4.

Information technology
Creating the PACS support team. Oct., p. 1.
Keep HIPAA awareness high with security solu-

tions. March, p. 5.
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Keep open policies to security concerns. Aug., 
p. 1.

Medicare eliminates the use of surrogate UPINs 
for radiology. March, p. 1.

Prepare now for upcoming HIPAA changes in
2006. March, p. 4.

Special certs for special talents: Qualification pro-
gram for PACS administrators. Sept., p. 1.

Practice management
Ask these questions to create a comprehensive

business plan. May, p. 7.
Five steps to staff briefing for clarity. Aug., 

p. 7.
Fly clear of task saturation. Aug., p. 6.
Pilot strategies to steer your success. Aug., 

p. 1.
Sample contract audit program. June, p. 7.
Sample letter: Properly terminate payer contracts.

Jan., p. 5.
Simple steps to effective audits. Nov., p. 1.
Take five steps to terminate managed care con-

tracts. Jan., p. 4.
Unlock success with strategy, research. May, 

p. 1.

Use these tips to gauge growth and competition.
May, p. 5.

Reimbursement
Families that fall within the MPFS reduction. Jan.,

p. 3.
Follow these recommendations for CT and CTA

coding. Sept., p. 5.
Keeping beat with cardiac imaging: Understand

code changes to reap reimbursement. Sept., 
p. 1.

Managing the precertification process. Nov., 
p. 1.

Master appeals with these seven steps for success.
Jan., p. 6.

Meet five criteria for additional tests. Sept., p. 2.
MPFS final rule: Multiple-procedure pay reduction

for diagnostic imaging. Jan., p. 1.
Precertification mantra: Be prepared. Nov., p. 7.
Prepare now for payer precertification. July, 

p. 1.
Prevent IR coding whirlwind with basics. July, 

p. 1.
Ultrasound coding: Limited vs. complete exams.

Feb., p. 8.


