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The following is an excerpt from the 2006 Annual Assembly of
AAHPM and HPNA. For more valuable content and information we
encourage you to attend this annual event. See the AAHPM
website, www.aahpm.org, for further details.

Since coding rules and regulations continue to change, and fiscal
intermediaries interpret these rules differently, we encourage
physicians to refer to several of the resources included on this site as
well as other sources, including the CMS Web sites.


http://www.aahpm.org/

Some Basic Assumptions

e Assuming You have familiarity with E/M
codes
— The concept of complexity of visits.
— The varying levels of CPT codes for visits.

— Some idea of how to choose a CPT code
level.

* You seek some “palliative care” in
reference to coding and billing



We can’t do it for you...

 But we might help you do it correctly:

— HUGE medical industry — “Google” medical
coding and billing = over 1m hits!

— CPT codes — property of the AMA (keeps a
lot of folks employed)

— ICD9 — one of the few web freebies

http://www.icd9codingl.com/flashcode/home.|s
P




And Remember...

Even professional coders only
agree 70% of the time!
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Setting the stage - Initial Visit

Frank presents for an office-based
consultation — “l saw my doc this morning -
he referred me to you, so | called right away
— you had an opening....”

/8 yo AA gentleman with hx of arthritis, HTN,
s/p CABG now with intractable pain from
spinal stenosis. Cannot walk more than 30
feet without stopping secondary to pain....



The Visit

Spend - total time 75 minutes face to face

e History involves PMH/SH/FH plus ROS,
assessment of functional status

« Because we’re PC (palliative care, not
politically correct) — we also clarify Frank’s
definition of quality of life and his Advance
Directives.

Do a “detailed” physical exam
« Compose an assessment and plan



o

| |

 Dictate letter to PMD to attach to notes with
specific recommendations

« Recommend to Frank you'll talk with his
physician and be in touch....

The Visit




Documentation

Your notes say a lot of who you are as

a specialist and what service you
provide.

Document using the Domains of
Quality Palliative Care

(www.NationalConsensusProject.org)




Clinical Practice Guidelines for
Quality Palliative Care
NationalConsensusProject.org

Domains:
e Structure and Process of Care
 Physical Aspects of Care

 Psychological and Psychiatric
Aspects of Care

e Social Aspects of Care



Clinical Practice Guidelines for
Quality Palliative Care
NationalConsensusProject.org

Domains:

e Spiritual, Religious and Existential
Aspects of Care

e Cultural Aspects of Care

e Care of the Imminently Dying
Patient

e Ethical and Legal Aspects of Care



WWW.capc.org

Copies of outpatient and inpatient
consults available under Tools In
the Hospital/Hospice section


http://www.capc.org/

Putting on the business hat

E&M coding - lack of
subspecialty status means
relevant to our primary specialty

e CPTSs — need to think about
— ViIsit vs. consult
— Location of care
— Complexity

e |CD-9 = diagnosis(es)

Regional variations — know your
FI's and billers




The Business Hat...

 What was that? - Consult vs. Management
 Where did it happen? - Site of Visit
e Special considerations - Two MDs on the

same day
 What must | do to compute — EE
Components of coding and
billing — what the grey matter must
consider...




RWhat makes the visit a Consult?

1.

L

Documented request — preferably written

order
Document reason for Consultation
Provide the service

Written report to the referring MD with
recommendations (not just copies of office
notes)

Without any of these essential
elements — its not a consult.




If Doctor Jones hadn’t called?

» Patients and families often
request services directly

> Don’t code It as a consult
unless its truly a consult

»Changes this year in coding for
consults or second opinions



Previously —“Second opinion” codes

 Formerly 99274 and 99275

e Deleted In 2006

 Now bill non-consultative visits based on
site and complexity

* Professional high road — still provide
Information to the PMD as though it was
requested.

e TO RXxornot Rx....7?



Consult vs. Management

Site of Visit — outpatient setting
determines which group of CPT codes

Two MDs on the same day

Components of coding and billing — what
the grey matter must consider



Site Determines CPT Code

o Office visit today — use Outpatient Consult
or Office codes

Others include:

 Institutional - ECF (skilled), Hospital, and
Hospice Inpatient Unit

e Home, ALF



L Two MD’s on Same Day

e |ICD9 - Symptom vs. Diagnosis

 Saw PMD that day — PC doc, also an internist,
wouldn’t use diagnosis: Spinal Stenosis

 Bill using
symptoms:

Back pain 1242

Radicular 7292
pain,
unspec

Difficulty in | 7197
walking




Reporting back to Dr. Jones

* “Here are my consultative
recommendations”

e “Here’s how | am going to bill..”
Symptoms “back pain, radicular pain, difficulty
walking”

— It’s OK to discuss specific codes, just not
specific fees

— Avoid competing your referral source out of
their reimbursement!
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“Time Based Billing”



“Time Based Billing”

e Our encounters with patients frequently
Involve the multiple domains of whole-person

palliative care.
 Much of our time Is spent

v counseling and educating patients and families,

v/ formulating and communicating prognosis and
goals of care,

v/ exploring burden/benefit of various approaches to
the patient’s goals of care...



Time-Based Billing

The 50% Rule

 When face to face time spent counseling or
coordinating care is greater than 50% of the
Intra-service time then time can then be used
as the key or controlling factor for the level of
E&M service. This includes time spent with
parties who have assumed responsibility for the
care of the patient or decision-making whether
or not they are family members. The extent of
counseling and/or coordination of care must be
documented in the medical record.

2006 CPT Expert. Ingenix, Inc.
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“Whoa—away too much information!”



Time-Based Billing

Counseling may include discussion of:

e Diagnostic results, impressions, and/or recommended
diagnostic studies

 Prognosis
* Risks and benefits of management or treatment choices
 Instructions for management (treatment and/or follow-up)

« Importance of compliance with chosen management
(treatment) options

 Treatments initiated or adjusted
* Risk factor reduction
e Patient and family education



Be clear on what iIs common
practice for your area in regards
to time-based coding



Chicago loves “Complexity”

 Time based billing isn’t “popular” in lllinois
and has allegedly caused OIG scrutiny
 Documentation is EVERYTHING!

 The complexity approach is to select the CPT
based on complexity of the visit

« Extend the visit based on time-extender
(Prolonged service modifiers) codes



CPT:. E& M Complexity levels

Office or Out-Patient

New Patient
CPT Code History Physical MDM Time
99201 PF PF StrF 10 min
99202 EPF EPF StrF 20 min
99203 Det Det Low 30 min
99204 Comp Comp Mod 45 min
99205 Comp Comp High 60 min
Established Patient
No MD
99211 required 5 min
99212 PF PF StrF 10 min
99213 EPF EPF Low 15 min
99214 Det Det Mod 25 min
99215 Comp Comp High 40 min




CPT:. E& M Complexity levels

Office or Out-

Patient
Initial

CPT Code History Physical MDM Time
99241 PF PF StrF 15 min
99242 EPF EPF StrF 30 min
99243 Det Det Low 40 min
99244 Comp Comp Mod 60 min
99245 Comp Comp High 80 min

Follow-up Use

99211-99215




Medical Decision Making

10784.
é-.-%s Need to factor In

1. # of diagnosis and mgmt
options

2. Amount/complexity of data to
be considered

3. Risk of complications/
morbidity/mortality

Meet or exceed 2 out of 3 to reach
type of decision-making



Prolonged Service Modifiers

 CPT time-extender codes
—Outpatient 99354-355
—Institutional/Inpatient 99356-357

* Apply to both Consultative and
Non-consultative ViSits



Prolonged Service Modifiers

 “Time” Is calculated
differently in the
hospital and non-
hospital settings.

e “Floor/unit time” for
Institutional setting

e “Face-to-face time”
for Office, home




‘Eh Back to our patient...

e SiX months later - Frank is hospitalized with
SOB; found to have lung CA with liver mets.

e You are asked to see him:

— This is a new consult, but not a “new patient”

— Different code for different setting, either prolonged
time codes or complexity then time criteria for
billing;

— Again, Sx-based billing vs. Dx-based billing in
hospital (PMD visiting too)



Back to our patient...

ﬁl

* You see him in the hospital, walk on the ward
at 3:30, spend 15 minutes reading his chart, 5
minutes talking to his nurse and reviewing his
med sheet, 15 minutes talking to house staff

e You spend 60 minutes with Frank

* You spend an additional 60 minutes reviewing
his labs, his reports, talking to Dr. Jones, and
writing your note

e Total time is 155 minutes



I‘%‘ Back to our patient...

e You elicit a comprehensive history, do a
expanded problem focused physical and have
to make moderately complex medical
decisions

$ You bill a 99254 + 99356 + 99357

e Or you document that more than 50% of the
appt was spent in counseling and discussion
re Frank’s prognosis and therapeutic options

$ And you bill a 99255 + 99356



Follow-up Consult Codes

 Most confusing CPT 99261-263

e Deleted as of 2006

 Time spent in these activities now billed as
subsequent visit codes (hospital 99231-

233)



ﬁl One Week Later

* Frank ready to leave hospital but not ready to
enroll in hospice; going to ALF for care.

* We provide an initial visit there —

— Established patient - ALF setting of care, not a new
consult (99334-337)

e Our PC Outpatient team is now Iinvolved



PCC Team billing — who can?

Physicians
NPs or Clinical Nurse specialists Physicians Assistant’s
Use CPT/ICD9 and receive 85% RCC
DSM IV codes
LCSW'S . such as
“Adjustment

disorder”



ﬁl One Month Later

 Frank is ready to enroll in hospice, moves to
ECF to address higher care needs

 We could see him to provide a one time
educational hospice visit with the team — use
the G code by itself (G0337).

 Or we can reassess him with a palliative care
visit and attention to all the domains of care
99306 — Initial nursing home visit



I‘-Ei}l Billing and hospice

= We are co-managing with his PMD or PNP

= Medicare Hospice Benefit (MHB) — a capitated
per diem program under Medicare Part A
v MD employee of hospice — bill via hospice program
v Consultants requested re hospice diagnosis — bill

via hospice program

= Physician visit billings aren’t part of per diem
but are bundled with submission of hospice
charges

* Reimbursement through MHB — 100% of MAC



‘Eh Billing and the PMD — need
modifiers

In each of the following cases, a modifier must be entered on form
HCFA-1500 along with the appropriate CPT code:

 The primary physician’s services are related to
the patient’s terminal condition: GV _Modifier;

 The primary physician’s services are not
related to the patient’s terminal condition: GW
Modifier;

 The covering physician is a member of the primary physician’s
practice: Q5 Modifier with the GV or GW modifier;

* The covering physician is not a member of the primary doctor’s
practice: Q6 Modifier with the GV or GW modifier.

Source: Wisconsin Physician Service Medicare B Bulletin, January 2002, pages 34-35




o Billing and the PAPN

These apply to the Nurse Practitioner who is serving as the
Primary Attending to his/her patient in hospice

 The primary APN’s services are related to the
patient’s terminal condition: GV Modifier;

 The primary APN’s services are not related to

the patient’s terminal condition: GW Modifier;

 The covering APN is a member of the primary APN’s practice: Q5
Modifier with the GV or GW modifier;

 The covering APN is not a member of the primary doctor’s
practice: Q6 Modifier with the GV or GW modifier.

http://www.nurse.org/acnp/medicare/mm3226.pdf




6 weeks later...

* Frank dies with his family at his bedside
and symptoms well controlled.

 Bereavement services (required but not
separately reimbursed) via hospice for the

family.



Now on to more Issues of Billing




Medicare Hospice Benefit (MHB)
Who Pays for What?

Medicare Part A Benefit and Hospice

Traditional Medicare is exchanged for Medicare Hospice
Benefit for care related to the terminal diagnosis

— Choose a diagnosis(es) that best reflects what issues
the Hospice team will be involved with. Failure to
Thrive isn’t very helpful

Medicare Part A continues to provide coverage for
unrelated diagnoses or conditions treated in the hospital
setting (e.g. Frank falls, has hip fx that’s not secondary
to metastatic disease)



Medicare Hospice Benefit (MHB)
Who Pays for What?

Medicare Part B

Continues to provide coverage for services of (non-
hospice employee) attending physician and for
outpatient coverage of non-hospice related diagnoses
and conditions. (eg Frank sees his doc for HTN or DM)

Hospice pays for:
Other related services normally covered under Part B

(radiology, labs) are responsibility of hospice if the tests
related to the hospice diagnosis(es).



Attending Physician
Non-Hospice Employee

 May bill Medicare Part B for visits

-GV Modifier code used when billing for
services related to terminal diagnosis

e Other office services related to the
terminal iliness (e.g. labs) would be billed
to the hospice

« May bill directly for monthly clinical
oversight



Care Plan Oversight by PMD

Covers a 30-day period
Review of care plan, etc.

Only billable by attending physician not
employed by hospice

Activities and time spent must be
documented

CPT code 99377: 15-29 minutes/month
CPT code 99378: >30 minutes/month



Attending Physician
Hospice Employee

e Patient Care visits would be billed by the
hospice under Medicare Part A

o Care plan oversight is considered part of
the administrative duties of the Hospice
Medical Director as a member of the IDT
and Is included in per diem
reimbursement.



Summary Slide

Isn’t this painful?

The most important thing you do is
document what you do and how lonq it takes
to do it!

Can use time-based coding given the unique
priority of communication in our field

Can use complexity with extender codes
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