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Disclaimer

* Every reasonable effort has been taken to ensure that
the educational information provided in today’s
presentation is accurate and useful. Applying best
practice solutions and achieving results will vary in each
hospital/facility situation.
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Goals/Objectives

 Review Coding Auditing and Monitoring program elements
* Discuss specific target CPT, Modifiers or APC’s
« Optional action and recommendations to develop

 Look at aspects of auditing ED/ER and OPPS (Outpatient
Prospective Payment System)
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Auditing Resources

e |CD-9-CM Coding Book

 AHA Coding Clinic on ICD-9-CM

 AHA Coding Clinic on HCPCS

« AMA CPT Book

« AMA CPT Assistant

o Coder’s Desk Reference - Ingenix

« OPPS Final Rule (CMS)

 OPPS Transmittal (usually release in January)
e OPPS Addendum B (CMS)

 OPPS Inpatient Only List
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Audit ICD-9-CM on Outpatient Records/Accounts

e ICD-9-CM « The Centers for Medicare &
Medicaid Services (CMS) and
the National Center for Health
Statistics revise, adds and

— International
— Classification of

— Diseases deletes bi-annually and are
— 9th Revision iImplemented on April 1st and
— Clinical |/odification October 1% of each year.

HIM Coding assigns the ICD-9-CM Diagnosis Codes
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Outpatient, Emergency Room Visits & ICD-9-
—CMCodes

« CMS does not use ICD-9-CM codes to determine APC
payment, but hospitals are still required to submit
accurate diagnoses codes since CMS will continue to
assess the value of using diagnoses codes in future APC
revisions, and diagnoses codes are still required to
validate medical necessity of performed
services/procedures.

— Hospital HIM Coding staff are responsible for this
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Understanding .... An Outpatient Hospital Encounter

o 42 CFR 210.2 Defines Hospital Outpatient. Outpatient
means a person who has not been admitted as an
Inpatient but who is registered on the hospital or Critical
Access Hospital (CAH) records as an outpatient and
receives services (rather than supplies alone) directly from
the hospital or CAH. Medication therapy management
patients are registered outpatients of the hospital.
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Knowing ... CMS Communications

o “Shall" denotes a mandatory requirement
e "Should" denotes an optional requirement

Do you have a process in place for the disseminatio
CMS Transmittal and memao’s?

Remember the above terms... may be contained within the HIM
departmental policies?
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OPPS Key Components

 Under OPPS there are key components to calculate
payment or to deny.

 Under OPPS Medicare pays the hospital a rate-per-
service basis.
— This varies depending on the CPT/HCPCS codes

— The CPT/HCPCS group into an APC (Ambulatory Payment
Classification)

— Thus there can be multiple APCs on a given claim for a given
outpatient encounter
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OPPS and/or APC Linked to Coding Systems

 Audit the following:
* ICD-9-CM Codes — diagnoses

— Medical Necessity
 CPT surgical range codes — payment
« CPT Lab & Radiology - ?
« HCPCS codes - payment
 Revenue codes - payment

 Note: Existence of a code does not guarantee payment
however
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KNOW THE BASICS of HCPCS

e HCPCS = Healthcare Common Procedural Coding
System

e Maintained by Medicare
— Current Procedural Terminology (CPT- 4)

— Level | - AMA Current Procedural Terminology,
(CPT) numeric codes

— Level Il - (national codes) for physicians & non-
physician services (alphanumeric)

— Level lll — no longer exist due to HIPAA standardize
code sets

« Remember that CPT was developed by the American
Medical Association (AMA) for physicians.
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OPPS Status Indicators

« Payment status indicators and their descriptions that
correlate to each CPT/HCPCS code

 These may be referenced annually in Addendum B of the
Final Rule of the Outpatient Prospective Payment System
(OPPS)

 Addendum B of the Final Rule of OPPS provides a
detailed listing by HCPCS code and its assigned status
iIndicator

www.hcca-info.org | 888-580-8373 13



OPPS Addendum B
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OPPS Status Indicator & Descriptions - 2008

Services furnished to a hospital outpatient that are paid under a fee  schedule or
payment system other than ambulance services; clinical diagnostic laboratory;
non-implantable prosthetic and orthotic devices; EPO for ESRD patients; physical,
occupational and speech therapy; routine dialysis services for ESRD patient
provided in a certified dialysis unit of a hospital; diagnostic mammography; screening
mammography.

Codes that are not recognized by OPPS when submitted on an outpatient
hospital Part B bill type (12x, 13x and 14x).

Inpatient only procedures

Discontinued codes

Item, codes and services that: (a) are not covered by Medicare based on

statutory exclusion, (b) that are not covered by Medicare for reasons other than
statutory exclusion, (c) that are not recognized by Medicare, but for which an
alternate code for the same item or service may be permitted, (c) for which

separate payment is not provided by Medicare.

Corneal tissue acquisition; Certain CRNA service; and Hepatitis B vaccines
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Status Indicator C

e C = Inpatient Only Procedure

 Not paid under OPPS

e This is an important status indicator to screen for
during the scheduling or pre-admission process for
elective ambulatory surgeries.

« Work with your Admitting or OR Scheduling
Departments.
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Addendum E — Inpatient Only List

These procedure
will not be paid
under OPPS if
performed as an
outpatient. “C”
status indicator

AN
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OPPS Status Indicator & Descriptions - 2008

Pass-through device categories; Brachytherapy sources; and
Radiopharmaceuticals agents

Non-pass-through drugs, biologicals and radiopharmaceutical agents
Influenza vaccine; Pneumococcal Pneumonia vaccine

Items and services non billable to the fiscal intermediary

ltems and services packaged into APC rates

Partial hospitalization

Packaged services subject to separate payment under the OPPS payment
criteria

Significant service, separately payable

Significant service, multiple procedure reduction applies
Clinic or emergency department visit

Ancillary service

Non-implantable durable medical equipment
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Status Indicator - Packaged Services

e Services having a status indicator of “N” are
considered packaged or bundled into other
services. The costs of these services are allocated
to the APC, but are not paid separately.

« The relative weights for surgical, medical and other
types of visits were developed to reflect packaged
services in the APC-based fee.
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Claim Header Information

 The header information must relate to the entire claim (billing form
or called a UB) and must include the following:

— From date;

— Through date;

— Condition code;

— List of ICD-9-CM diagnosis codes;
— Age;

— Sex;

— Type of bill; and

— Medicare provider number.
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Line Item Detall on the Claim

Each line item contains the following information:

— HCPCS code with up to 4 modifiers;

— Revenue code;

— Service date;

— Service units; and

— Charge (%)
The CPT/HCPCS codes and maodifiers are used as the basis of assigning
the APCs. Not all line items will contain a CPT/HCPCS code. The line item
service dates are used to subdivide a claim that spans more than 1 day into
individual visits. The service units indicate the number of times a
CPT/HCPCS code was provided (e.g., a lab test with a service unit of 2
means the lab test was performed twice).
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Audit with the claim form

UB-04

Familiarize yourself with
the various fields, and
where the ICD-9-CM and
HCPCS/CPT codes are

located.
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Revenue Codes

 Programmed into the CDM
* Required for proper claim process.

* Four digit number that identifies the main department
service area.
— Each number begins with a zero
— Remaining three digits describe the location/area and specific
service
* Providers have been instructed to provide detailed
level coding for the revenue code series
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What is an APC made of?

e CPT code

e Status indicator

e Cl - Comment Indicator
 Copayment

« National payment

— Each APC has a pre-established prospective payment
amount associated with it.

“‘DATA DRIVEN SYSTEM!!
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HCPCS and CPT Procedure Codes Determine APC Assignment

Modifiers ?

Patient Presents for Service and
DOCUMENTATION IS IN THE MEDICAL RECORD

Are all charges being captured on the charge form/ticket?

CPT Codes Assigned by

Provider (or HIM/Medical Records)

Order Entry/Charge Slip
Charge Master (IT/IS)

Modifiers ?

Procedure APCs, Medical APCs,
Ancillary APCs, Drug APCs, Blood APCs, Etc.

FI will process the claim

Payment or denial is made

www.hcca-info.org | 888-580-8373

25




Coding or Charging??

CDM = Charge Description Master
Service code = Departmental number linked to a departmental service &/or treatment

Description = Narrative title or description of the service/treatment.
Printed on the CDM, encounter or charge sheet

Revenue Code = A 3-digit code on the UB claim. This is typically linked to CPT codes and is an
indicator of the service provided

* 360 = Surgery
e 750 =Gl
Units = Quantity or volume (for surgical range codes, this most often is (1) as the modifier can
indicate multiples)
— Pharmacy will utilize units field and also in Observation

CPT Code = A 5-digit numeric code or HCPCS code, which is alphanumeric that describe procedures
or services as listed in the AMA CPT book

Price $ = The dollar amount billed to the payor or the patient for the
service/treatment

Check with the CDM staff if you have questions.
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Develop CDM Standardization Policy

Hospital CDM Responsibility - Hospitals will adopt standard CDM
policies to clarify and facilitate maintenance of the Standard CDM.

Departments working with System resources, will develop sufficient
documentation for their standard CDM and will document their charging
process.

Standard CDM Structure - Emphasis will be to simplify charge
structures, subject to prevailing payment rules and regulations.

Miscellaneous codes will be minimized and limited.

Abbreviations and order of description will be standardized, where
applicable.

Best practice & policy is to have HIM “final” code CPT of 10000-69999 in
the surgical range, based on clinical documentation. CPT codes for this
range will reside in the Corporate Standard for reference purposes only.

Price Setting - Prices may not be standardized between affiliates as part
of the CDM standardization process.
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Medicare OPPS — E&M visits

« Each facility is held accountable for following its own
system for assigning the different levels of HCPCS codes.
Facilities are in compliance with these reporting
reguirements as long as:

— The services furnished are documented and medically necessary;
— The facility is following its own system; and

— The facility’s system reasonably relates the intensity of hospital
resources to the different levels of HCPCS codes.

Q.
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Review - Basics ED/ER E&M for Hospital Coding

An emergency department is defined as an organized hospital-
based facility for the provision of unscheduled episodic services to
patients who present for immediate medical attention.

The facility must be available 24 hours per day.

CPT codes within 99281-99285 are to be assigned for each patient
encounter/visit to the emergency room.

No distinction is made between new and established patients in the
ED.

AMA CPT Book 2006 Professional Edition, page 17

www.hcca-info.org | 888-580-8373 30



Evaluation and Management (E&M) CPT Code

 Under OPPS, criteria for E&M leveling needs to be established by the
facility to capture resources.

— There are no national guidelines yet.
— This is coming in the future though.
 AHIMA/AHA has a draft proposal.

 Many elements can be considered before finalizing the E&M level
criteria.

— i.e. Time, Diagnosis/complaint

« Utilizing a collaborative process developed ED/ER E&M visit/encounter
leveling criteria.
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Level of ED/ER Nursing Care via CPT Codes

B (Y

Level | Level I Level I Level IV Level V
99281 99282 99283 99284 99285

Extended care — Pt Comprehensive.

stable. Possibly unstable.

Requires LVN or RN | Requires RN

assessment & assessment,
EXAMPLE possible reassessment and

condition.
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OPPS Leveling Criteria
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E&M When a Procedure is Performed — Modifier 25

* In orde_r for a payor to e The ED/ER CDM should have separate
recognize that the line item charges to charge the E&M
procedure was performed code with a modifier 25.

e Itis important that you consistently
apply this modifier.

 Medicare has stated that modifier 25 is

on the same date as the
evaluation and

management service and required when a procedure with a

that it was separate and status indicator of ‘'S’ or ‘T’ has been
- - coded and reported with an E&M CPT

distinct, it is necessary to code.

append modifier 25 to the — Check OPPS Addendum B for a

E&M CPT code in order to list of CPT codes and their status

be considered for separate Indicator

payment.
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Examples of Assigned Modifier 25 in the ED/ER

« Example #1: 3-year-old « Example #2: 67-year-old patient
patient seen in the ED/ER fell and hit their head, comes into
for a finger laceration due the ED/ER complaining of dizziness

and a headache. After examination

to a knife. The patient is and evaluation, a CT of the brain

examined and evaluated (CPT code 70450) is ordered and
by the ED/ER physician. performed.

The decision is made to . The E&M CPT would be 99284
suture the 3 cm laceration according to hospital’'s E&M

on the index finger (simple leveling criteria. You would add the
closure). modifier 25 to the 99284.

e This would be CPT code
12002 along with E&M
99283 with 25 (according
to hospital E&M criteria).
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Emergency Room - Evaluation and Management

e Obtain the facility E&M leveling criteria when auditing.
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OPPS Payment - APCs for E&M Visits
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Evaluation and Management in the ED/ER

« Emergency room E&M section, 5 CPT codes will be used to assign visits to one of the
following five (5) APCs:

CPT TITLE APC RW PMT
e 99281 Emergency dept visit CH 0609 0.7970 $50.76
e 99282 Emergency dept visit CH 0613 1.3137 $83.67
e 99283 Emergency dept visit CH 0614 2.0750 $132.17

o 99284 Emergency dept visit CH 0615 3.3377 $212.59

o 99285 Emergency dept visit CH 0616 4.9535 $315.51

www.hcca-info.org | 888-580-8373 38



OPPS ED/ER E&M

* In determining E&M level code assignment, CMS states "we will
hold each facility accountable for following its own system for
assigning the different levels of HCPCS (visit) codes.”

* As long as the services furnished are documented and medically
necessary and the facility is following its own system, which
reasonably relates the intensity of hospital resources to the different
levels of HCPCS codes, we will assume that it is in compliance with
these reporting requirements as they relate to the clinic/emergency
department visit codes reported on the bill.
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Emergency Room E&M

CMS continues to hold facilities accountable for developing
and consistently using their own E/M criteria.

It also states that the criteria must be valid, reasonable,and
reliable. If it hasn’'t done so already, your facility must
develop its own specific criteria that incorporate objectivity,
measurability, and documentation requirements.

Don’t incorporate procedures for which CMS pays
separately in the E&M leveling criteria. Advise the ED to
perform a spot check on claims to ensure that clinic
documentation supports the visit level billed.

* Perform Charge reconciliation

www.hcca-info.org | 888-580-8373 42



Overview of E&M CPT codes

« Utilize the leveling criteria.

e Based upon single or multiple presenting and established
diagnosis, sign or symptoms

« One E&M CPT per visit.

o Select the E&M with “+ Procedure” on the charge form, for modifier
25 to be assigned, when visit includes the performance of a
procedure.

 Documentation in the medical record must support the level.
« Charge entry is timely and accurate.
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Procedures in the ED/ER
e Laceration Repair APCs — Addendum B

www.hcca-info.org | 888-580-8373
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Laceration Repair description

e CPT codes: 12001-12007 (12001, 12002, 12004, 12005, 12006, 12007)

12001 12001 Simple repair of superficial wounds of scalp, neck, axillae,
external genitalia, trunk and/or extremities (including hands and feet); 2.5
cm or less

* The physician sutures superficial lacerations of the scalp, neck, axillae,
external genitalia, trunk, or extremities. A local anesthetic is injected
around the laceration and the wound is thoroughly cleansed, explored, and
often irrigated with a saline solution. The physician performs a simple, one-
layer repair of the epidermis, dermis, or subcutaneous tissues with
sutures. With multiple wounds of the same complexity and in the same
anatomical area, the length of all wounds sutured is summed and reported
as one total length.

* Report 12001 for a total length of 2.5 cm or less, 12002 for 2.6 cmto 7.5
cm, 12004 for 7.6 cm to 12.5 cm, 12005 for 12.6 cm to 20 cm, 12006 for
20.1 cm to 30 cm, and 12007 if the total length is greater than 30 cm.

www.hcca-info.org | 888-580-8373 45



Procedures in the ED/ER
e Fracture Care or Treatment

JV \
APC 0050 for CPT

23184 Removal
Humerus Lesion
www.hcca-info.org | 888-580-8373
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46



Included In resources

When a nurse provides care in a hospital outpatient department, the
hospital bills for the care services as a facility charge and is reimbursed
under APCs. The facility charge does not strictly represent the
care/services per se; instead, it constitutes the resources the facility
expends in providing the service. These resources could include the
following:

» Use of the facility equipment/room

» Supplies & Dressing

» Medications

* Nursing staff

Discharge Instructions

Education

» Any other resources used in providing care
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Components of the Facility E&M Leveling Criteria

There are several components that should be assessed to determine
which E&M level should be charged for hospital ED/ER.

— Presenting diagnosis

— Level of nursing care via resources used (not separately billable)
— Conditions that are both acute and chronic

— Patients with multiple symptoms

Procedures that are separately reimbursed are not included in the
criteria matrix ie EKG, X-rays, Lab, surgical procedures, etc.
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E&M When a Procedure Is Performed — Modifier 25

* In order for a payor to recognize that the procedure
was performed on the same date as the evaluation
and management (E&M) service and that it was
separate and distinct, it IS necessary to append
modifier 25 to the E&M CPT code in order to be
considered for separate payment.

— So a modifier to the E&M code is assigned

www.hcca-info.org | 888-580-8373
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ED/ER E&M with Procedure

« The ED/ER CDM Standard has separate line item
charges to charge the E&M code with a modifier 25.

e Itis important to consistently apply this modifier.

 Medicare has stated that modifier 25 is required when a
procedure with a status indicator of 'S’ or ‘T’ (check

Addendum B) has been coded and reported with an E&M
CPT code.
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Know the Ditterent CPTs - Represented Within the
Procedure Details

« CPT 23520 Closed treatment of sternoclavicular dislocation; without manipulation

— The physician treats a dislocation of the joint between the sternum and the clavicle
(sternoclavicular) without making incisions and without any manipulation in 23520. The physician
applies a splint or brace to hold the joint in place until it has healed. In 23525, manipulation is
required. Anesthesia may be necessary. The physician pushes, pulls, or moves the arm and chest
to restore the joint to correct position and alignment. After manipulation, the patient is placed in a
brace or splint..

« CPT 23530 Open treatment of sternoclavicular dislocation, acute or chronic;

— The physician treats a chronic or acute dislocation of the sternoclavicular joint. The physician makes
an incision overlying the joint between the clavicle and sternum where the dislocation has occurred.
The tissues are dissected down to the joint and the dislocation is visualized. The physician may
debride the area before realigning the joint back to proper position. In 23532, the physician harvests
a fascial graft from the patient through a separate incision. The physician repairs the surgically
created graft donor site. The fascial graft is attached to the bones in the sternoclavicular joint,
preventing recurrent dislocation. Fixation may be applied. The joint is irrigated and the incision is
closed in layers. A splint or brace may be applied to the outside of the body.
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Clinical Documentation of the procedure

 Documentation of any procedure performed in the
ED/ER must be present in the medical record
— Written or dictated report
— Timely
— Legible —if it can’t be read it may not get coded

o Critical for the correct CPT code assignment and
payment
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Charge/Encounter Form to the ED/ER

www.hcca-info.org | 888-580-8373

53



1.

Other Services to Charge/code for . . .

Finger Sticks — Need to report all finger sticks with CPT 82962 ($ pd lab
fee). Need MD order and documentation of the results in the medical
record. Verify if your facility has a CLIA certificate. If yes, must use —-QW
modifier.

Urine Dip_ — Use CPT 81000 ($pd lab fee) to report urine dip, non-
automated with microscopy. Use CPT 81002 to report urine dip, non-
automated without microscopy. Need MD order and documentation of the
results in the medical record. Verify if your facility has a CLIA certificate. If
yes, must use —QW modifier.

Blood Draws — Use CPT 36415 venipuncture ($ pd) when performed by
Nursing in the ED

Pulse Oximetry — Assign CPT 94760 for pulse oximetry. It is a packaged
service under OPPS, but should still be charged

Documentation must be present in the medical record
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Other Services to Charge/code for . . .

e Jrrigation & Foley Catheter Insertion, other than f or a urine

sample:
 Foley Catheter: There are 3 CPT codes (51701, 51702, & 51703)
available and should be assigned accordingly. Effective 1/1/06,
Medicare will reimburse for these procedures.
— MD Order and documentation in the medical record
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P Code - Change

* Urinary Catheterization: ;

— P9612 Catheterize for urine specimen.... now has a st atus
indicator A meaning paid on Lab fee schedule ($3.00 ).

— P9615 Urine specimen collect mult.... Paid on lab fee schedule ($3.00)

— Do not assign 51701, 51702, & 51703 for a catheterization for the
purpose of a urine specimen or for just a urine specimen collection

« CDM driven
— Update your charge form, educate your staff
* Important for OPPS
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Injections/Infusion in the ED/ER

. This service was covered in detail in a prior session.
. Injections _— Injection Administration should be charged based on the

number of syringes used ($pd); not the number of drugs administered.

Review Nursing documentation.

. Review for an MD order. Charge in addition for the actual
drug/medication J/C codes (Pharmacy)
. Infusions _— Non-Chemo Infusion charges MUST be based upon the

documented start and stop time of each substance infused.

. Rules change... so auditors and staff must keep dpted
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Injection/Infusion is complex — audit t

Infusion / Hydration (single)

Push Injection

www.hcca-info.org | 888-580-8373
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Piggyback (IVPB)
(Concurrent if two in
the same line, same
time)
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Audit Infusions Services in the ED/ER, In
Chemotherapy or in Infusion Unit/Dept.

Is there an MD order?

Is there documentation that the service was provided?

Start and stop times for infusion (check with FI requirements)
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Chemotherapy APCs
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Infusion Key Questions to Ask When Auditing...

 Why Is the patient here?
 What did the patient receive?
« How was it given?

 How long did it take?
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Audit Other Services Charged/coded . . .

Tetanus (Td) Injection — Requires two CPT code 90471 & 90718.
Caution the codes are “age” specific. Review for MD orders and
nursing documentation. Caution that the toxoid isn’t charged via

Pharmacy as a J code. Effective 1/1/06, Medicare will reimburse for CPT
90471.

Don't also charge/code the injection code 90772 for tetanus admin
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Audit Drugs - Pharmacy

Drugs — Use J and C HCPCS codes when
appropriate. Need to report all codes with
appropriate units, follow Medicare guidelines
regarding waste. Need to report even if
packaged. Make certain administration codes
have been charged.

Audit the “units” — dosage versus what was

charged and given
Review CMS guidance regarding “waste”
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Other Services to Charge/code for . . .

 Blood Transfusion — CPT 36430 must be
assigned for the transfusion and the blood bank
should charge for the blood product with
appropriate P code (PRBC = P9021).
— Units for the blood product

— Administration — once per encounter 36430
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Audit - Charging for Blood and Blood Products

Always use the “P” code for blood and blood products

— The revenue code, units, and charge alone are not
sufficient for payment

When you have a blood or blood product code, you
should also report the blood administration CPT code
36430

Also report a blood draw code and associated labs

Audit your internal practices by running a report
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Review the Encounter/Charge Form

Ask to see the Charge form

The outpatient department must/should have a
encounter/charge form as a mechanism to capture all
related charges for each encounter/visit for each patient.
(ED/ER, Chemo, Wound Care, etc.)

The encounter/charge form should accurately reflect
current and appropriate CDM charge codes for
services/tests or treatment/procedures provided.

The encounter/charge form should be reviewed & revised
annually.
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Encounter/Charge Form (con’t)

 The encounter/charge form has been changed to

uniformly capture ED/ER faclility levels and associate
procedures performed.

o It is the responsibility of the nursing staff to document
(TIMELY and ACCURATELY) all ED/ER facility

services provided for each patient encounter/visit.

 Itis also the physicians’ responsibility to document
timely, thoroughly and accurately.
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Example Encounter/Charge Form

Enter quantity of each nursing procedure performed. Make sure the ED/ER Charge form is correct.
QTY CDM # CDM DESCRIPTION CPT | MOD|
ER E/M LEVELS, CRIT CARE
LEFT W/O BEING SEEN STATISTICAL QTY CDM # CDM DESCRIPTION CPT
ERLEVEL 1 99281 MUSC/SKEL/SKIN'WD/ILACERAT
ER LEVEL 2 99282 APPLICATION OF CAST
ERLEVEL 3 99283 APPLICATION OF SPLINT
ERLEVEL 4 99284 STRAPPING
ERLEVEL 5 99285 WINDOWING/WEDGING OF CAST
ER LEVEL1 W/PROCEDURE 99281 25 REMOV/BIVALV CAST ARMLEG 29705
ER LEVEL 2 W/PROCEDURE 99282 25 LACERATION REPAIR SIMPLE
ER LEVEL 3 W/PROCEDURE 99283 25 LAC RPR INTERMEDATE
ER LEVEL 4 W/PROCEDURE 99284 25 LACERATION REPAIR COMPLEX
ER LEVEL 5 W/PROCEDURE 99285 25 LAC REPAIR CPLX ADD<5CM
ER EMTALA MED SCRN EXAM 99281 REMOV E FOREIGN BODY SIMPLE
ER CRITICAL CARE 30-74MIN 99291 REMOV E FB INTERMEDIATE
ER CRITICAL CARE W/PROCEDURE 99291 25 REMOVE FB COMPLEX
ER PROCEDURES REPR HAND/FINGER EXTENSOR
INJ ANTIBIOTIC IM 90788 INCIS/DRAIN/ASPIR SIMPLE
INJECT TX/DX INTRAVENOUS 90784 INCIS/DRAIN/ASPIR COMPLEX
INJ TX/DX SUB-Q/IM 90782 TX BURN 1ST DEGREE INITIAL 16000
IV INFUSION THERPY 1ST HR 90780 DRESS/DEBRIDE BURN
IV INFUS THER ADD HR MAX8 90781 DEBRIDE SKIN/SUBQ/MUS/BONE
INJ TX/DX INTRA-ARTERIAL 90783 DEBRIDE SKIN EA ADD 10%
ADMIN OTHER IMMUN VAC INITIAL 90471 DEBRIDE OPEN FX W/FB REMOV
ADMIN OTHER IMMUN VAC ADDITL 90472 DEBRID/AVUL NAIL,EVAC HEMAT
ADMIN INFLUENZA VACCINE G0008 AVULSION NAIL PLATE EA ADD
ADMIN HEP B VACCINE G0010 EXC NAIL MATRIX REM PHALANX
ADMIN PNEUMO VACCINE G0009 EXCISE/REPR NAIL; INGROWN
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Audit Hospital-Based Clinics

* If being based under OPPS
e |CD-9-CM diagnosis codes
« MD Orders

e Documentation

 CPT procedures

« CPT E&M

* Modifiers
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Hospital Based Clinic — Visits (E&M)
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Audit Wound Care

e OIG area of interest
— 2 published report in 2007

 Documentation of surgical debridements
 Medical Necessity of surgical debridements

o Surgical debridements in addition to E&M visit on
the same day
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OPPS — Wound Care
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Audit HBO

 Review CMS coverage guidance
 MD order

* Frequency of HBO treatments
 C code versus CPT code
 Documentation of services by staff

 Documentation of improvement and benefits of
HBO treatment
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The Role of HIM/Coding

e Health Information Management/Coding staff will
review the medical record documentation and assign
the specific ICD-9-CM diagnosis code or codes.

o ? HIM/Coding will review the medical record
documentation and assign the surgical range CPT
code(s).

— This will link to the “charge/fee $ code” and crosswalk to the
bill/claim. Check the UB as there may be crosswalk issues

(IT).
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Physician Order

« A MD order is required for all services administered/provided to the
patient.

« The MD order should contain a diagnosis to support medical
necessity.

— Verify that the medical record has an MD order(s)

» |t should also contain details regarding method of administration,
drug, dosage and frequency.

 Every MD order should be signed and dated.
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Work Flow? . . . Walk through the departmental
—process

* Review the work flow
— Paper process and trail

 Triage in ED/ER

e Admitting/Registration

o Patient is received at the department

* Nursing takes a history and vitals (triage)

e Clinician takes history and documents information.
— Review MD orders

 Treatment/services are given to the patient.
— Documentation in the medical record

« Patient is discharged.

» Charge for service on the encounter/charge form.
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Case Example #1

« 3 year old male child comes to the ED/ER with parents complaining of
ear pain. Triaged (vitals taken) and Registration completed.

e Taken to Room by nursing.

» History taken from the parents and family members and the Physician
examines the patient. HEENT examined.

« Diagnosed with Otitis Media and Upper Respiratory Infection
— Instructed to p/u medication at Pharmacy
— Drink fluids and see pediatrician in 2 days

 What level E&M CPT code does this represent?
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Case Example #2

65 year old male was involved in a fall from a ladder at his daughter’s
home while putting up Christmas lights. Patient fell 10 feet landing on his
left arm and left hip. An ambulance was called and the patient was
transported to the trauma unit.

In the ED/ER, the patient was examined. The patient has a history of a
CVA in the past without any residual. Patient is taking levaquin for a
recent bronchitis. Examination including extremities, cardiac, neuro, and
respiratory systems was performed. An x-ray of the left arm, hip and
chest were performed as well as an EKG. He was placed on a cardiac
monitor and noted to have some Atrial Fib.

X-ray confirmed a Colles’ fracture of the left wrist and a intertrochanteric
fracture of the hip. Admission was advised but since the patient was now
stable he wanted to be hospitalized at a hospital near his home, so
transfer was arranged via ambulance.

What level E&M CPT code would be assigned?
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Again, Let’s Talk About Documentation

 The documentation, in your office record MUST BE:
— TIMELY
— THOROUGH & CONCISE
— LEGIBLE
— DETAILED & SPECIFIC

Every entry should be SIGNED,
DATED and TIMED.
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Summary - ED/ER APC Specific Documentation
—Risks

o Lack of Documentation to Support the procedures
charged, lack of orders

o Lack of Documentation to Support E/M Assignment

* Lack of Documentation to Support Modifier Use
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Summary — Auditing

Reimbursement covers overhead, such as costs for
electricity, square footage, supplies, packaged drugs, and
equipment.

Claim Line item detail via codes for payment

Outpatient department directors/managers need to be
attentive to charging processes

Up to date CDM — outpatient directors/mgrs must know
Its contents
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Summary — Auditing

 Complete and accurate Charge/encounter form

« Auditors determine if coders should have the ability
and tools to add charges to the accounts so that the
coding and charges are appropriate
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Summary and Auditing Next Steps

Is there a written policy to support the E&M leveling
criteria?

Written policy to support the charge/encounter form
process and usage?

Daily charge reconciliation is imperative for proper OPPS
payment

Clinical Documentation it a must!

Self-audit off and on

Are the key departments working as a “team”?
Compliance is your role...
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Questions

* Are there any questions?

%
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Resources/References

e OPPS Final Rule 2000
e OPPS Final Rule 2007 and 2008
e Coder’'s Desk Reference 2008

 AHA Outpatient Services CPT 2005 & 2006, 2007
and 2008

e AHA CPT Book 2007 and 2008
e Addendum B 2007 and 2008
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Thank you

*Gloryanne Bryant, BS, RHIA, RHIT, CCS
*Corporate Director Coding HIM Compliance
egbryant@chw.edu

*Barbara Rodenbaugh, RHIT, CCS

*VP Coding Compliance

*brodenbaugh@hip-inc.com
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