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Objectives

Identify components of charg
that directly impacts the day-to-
professional compliance programs
Discuss the limitations of EMR techno
charge capture process as the central fo
compliance program

Understand the key players in a roll-out of c
capture and identify their institution’s own re
for undertaking such an initiative

apture technology




Outline

Charge Capture then and now...
Charge Capture Technology
Implementation of a Technological S
- “A case study”

Charge Capture, Compliance, and the
Overall Considerations

Conclusion

Cmﬁ istory

1860 — FCA — False Claims Ac
1978 — Inspector General Act (Pub%
1992 — Presidential Campaign
1993 — OBRA — Omnibus Budget Reco
1996 — OIG Audits began

1996 — HIPAA — authorized Medicare Integr
1996 — Health Care Fraud and Abuse Control
1997 — 1998 More OIG Audits

1998 — ORT — Operation Restore Trust

1998 — Balanced Budget Act

1999 - Balanced Budget Relief Act

Law 95-452)

I\Wegrity Program

Congress allocated $10
crackdown on Medicare fra

illion to begin

Further funded by:

—Proceeds from fraud and abuse
investigations

—Annual allocations from Congress

But why???




Why the crackdown?

Public demand for betterkegalthcare services
Increased cost to deliver hea

Evidence of deliberate acts of fr
abuse

Public awareness with the 1992 Pr
Campaign

And now....An even greater need to e
compliance in healthcare with the new
by the new administration.

Mm'st Fund

2005
— 41 Million beneficiaries
- $309 Billion in expenditures

Projection to solvency — 2020

Limited solutions to prevent solvency

Projections of Medicare Trust Fund

Year of Report | Years to Insolv% Year of Insolvency

1980 14

1997 4

1999 /16\
2002 \28/

2005 15

*The Compliance Officer's Handbook, © 2006 HCPro, Inc.




Office of Inspector General

Issued Program Guidance
Issues annual OIG Work Plan
Investigates healthcare fraud and

Recommends further investigations
Department of Justice

Smeﬂts of OIG Program

Guidance

Standards and Procedure
Compliance Officer
Training and Education
Communication
Response to detected problems
Internal auditing and monitoring
Enforcement of disciplinary standards

N o g~ wDd PR

Frauda%se

Fraud — deliberate act inten
improper payments

to obtain

Abuse — repeated act that may not
deliberate but results in improper pay




Comp%elinforcement

Office of Inspector General
Centers for Medicare & Medicai
Department of Justice (DOJ)

U. S. Attorney’s Office

Federal Bureau of Investigation (FBI)
State Medicaid Fraud Control Units
Office for Civil Rights (OCR)

Private Payers

Enforcement-Results...
...Millions / Billionsweturned to...

Medicare Trust Fund Fed Share

1998 — $271M 1998 - $9
2000 — $577M 2000 — $27
2002 - $1.4B 2002 — $59M

2004 - $1.5B 2004 — $99M
2006 — $1.5B 2006 — $177M

Enforcement-Results...
Since 1998

Over $11.2 Billion returned to th
Trust Fund

Over $900 Million recovered as the Fe
share of Medicaid restitution




Enforcement Results. ..

...returned totkel\/ledicare Trust Fund

Millions Returned to Medicare Trust Fund
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Millions of Dollars

Enforcement Results. ..

...Recovered asthe Federal share of

Medicaid Restitution \

Millions Recovered as Federal Share of Medicaid
Restitution
R 300 266
s 290 177
8§ 200 152
5 150 99
£ 100 59 64
2 5 s o7 43
- - i
1998 1999 2000 2001 2002 2003 2004 2005 2006 2007
Year

OIG Complian

Billing for services not perfor
Billing for services not medically

Billing higher levels of services thr
coding or DRG’s

Billing for duplicate services
Unbundling




OIG Complian

Teaching physician guideline
Billing for outpatient services for |
False Cost Reports

Billing for discharge in lieu of transfer
Patient’s freedom of choice

Failure to refund credit balances

Risk Areas

Risk Areas

OIG Complian

Financial arrangements ba{yeen hospitals ahd
physicians
Kickbacks
Joint ventures
Stark physician self-referral law

Failure to provide services to patient’s
HMO

Patient dumping

- Hospitals and Physician Ser
— Nursing Homes
- Home Health Services
— Hospice Services

— Medical Equipment and Supplies
- Medicare Part A and Part B Contractor
— Medicare Part B Prescription Drugs

— Medicare Part C Program

— Medicare Part D Program




2009 OIG Work Plan

Medicare and Medicai
— Medicaid Hospitals

— Medicaid Home, Community, N
Care

— Medicaid Prescription Drugs
— Medicaid Administration

— Medicare and Medicaid IS and Data Se:
— State Children’s Health Insurance Progral
— Legal Activities

2009 OIG Wor

Public Health and Humar Service Programs
— Centers for Disease Control Prevention

— Food and Drug Administration
— Health Resources and Services A
— Indian Health Service

— National Institutes of Health

— Substance Abuse and Mental Health Se
Administration

— Crosscutting Public Health Activities

2009 OIG Work-Plan

Human Service Programs
— Administration on Aging
— Administration on Children and Fa




2009 OIG Work-Plan

Department Wide Audits
— Financial Statement Audits
— Other financial Accounting Review:
— Automated Information Systems

— Other Issues

2009 OIG Foeus on Physicians

Place of Service Errors
E/M Services in Global Peri
Medicare Expenses by Specialt
Clinical Social Worker Services
Outpatient Physical Therapy
Payments for Colonoscopy
“Incident to” Services
Polysomnography

2009 OIG Foeus on Physicians

Long distance physician claims requiring face-toefa
visit

Ultrasound Services
Independent Diagnostic Testing Faci
High Frequency Chiropractic Treatment
Physician Reassignment of Benefits
Unlisted Procedure Codes

Unbundling In Clinical Labs

Laboratory Pricing

Clotting Factor Furnishing Fee
Medicare Billing with GY Modifier




Pmaﬂs have included...

“Welcome to Medicare”
Wound Care

E/M during global surgical perio
Psychiatric Services

Eye Surgeries

Cardiography, Echocardiography Serv
Consult billing

Teaching Physician Guidelines

Cm\ompliance

Follow CPT/AMA coding
Follow all CCI Guidelines
Follow LCD’s, (LMRP’s) and N
Follow Official ICD-9-CM guidelin
Follow Medical Necessity Rules
Follow all CMS and Payer Billing Gui
Educate physicians on rules

Be aware of OIG Work Plan

Review documentation and advise phys

Rimding Compliance

Consults
Teaching physician guidelin
Place of service errors
Global surgery rules

High Utilization Diagnostic Testing
High Utilization Chiropractic Services
Medical Necessity Services

Incident To services

Evaluation and Management document

10



ms of Coding

Charge

CPT-4/HCPCS

Cm(ﬁ Professional

Coding and Billin

Over 15,000 ICD-9-CM Diag
— With 5 digits of specificity

— (ICD-10 will have over 155,000 cod
— (ICD-10 will have up to 7 digits of spec!
Over 8,000 CPT® Procedure codes
— Over 50 possible Medicare edits per CPT
— Over 150 Level | and Level II modifiers

— Complicated E/M coding guidelines

Complexity_of Coding
Compliance

CCI Edits (Correct Coding Ihig

— Flags for unbundling comprehens|
mutually exclusive codes.

— Over 193,000 unique CCI edit combinal

component, and

LCD Edits (Local Coverage Determinati

— Formerly called LMRP’s — Local Medicare Re
Policies

— Flags when diagnosis code does not support m
necessity to support the procedure code.

— Average 500,000 edits per carrier — CPT to ICD
— All FI's and Carriers maintain their own

11



Cmpuance cont...

Additional concerns for:

General and Relational Medicare
— Flags when sex or age does not match
— Over 50,000 Medicare edits

How can an electronic solution

help with compliar%e

{ Documentation

Charge Capture

Compliance

By utilizing technology to...
...put the pieces together!

36|

12



Elements of-an_electronic addition
toa compliance\pr@gram...

A system that can handle comp!
requirements

A software that can assist the clinicia
accurately

A software that provides a mechanism to
lines of communication between the langu
the coder and the language of the
physician/clinician.

A software that is updated to meet regulatory
requirements on time.

3

A technological solution to a charge

capture challenge™

Enormous administrative o
Significant loss from missing ¢
Lost $$ due to missed filing limits
Lost $$ due to missing information
Lost $$ due to manual data entry erro
Lost $$ due to lost paper encounters
6-7 people handle paper claim

What is charge capture
technology?

)

A major leap above...,

13



It's a technological solution to a
coding and compli

Compliance risk for coding inac
Revenue risk for coding inaccurac
CCl edits, LCD’s (LMRP’s), payer e
Gender edits

ICD-9 coding rules

CPT coding guidelines

Enormous administrative overhead

It’sas%nx,

14



To an outdated paper pro

PMe\EnQ Process

Initial State

Time

Figure 1 - Typical Pre-Installation Workflow at non-hospital outpatient site

Challengesto-the paper process

Often there are.... =
Lost charges == ——
Poor handwriting -




CM\

Charge Entry

16



And Now...

Chmaectronic VS. paper

Recorlw;\charges then...

17



And Now...

How does an elestronic charge

capture solution helpto meet
the day-to-day needs of\an
effective compliance progﬁam?

This is what we will explore.\.

18



Tmﬂf an electronic

solution...

To provide an automated solution to ensure
compliant capture of all professi
charges that would:

— Provide coding assistance for the physigian/clarici
— Include all elements required for the clai
— Streamline the amount of hands touching the clain|

- Assist the physician/clinician in daily workflow of
administrative functions

- Pay for itself

Tm@mnt...

...that would:
— Eliminate use of unspecific diagnosis codes
— Reduce the number of claims edits{rejections
- Reduce the risk of audits
— Reduce the risk of fines, penalties, andnunwelcom
publicity

— Improve revenue capture/cash flow
— Assist in compliance efforts

m charge capture

solution help with-compliance?

Electronic solution for physici
Improve accuracy from physici
Eliminate manual paper review of encounters
Eliminate missing/illegible informatio
Eliminate chasing after the physician
Eliminate lost/missing charges

Improve MD communication/interaction

19



It starts with-the appointment...
...and follows to the charge

The physician enters his codes electronical

Through...
Handheld
Tablet
PC

ly

MDM/M level and procedures

Unlike paper encounters, all CPT-4 codes are avaliée

Review of-Systems...
“mand E/M Components

E/M Wizard assists MD to choose most accurate E/M @le{,

20



MD is warned-for Modifiers

Modifiers are available and flagged if required 61

M[W%r CCl edits...
~— /

CCI Edit LCD Edit 62

MDM#M Medical Necessity

All ICD-9-CM Codes are available and edit for medial necessity.

21



And diagnosis linkage...

—

Linking Diagnoses to Procedures is imperative to mper bilfifig.

Umwe warnings...

Linking Diagnoses to Procedures is imperative to mper bilfing.

Romlist so all patient charges
are accounted for-.

22



Alerts for better communication...

CMunicate with MD’s

/]

Mm»'vpatient history...

s

23



And can be-prompted for quality
measures SUC%PQRI...

We can manage and create rules

Such as I[CD-9 rules...

24



...mgr missing underlying

diseases for manifétations codes.

...ortham'is for using well visit

codes for sick E/M visits.

Coders and physicians can be warned for

medical necessity o}th web version....

25



...orof%seon the handheld

AN

~
S

We can manage-global windows...

Wmm web...

26



...mgcian’s handheld

\
\

We can manage surgical rules...

...and LCD’sor NCD’s!

27



Weca%nage Place of Service for
outpatient and ...

...Inpatient locations

83|

We can view.number of inpatient
days charged a\taglance...

28



We can also-manage POS for
centers.

Wemge requesting

provider for consults_ through edits.

86|

Rem\Electronic VS. paper

29



Outpatient Charge Reconciliation...

...am

Wmﬁc'le by provider...

30



...or location

Wemcencile professional
(physician) charges....

92|

. .MCaufacility) charges

31



We can create rules for cross-
reconciliation

The Power of Cress Reconciliation

Compliante_and Charge Capture

Bridging the gap
between
physician and ”gjg;;ag'
hospital charges!

Tinmkrulates and pulls in the visit
category provided by-the physician...

]

32



Drumppjy charges are easily
monitored for missing_or duplicates...

"

CheWstex for drugs and supplies are
centrally managed te-avoid incorrect or

duplicate charging... \

Rumed@trally for missing

information for facility~and professional...

— \

33



Anme,\electronically, there is a

permanent audit trait;

Elmchage reconciliation
allows us the ability to...

Recover missing / avoid

Cross reconcile professional (physician) and
technical (facility) charges

Manage drugs and supply charges\centrally
to avoid errors

Manage accuracy of charges and edit
Manage compliance efforts through edits

Manage training and education through
technology 10

We asked
ourselves...

34



Wm

help us with???

electronic tool

Can we really replace the paper?

We couldntafford not to...

Paper processes have...
Costly overhead, enorm
Enormous risk for error
- Charge entry errors
— Numbers of people touching the clai
Money left on the table
- Missing charges
- Late charges
— Inability to match hospital to pro charges
Risk for error and non-compliance

Order Entry

Prescription

35



Hmsta ted...

Team development
Vendor selection
Partnership decision
Planning the project
Product development
Timeline

Pilot

Implementation

md for...

The best software product

The best vendors willing to parner to
provide an integrated solution

Hardware able to handle multiple i
solutions on one medium

Options for use with PC, handheld, tab|et,
or a physician workstation

A device for use at any point of service

10

What we looked for continued...

Real-time interface capabili
Registration/Scheduling

Adaptability to the clinical workflo
Adaptability to the business practice
Data integrity

Quality control

Reconciliation

36



Omwe considered...

Physician Acceptance/
Culture Change
Training

Deployment of the Hardware
Network Capabilities
Enterprise-Wide Integration
Testing

Ongoing support
Qualitative/Quantitative Measurements

10

TeMquent

Professional

. Billing
Coding Team @imes
Vendor Entry IT
Project Application
Management Hardware
Network
Admissions Support
IRegistration Physician
Workflow Administrative
" Ch: ion/Si rt
Scheduling — ampion/suppor
. Clinical Management
Metrics/ Staff
IS ETELS Business Process
Finance
Compliance

Audit

Project Manager
Coder

Clinical Manager —
Surgical/Medicine

Professional Billing
Technical Billing
Charge entry Network
Registration/Scheduling
Admissions

Compliance/Internal

37



Tthyhase ..

Roadmap Development
Requirements Gathering
Spec Development
Interface Development
Design

Unit Testing

Integrated Testing
Issues list/resolutions
Timeline

Pilot

Feedback

Tmniation

Developed roll-out plan

Conducted extensive rigorous

— Unit testing / integrated testing
See Test Script Scenarios

— All codes / all physicians / all departments

Conducted pre- and post- coding audits

education to physicians

Held group and individual training sessions

Provided “Go-live” and ongoing support

Continued interactive coder/physician

communication/education

provide

38



The roll-out plan

Timeline — Six weeks pe
Training —

— One-hour presentation
Scope/purpose of project — 5 minutes
Software presentation — 20 minutes
Hardware/Network overview — 15 minutes
Hand out IPAQ’s and practice — 20 minutes

— One-week practice time/non-live environ
Additional one-on-one session if needed

— Onsite support on “Go-live” day

Samp -out Checklist...

Sample Roll-0 ecklist continued...

39



The Testin

Test ADT interface feed fti
HL7 messages were coming

Run initial short one-day test for lecations

Run small test file with one MD for
currently live to ensure header hierarc
Add special cases such as WC, MVA, other
accident
Run full integrated test files for all scenario
through entire cycle (Sched to BAR)

— If fail, analyze data, keep running until perfect
Final run with errors to test our TES edits

uild shell to ensure

T%gﬁont. ..

Some things we specifica
— No-name patients

— Trauma patients into the ER

— Transfer of patient from ER to bed

— Transfer of patient from bed to bed, room
location to location, facility to facility

— Transfer of patient from Dr. to Dr., specialty to
specialty

— Flips of observation to inpatient and vice versa

— Code combinations within each specialty

— Consults, inpatient/outpatient visits, proceduaghnit
discharges, transfers, etc...

room,

11

Sample Test

40



Lahey Clinic — Case Study

Smpﬂot group....

Four Departments

— GIM, Neurosurgery, General Syrgery,
Gastroenterology

— Outpatient visits only / one location
— 15 physicians

30 Day dual process

90 Day — Nov. Dec. Jan. (2001-2002)
30 Day Evaluation — ROI

Success and decision to move forward!

12

TMvestment (ROI)

Pre-Implementation Measurements
— June, July, August 2001
Post-Implementation Measure
— Dec 2001, Jan, Feb 2002
Data

— IDX BAR missing charge report (standard)
— Custom extraction of data from IDX BAR
— By department / by physician / by payer
Over 22,000 encounters monitored

41



dey. .

What was studied
— Over 22,000 encounters
— Recovery of lost/missing charges
— Change in distribution and intensity of\codes
— Time to charge entry
— Time to claim submission
— Time of claim submission to payment
What was not studied...

— Change in collection performance due to change in
claim denial/rejections.

— Decrease in costs of follow-up activities for claim
denial/rejections

Dméc{ors to move

forward...

Significant positive ROl Results
— Capture of missing revenue

- Cost savings

Positive Physician feedback from pi
- User friendliness

— Adaptability to daily work-flow

Team acceptance

me esults...

Pre

1.1% lost charges 0% lost charges

48 missing charges Zero missing.charges
2.29 average days to .46 average days to
charge entry charge entry

35.3 average days 31.1 average day:

from claim to payment  from claim to payment

*22,000 claims studied 124

42



T;;:;;;;ziﬁdy esults...

79% improvement in aver
patient visit to billing system

11.9% improvement in average days from
claim to payment
1.1% recovery of missing charges

— Recovery of over 11,000 claims yearly for
Lahey or over $1,000,000.

Hold encounters — not studied

Ciiigazﬁﬁdy¢esuhs”.

New Patient Visits

— Coding intensity 7.59%
— Gross charges per visit 7.04%
Established Patient Visits

— Coding Intensity .91%

— Gross charges per visit 1.04%
Consult Visits (outpatient office)
- Cading Intensity .8%

— Gross charges 1.03%

LAHEY CLINIC FINANCIAL BENEFIT REVIEW
Summary Charge Dda

Department-Level Summary

Prior to MedAptus - 3 Month Peiod’ After MedAptus
Average
Arived | Encounters  Misig Total ChargePar Amived  Emtes | Misshg  Total
DeparmentPhysician | Patients _Wih Charges Encounfers  Charges Encouter_riBatiith Chargess Encountérs _ Charges

GereralIntenal Medcne| 1615 1,594 2118 1633378 102 1672 1672 - |'§ 175578
Gastroenteroogy 1092 1012 20 102,330 9% 9 938 - 8347¢
Neurosurgery 1292 1,289 3 86,453 67 1190 1,190 - 77,362
General Surgery 310 306 4 20,224 66 192 192 - 7,660
Total - Al Departments 4309 4,261 48 S 23 s 87 3992 3,992 -8 3407

1 1




LAHEY CLINIC FINANCIAL BENEFIT REVIEW.
Comparison of Coding Levels & Distributbn

E&M Coding Levels - All Departments

Prior to MedAptus After MedAptus Variance”

Gro: Tode Gro: Code Gross Code

Volme __Charges _ Distrbution__Volume ___ Charges___Dsuibutnolkhe _ Charges _ Distribuiion

25 5 1150 16.4% 21 3 966 15.3% 11%

54 3564 35.5% 32 2,046 23.4% - - -12.2%

a7 3330 24.3% a8 4320  350% - 107%

28 3780 18.4% 25 3375 182% - 0.2%

99205 - Levels 8 1155 5.3% 11 1815 Bo% - - 28%

New Patient Vist Total 525 12979 37 § 12522

Average Code Leve/Chardes s esad 28d[s  o1ad
T50%  7.04%

92 5 2302 36% a7 5 %62 150 21%

28840 27. 790 31600  319% 2.0%

1312 73.416 508% 1147 64232 46.3% -a.4%

383 30,257 1438% 426 3sesa  172% 2.4%

3.0% 3.0% 01%

77 9625 75 9.375
25855 144,530 2475 § 139,823

s ssol zed[s sead

52 5 3692 6.0% 20 5 1420 sow - - 30%
220 2aas8 265 196 10002 2030 2.7%
227 20964 203 223 2043 3336 - - 7.0%
a2 steso  arme 202 35956 301% 7%
30 7350 35% 20 7105 asw - - 9%
862§ 122214 50 & oa.905
s aared s0d[s 1a01d
D80%  1.03%

of data from IDX BABVied by Lahey Cinic staff.
f

Amesﬂng findings...

Opened lines of communication between MD and
coder that we didn’t expect!

Some surgeons were using level ones!
MD'’s not charging for inpt subsequent care visits

MD’s weren't charging because they send the
residents to visit the patient
Encounters show revenue, but were not gojng ou
the door — “on-hold”

OVNC

Benefits to our_clinic...

Eliminated missing charges

Developed sound reconciliation process
Reduced Lag days to charge entry

— Charges processed in one day
Instant documentation of patient visi
Wireless access to patient history
Wireless access to patient demographics
Improved quality of coding




Benefits to ourclinic...

Reduced denials due toiraccurate codes
Provided educational/collaboxative tool for
coding support
Improved quality of information a
- Coding, Edits, Reference tools

Improved quality of information flow

— Registration, appointments, patient
demographics

Improved operational efficiencies

er linic...

Reduced overhead costs
Created paperless environmen

Provided universal access platform for other
functionalities such as dictation, e-prescriptior
medical reference information, lab ordering

Improved organizational compliance

A Useful Tool-For Internal Audits...

45



Education through Internal Audits

Perform random internalaudits
— Two reviews of 20 visits per per year

— Review results with MD and provide feedback
and education

Review risk areas
Review documentation

Review claim from schedule to payment for
proper coding

Provide ongoing education to MD’s

Coding%wentation Audits

Review CPT, ICD-9, HCRCS
Review modifiers
Review place of service
Review billing guidelines
Review E/M levels
Review codes for unbundling
Review documentation requirements
Legibility

Time documented when appropriate

show benefits and educationakneeds

Followed standard CMS 1995 or\1997
guidelines

Document results for compliance pla

Used results to provide education pre and
post Charge Capture system implementation

13
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Sample Coding

Sample high Te udit report...

When asked-how the electronic
solution helps%m some coders
commented...

“...1t has given us the opportunity to

interact more often with the physician

with regard to overall coding issues...’

“...the reality is they (MD’s) now have

the coding tools...resulting in more
coding inquiries and opportunities f
education and awareness.”

r

14
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m«:@d._

“...it has given me theability to see each
code that each physician‘has reported via
the web and alerts us to an
may need to be addressed as\opposed tp
looking at each and every pape
encounter.”

“...It saves time. There is no paperwork
so there is no running around the
hospital...no problems with legibility.

14

Current State of Electronic Coding
and Charge Capture
Professional (Physician)Charges
— 32 Specialty Departments Li
- 533 MD’s and NPP’s live
- 51 Centers live
— 10 Outpatient Locations
— 54 Inpatient Locations
Inpatient — Outpatient — Surgical
53% of all professional revenue through this
electronic solution
— 24% comes through ancillary hospital intetfaces

Current State of Electronic
Facility Charge Gapture

Hospital (Facility) Charge
— 24 Groups live

— 204 Users

— 2 Locations

— 27 Nursing Stations
Outpatient Clinics

6.35% Revenue comes through this softwarg
- 56% comes through ancillary hospital interfaces

14
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What about EMR?

How does that fit
with our current
charge capture
solution?

What about EMR?

Best of Breed Approach
Recognized need for EMR
Vendor Evaluation - Outpatient
Charge Capture Deep Dive
Evaluation for Compliance
Analysis of Results

Lessons Learned from Evaluation
Current approach to integration with EM

14

Need for an EMR...

Internal and external clinicians and staff
Communication with patient
Secure and auditable interactio
Single sign-on

Access to all clinical information
Ability to view all patient history
Ability to place orders

Ability to complete documentation

49



Bmdﬂpproach

Lab System
Radiology System
Order Entry System
OR System
Registration and Scheduling Syste
Dictation System

Billing System

Charge Capture System
E-Prescribing System

Clinical-Systems Map

Vendor Selection...

Formed Steering and Advisory Committees
Inventoried Clinical Application Systems
Constructed Architectural Diagrams
Developed Strategy for Vendor Assessment
Developed Vendor Requirements
Developed Vendor Evaluation Tools
Developed Use Case Scenarios
Held Vendor Demos with Scenarios
Performed Deep-Dives with chosen vendors

15




VMuation ..

For Coding, Charge Capture, Compliance
Through individual deep di
Evaluated all scenarios using our developed
test case scenarios
Asked ourselves the tough questio
- “What systems can be eliminated?”
Goal...

- Documentation, electronically

— Not to lose any benefit we currently have today!

15!

Evaluated allvendors on...

All Charge processes, current and future state
Outpatient and Inpatient
Professional and Hospital Charge
Consults, Office Visits, ED visits
Surgical

Multiple Locations and sites
Multiple clinicians/centers
Coding, charging

Capable of charging for professional and tec
Edits, rejections, and scrubbers

Emiwendors on...

All functionality (current and future state)
Rounding list
Schedule (arrivals, no shows, can
Audit trail on changed E/M levels
PQRI

Shortcut structures

Eligibility Checks

Compliance

Frequency Limitations

Global Windows Capability




Emest Case Scenario

Emest Case Scenario

Example of-Test Case Scenario

52



mendor Products

Deep Dive of-Vendor Products

Deep Dive of Vendor Products

53



Deep Dive

~\/endor Products

Deep Dive

~\/endor Products

Deep Dive

~\/endor Products

54



Deep Dive

~\/endor Products

Deep Dive

~\/endor Products

Deep Dive

~\/endor Products

55



Deep Dive of- Vendor Products

Objectives

Identify components of charge.capture technology
that directly impacts the day-to- needs of
professional compliance programs
Discuss the limitations of EMR technolegy on the
charge capture process as the central fosus poat i
compliance program
Understand the key players in a roll-out of charge
capture and identify their institution’s own reag
for undertaking such an initiative

In Conclusio

Compliance and it's challenges
Compliance, Coding, and Charge Capture
Charge Capture then and now...
Charge Capture Technology

Implementation of a Technological Solution
- “A case study”

Charge Capture, Compliance, and the EMR

16
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Thank you

Contact information:

Cynthia Trapp

CHFP, CMPE, CPC, CPC-I,
CCS-P, CHC, PCA

Director, Professional Coding
Lahey Clinic, Inc.

41 Mall Road

Burlington, MA 01805
781-744-8266
cynthia.a.trapp@Ilahey.org

Project Manager
Lahey Clinic, Inc.
41 Mall Road
Burlington, MA 0180
781-744-1043
sherry.weisse@Ilahey.oyg
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