






















































































« If the clinical history can not be obtained from the patient or
other source (e.g.: patient in coma/ expressive aphasia/
iIntoxicated/ confused/ demented and alone), you should:

— Document the condition of the patient and other
circumstances and receive full credit for a
“comprehensive history” {chief complaint, present iliness
(4), ROS (10) and Past M,S&F Hx (3)}




CERNER & EPIC GI Consult Template
History

Reason of Consult or Chief Complaint: Requirements for levels 1,2,3,4 & 5

] ] ]

Present lliness: Main sign/symptom|(1/1/4/4/4 descriptors):](location, quality, severity,

duration, timing, context, modifiers, associated signs/symptoms)

— (Unable to obtain Complete H.P.I., R.O.S., Past Medical, Social, nor Family History due to
Iinability of the patient to give the information (due to medical condition:__ ) and because
other reliable source is not available at this time! _ ; )(when appropriate, write YES and
\describe condition, to request Credit as Comprehensive History)

Focused Past History: (0/0/1/3/3 areas)
— Medical:
— Social:
— Family:







CERNER & EPIC GI Consult Template
History

R.O.S. Admission: (0/1/2/10/10 systems)

Constitutional: No fever, no chills, no loss of appetite, no weight loss, no fatigue
Skin: No rash, no itching

Eyes: No blurred vision, no redness, no eye pain

HENT: No Tinnitus, no abnormal smell, no dysgeusia, no painful swallow
Respiratory: No dyspnea, no DOE, no orthopnea

Cardiovascular: No edema, no palpitations

Gl: No nausea, no vomiting, no diarrhea, no blood in stool, no dysphagia
GU: No dysuria, no hematuria

Musculoskeletal: No leg cramps, no arthralgia

Lymphatic: No lymphadenopathy

Psych: No depression, no confusion

Neurological: No numbness, no tremor

In the R.O.S., delete the “no” in any positive findings










CERNER & EPIC GI Consult Template
History

» Reason of Consult or Chief Complaint:

 Present lliness: Main sign/symptom (1/1/4/4/4 descriptors): (location, quality, severity,
duration, timing, context, modifiers, associated signs/symptoms)

— Unable to obtain Complete H.P.l., R.O.S., Past Medical, Social, nor Family History due to
inability of the patient to give the information (due to medical condition: _ ) and because
other reliable source is not available at this time: _ ; (when appropriate, write YES and
describe condition, to request Credit as Comprehensive History)

+ ( Focused Past History: (0/0/1/3/3 areas) )
— Medical:
— Social:

\ — Family: Y,




Actualizing Past M,F&S Hx

Subsequent Hospital Care

« Daily changes in Family and/or Social Hx are extremely unlikely.

* You can describe changing events in Past Hx (which are not
clinical hx nor physical exam):
— Fluid input/output |Part of EPIC Template
— Weight change
— Number of bowel movements
— Day # post-op, or day # of X-drug
— New allergic reaction/ adverse drug event

— Medication Changes |[/medchanges | |Partof CERNER

Template













Types of Multi-System Exam

Focused | Expanded | Detailed | Comprehen-
Focused sive

11997 |1 element| 6 elements | 12 elements | 2 elements x |

Rules 9 systems

1995 (1 element| 1 element | All elements | 1 element x 8
Rules X 2 areas In 1 area areas
plus 1

If you follow 1997 rules, minor deficiencies will be “protected” by 1995 rules







CERNER & EPIC GI Consult P.E. Template

« Physical exam: (1/6/12/2x9/2x9)

Constitutional: No distress, Well developed (there are always >/= 3 vital signs in the chart)
Skin: Normal Inspection; Normal Palpation

Eyes: Normal conjunctiva/eyelids; Normal pupils/iris; Normal fundus

HENT: Normal external ear/nose; Normal lips/gums; Normal oropharynx

Neck: Normal neck inspection; Normal thyroid palpation

Respiratory: Normal Effort; Normal Palpation; Normal Percussion; Normal Auscultation

Cardiovascular: Normal palpation; Normal auscultation; Normal carotid pulses; Normal femoral
pulses; Normal pedal pulses; Normal Aorta; No edema

Abdomen/Gl: Normal general palpation/auscultation; Normal liver and spleen; No hernias; Normal
rectal exam; FOBT not indicated

Lymphatic: Normal neck lymph nodes; Normal axillae lymph nodes; Normal groin lymph nodes
Musculoskeletal: Normal gait/station; Normal digits/nails

Neurologic: Normal cranial nerves; Normal deep tendon reflexes

Psychiatric: Normal judgment/insight; Normal orientation; Normal memory; Normal mood/affect

All abnormal findings should prompt deletion of “normal descriptor” + description of abnormality
Our template has 12 systems and only 9 of them are needed; you may delete the rest.













Data Complexity Attestation In CERNER and EPIC

The DATA COMPLEXITY of this Encounter, based on the number of elements fulfilled, is
(-/Minimal/Limited/Moderate/Extensive): *** (choose one with an “X”)

_EXTENSIVE: | completed 2 of these 3 items: a) ordered or reviewed > 3 of the following: unique
lab(s)/test(s), unique source external note(s), obtained history from unique independent historian(s)
AND/OR b) independently interpreted a test not performed by me AND/OR c) discussed
management/test interpretation with a specialist

_ MODERATE: | ordered or reviewed 2 3 of the following: unique lab(s)/test(s), unique source
external note(s), obtained history from unique independent historian(s) OR independently
interpreted a test not performed by me OR discussed management/test interpretation with a
specialist

_LIMITED: | ordered or reviewed > 2 of the following: unique lab(s)/test(s), unique source external
note(s) OR obtained history from an independent historian

_ MINIMAL: Minimal or None







Attestation of Diagnosis Complexity
CERNER PowerNote

DIAGNOSIS COMPLEXITY: The DIAGNOSIS COMPLEXITY of this patient is AS
MARKED WITH "X" (Limited/ Moderate/ Extensive)

« _EXTENSIVE: 1 or more chronic ilinesses with severe exacerbation, progression,
or side effects of treatment; OR 1 acute or chronic iliness or injury that poses a
threat to life or bodily function

« MODERATE: 1 or more chronic illnesses with exacerbation, progression, or side
effects of treatment; OR 2 or more stable chronic ilinesses; OR 1 undiagnosed new
problem with uncertain prognosis; OR 1 acute illness with systemic symptoms; OR 1
acute complicated injury

« _LIMITED: 2 or more self-limited or minor problems; OR 1 stable chronic iliness;
OR 1 acute, uncomplicated illness or injury

« _MINIMAL.: 1 self-limited or minor problem










High Risk

Likely Level 5 New, Consult or Established, or Level 3 Admission or Subsequent Care

Decision regarding hospitalization
Diagnostic endoscopies with identified risk factors

Drug therapy requiring intensive monitoring for toxicity (>/= quarterly)
(immunosuppression, diuretics).

An abrupt change in neurologic status

Cardiovascular imaging studies with contrast with identified risk factors (TIPS)
Cardiac electrophysiological tests

Discography

Elective major surgery (open, percutaneous or endoscopic) with identified risk factors
Emergency major surgery (open, percutaneous or endoscopic)

Parenteral controlled substances

Decision not to resuscitate or to de-escalate care because of poor prognosis




Moderate Risk

Likely Level 4 New, Consult or Established, or Level 2 Admission or Subsequent Care

Diagnosis or treatment significantly limited by social determinants of health
Prescription drug management

Diagnostic endoscopies with no identified risk factors

Obtain fluid from body cavity

Deep needle or incisional biopsy (Liver Bx)

Physiologic tests under stress (cardiac stress test, ACTH Stim Test)
Cardiovascular imaging studies with contrast and no identified risk factors

Minor surgery with identified risk factors

Elective major surgery (open, percutaneous or endoscopic) with no identified risk factors
Therapeutic nuclear medicine

|V fluids with additives

Closed treatment of fracture or dislocation without manipulation










Aids to Document Decision Making and Critical Care

. THE COMPLEXITY OF DATA | REVIEWED TODAY WAS: (Minimal/Minimal/Limited/Moderate/Extensive)

DATA Complexity was _ EXTENSIVE (4 points) , _ MODERATE (3 points), _ LIMITED (2 points), _ MINIMAL (1 point) : (Total points from adding: Review/Order Labs/Path (1
point), Review/Order Radiology study (1 point), Review/Order Medical Test (1 point), Discussed X-Ray with Radiologist (1 point), Discussed Path with Pathologist (1 point),
Requested Old Records (1 point), Summarized Old Record findings (2 points), Obtained history from additional source (2 points), Independently Interpreted Image, Tracing

and/or Biopsy (2 points each type))

Impression/Diagnosis and Management: (1/1/2/3/4)
— [(New+W/U(4), New (3), Worsened (2), Stable (1), Improved (1), Self-Limited (1)]
— Hepatic Encephalopathy; NEW; will investigate cause (cultures, BMP,...)

« RISK (Minimal/Minimal/Low/Moderate/High): (Dot phrases” (CERNER), or “Smart
Phrases” (EPIC))

« Critical Care: (“Dot phrases” (CERNER), or “Smart Phrases” (EPIC))


































Critical Care E&M

(critically ill/injured with high probability of life-threatening deterioration)

Independent of Location (ICU, vs ER, vs Ward)

Defined by TOTAL TIME OF “ATTENDING MD” FULL ATTENTION (if =/> 30
minutes)

TIME:

— A) Continuous or not (add all of them),
— B) At bedside or elsewhere in the floor, but immediately available,
— C) Time for “Separately Billable Procedure” can not be counted.

99291: First 30 to 74 min (5.44 RVU vs 4.12 for Initial Care-L3, and vs 2.09
for Subsequent Care-L3)

99292: Each additional 30 min or fraction (1-30 minutes) over the initial 74
minutes (2.71 RVU, each)

For 78 min critical care you bill: 99291 + 99292 = 9.56 RVU













Measurement of Total Time Spent on day of Encounter

https://www.ama-assn.org/system/files/2019-06/cpt-office-prolonged-svs-code-changes.pdf

Preparing to see the patient (eg, review of tests)

Obtaining and/or reviewing separately obtained history
Performing a medically appropriate examination and/or evaluation
Counseling and educating the patient/family/caregiver

Ordering medications, tests, or procedures

Referring and communicating with other health care professionals
(when not separately reported)

Documenting clinical information in the electronic or other health
record

Independently interpreting results (not separately reported (and
billed)) and communicating results to the patient/family/caregiver

Care coordination (not separately reported)







E&M Billing by Time

Should use total time, which includes face-to-face and non-face-to-face time spent by
the E/M provider. Does NOT include time spent on separately reported services or time
spent on activities the clinical staff usually performs when you determine the total time.

 New Out-patient codes: - Established Out-patient codes:
e 99202: 15-29 minutes e 99212: 10-19 minutes
e 99203: 30-44 minutes o 99213: 20-29 minutes
o 99204: 45-59 minutes e 99214: 30-39 minutes
e 99205: 60-74 minutes o 99215: 40-54 minutes

For Prolonged Services use 99XXX




Prolonged Outpatient Services

New Outpatient Prolonged Service Established Outpatient Prolonged Service
Total Duration of New Code(s) Total Duration of Code(s)
Patient Office or Other Established Patient Office
Outpatient Services or Other Outpatient
(use with 99205) Services
(use with 99215)

less than 75 minutes Not reported separately less than 55 minutes Not reported separately

75-89 minutes 99205 X 1 and 99XXX X 1 55-69 minutes 99215 X 1 and 99XXX X 1
90-104 minutes 99205 X 1 and 99XXX X 2 70-84 minutes 99215 X 1 and 99XXX X 2

105 minutes or more 99205 X 1 and 99XXX X 3 85 minutes or more 99215 X 1 and 99XXX X 3
or more for each additional or more for each additional

15 minutes. 15 minutes














































EPIC Counselling Statements

Smoking cessation Counselling: | counselled the patient, about the importance of smoking
cessation as risk factor reduction, for *** minutes (3-10 minutes = 99406, vs more than 10
minutes = 99407)

Alcohol avoidance in Chronic Liver Disease: | counselled about alcohol avoidance as risk
factor reduction for worsening liver disease and/or increased risk of Hepatocellular
carcinoma, for *** minutes (15-29 minutes = 99401/G0443, vs 30-44 minutes = 99402)

Weight reduction counselling in NAFLD/NASH: | counselled about diet and activity

modification for weight reduction, as risk factor reduction of liver injury from NAFLD and
NASH, for *** minutes (at least 15 minutes = 99401/G0447, vs 30-44 minutes = 99402)

Alcohol Abuse Screening and Brief Intervention: | performed an Alcohol abuse structured
screening (Single Question Prescreen, CAGE, AUDIT) and a brief intervention (SBI) service for
*** minutes; (15 to 30 minutes = 99408, vs greater than 30 minutes = 99409)

Drug Abuse Screening and Brief Intervention: | performed a Drug Abuse structured
screening by Drug Abuse Screening Test and brief intervention (SBI) service for *** minutes;
(15 to 30 minutes = 99408, vs greater than 30 minutes = 99409)













KENTUCKY Living
WIll Directive
Planning for Important Health Care Decisions

99497 - Advance care planning including the explanation and discussion of advance
directives such as standard forms (with completion of such forms, when performed),
by the physician or other qualified health care professional; first 30 minutes, face-to-
face with the patient, family member(s), and/or surrogate

99498 - Advance care planning including the explanation and discussion of advance
directives such as standard forms (with completion of such forms, when performed),
by the physician or other qualified health care professional; each additional 30
minutes (List separately in addition to code for primary procedure)

https://www.caringinfo.org/wp-content/uploads/Kentucky.pdf










Billing with Medical Student/Acting Intern

History, physical exam and/or medical decision-making must be performed
in the physical presence of a teaching physician or of a resident in a service.

NS

Teaching Physician must personally perform (or re-perform) the physical
exam and medical decision-making (no need to re-document)

NS

Teaching Physician must verify history, physical exam and/or medical decision-
making.

























Services must relate to an existing course of treatment; do not apply to a
new patient or when treating an existing patient for a new iliness or injury

Physician must be present in the office suite and immediately available to
furnish assistance and direction.

After completing the visit note, the NPP completes the Attestation Form
(which includes the name of the supervising physician), including the
“incident to” portion of the form, signs the note, and forwards the note to the
supervising physician

The supervising physician will receive a task regarding the need to sign the
note and submit the charges

The NPP may assign the charges (CPT code, diagnosis codes) in the
charge module prior to, or leave this to the supervising physician,
depending on the desired workflow for the clinic

The NPP or supervising physician completing the charge module should
select “incident to” in the drop-down menu in the data field labeled Special
Billing at the bottom of the Encounter Form view in the Charge Module

The supervising physician submits the charges (after reviewing the
completed charge data or completing the charge data as above)

The billing coder reviewing the charge data to submit the claim sees the
“incident to” notification in the charge module and submits the claim so it
can be paid at the physician rate if the payor permits this to be done



















QUESTIONS ?
















































Comparison of Risk Related to Diagnosis, Investigation
or Treatment Out-Patient Vs In-Patient

Out-Patient In-Patient

* Single Highest Iltem * Single Highest ltem
e Lists are NOT identical e Lists are NOT identical



Risk Tables In-Patient vs Out-Patient

* They are very similar but not identical.

* In the Outpatient tables, all the lliness / Problem

descriptions were removed and placed into “Out-Patient
Diagnosis Complexity”






Outpatient E&M Billing by Time on 2021

Should use total time, which includes face-to-face and non-face-to-face time spent by
the E/M provider.

Does NOT include time spent on separately reported services or time spent on activities
the clinical staff usually performs.

* New Out-patient codes: - Established Out-patient codes:
e 99202: 15-29 minutes ¢ 99212: 10-19 minutes
e 99203: 30-44 minutes o 99213: 20-29 minutes
o 99204: 45-59 minutes o 99214: 30-39 minutes
e 99205: 60-74 minutes e 99215: 40-54 minutes

For Prolonged Services use 99XXX




Prolonged Outpatient Services

New Outpatient Prolonged Service Established Outpatient Prolonged Service
Total Duration of New Code(s) Total Duration of Code(s)
Patient Office or Other Established Patient
Outpatient Services Office or Other
(use with 99205) Outpatient Services
(use with 99215)

less than 75 minutes Not reported separately less than 55 minutes Not reported separately

75-89 minutes 99205 X 1 and 99XXX X 1 55-69 minutes 99215 X 1 and 99XXX X 1
90-104 minutes 99205 X 1 and 99XXX X 2 70-84 minutes 99215 X 1 and 99XXX X 2

105 minutes or more 99205 X 1 and 99XXX X 3 85 minutes or more 99215 X 1 and 99XXX X 3

or more for each or more for each
additional 15 minutes. additional 15 minutes



















