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Stratis Health

* Independent, nonprofit, Minnesota-based
organization founded in 1971
— Mission: Lead collaboration and innovation in
health care quality and safety, and serve as a
trusted expert in facilitating improvement for
people and communities
» Working at the intersection of research,
policy, and practice

StratisHea@

Objectives

* Summarize components of appropriate
documentation and coding

» Describe Palliative Care Services in relation to overall
practice services and workflow

» Describe how documentation and coding are the
cornerstones of the business

» Describe how service line expansion and transition to
value impact long term organizational viability
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Documentation and Coding
for Rural Palliative Care
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Disclaimer

The Center for Medicare/Medicaid Services (CMS) continues to
announce any changes to documentation requirements and/or
effective dates periodically. The following materials were created
for the current environment.

CMS will continue to issue new guidance throughout the year;
Medicare makes changes to its bundling edits each calendar
quarter. Changes to Evaluation and Management Services are on
the horizon.

The information provided here is general information only, and the
user organization should consult with their Medicare
Administrative Contractor (MAC) or other payer for specific
reimbursement rules prior to implementing any billing processes
or decision.
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Third-party payer interpretations of coding and billing rules and
regulations can differ greatly. The following materials are intended to
provide guidance and should not be relied on as a guarantee of
payment.

The materials were prepared as a tool to assist healthcare service
providers in understanding documentation and coding for palliative care
and related services. Although every effort has been made to ensurethe
accuracy of the information, the ultimate responsibility for the use of this
information lies with the user. NOSORH does not accept responsibility
or liability regarding errors, omissions, misuse or misinterpretation.
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Road Map

» Getting to Know Each Other

* Introduction

» Operational Perspective

* The Reason We Do What We Do

* Documentation, Coding & (a little) Billing
* Services Related to Palliative Care

« Components & the Revenue Cycle

» Conclusion

* Resources

« Contact Info
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Getting to Know Each Other

National Organization of State Offices of Rural Health
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A Little About You! Noon

* CEOs?

* CFOs?

* Other C-Suite folks?
* Providers?

* Clinical Managers?
« Office Managers?

* Coding/Billing folks?
* Others?

National Organization of
State Offices of Rural Health

A Little About Me! ESD

North Carolina native
Graduate of UNC-Chapel Hill
Holds CPC-I, CPC, RMM,
RMC, RMB certifications
Worked at NC ORH for
almost 15 years providing TA
to rural safety-net providers
across the state

10

1

National Organization of
State Offices of Rural Health
1

: x.
National Organization of
State Offices of Rural Health

12

10/20/2020



=
m’
£

Important Reminder

ORH

| am not clinical.

National Organization of
State Offices of Rural Health

National Organization of [Lh
State Offices of Rural Health  Moso™

NOSORH promotes the capacity of State Offices of Rural
Health and their stakeholders to improve health in rural
America through leadership development, advocacy,
education and partnerships.

National Organization of

State Offices of Rural Health
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State Offices of Rural Health [@

Core Activities:
 Information Dissemination
» Coordination — key conveners

» Technical Assistance — atleast
20,000 TAclients lastyear

* Noteworthy: .

« Unique federal — state partnership [

« State, University and non-profits
focused on state needs

» Other grantee applicants are

required by FORHP to connect
with the SORH

National Organization of

State Offices of Rural Health
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* Rural EMS Conference
* Grant Writing Workshops

& on demand Beyond the Basics froidy
webinars Roversa Grant Recipiants

* TruServe Web-Based
Performance Measures
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Important Reminder £

| am not clinical.

National Organization of
State Offices of Rural Health

Power of Rural Campaign

Founded to bring attention to:
Rural America is a great place to live and

4 work and be a healthcare provider
7%. * Quality and innovation are abundant in

ST

rural communities

« Disparities do exist and can be addressed
through joint national, state and local
efforts

« Growing beyond the day into a
movement!

Nominate your stars!

To stay informed take the Power of Rural Pledge

Visit PowerofRural.org wovember 21, 2019 #powerofrural

NatlonalRural "‘1 4

IT'S NOT JUST A DAY, IT'S A MOVEMENT.
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Background

Why do we provide these services?

Rural populations are disproportionately ill,
disabled, poor, and older. Rural adults are
more likely than their urban counterparts to
have a range of chronic conditions.

Source:

National Organization of
State Offices of Rural Health

Background Ly
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What is Palliative Care? dees

Palliative care is specialized care for people living with
serious illness. Care is focused on relief from the
symptoms and stress of the illness and treatment—
whatever the diagnosis. The goal is to improve and
sustain quality of life for the patient, loved ones and
other care companions. It is appropriate at any age and
at any stage in a serious illness and can be provided
along with active treatment. Palliative care facilitates
patient autonomy, access to information, and choice. The
palliative care team helps patients and families
understand the nature of their illness, and make timely,
informed decisions about care.

National Organization of

State Offices of Rural Health
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Question!?!

Are you currently providing Palliative Care
services? If so, how is it funded?

*If you would like, please put answers in
chat box! —

National Organization of
State Offices of Rural Health
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https://waportal.org/partners/home/washington-rural-palliative-care-initiative
http://www.stratishealth.org/documents/Stratis-Health-Rural-Palliative-Care-2014-09.pdf

Operational Perspective

Connection to Value

NOSORH National Organization of State Offices of Rural Health

Value-Based Defined k

_
NOSORH

“Value-based care refers to the departure
from a system in which providers were paid
for the number of healthcare services
provided (e.qg., tests, visits, procedures), to a
focus on an approach designed around
patients, for improved health, quality
delivery of care, and lower cost of care.”
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Operational Perspective £SO

COMPONENTS

National Organization of
State Offices of Rural Health
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Value-Based Defined ESD

“Value-based care focuses on:

* Provider payment incentives that reward
value rather than volume

* Models of care delivery that coordinate and
integrate clinical services for both patients
and communities, with a focus on
prevention and wellness

« Information sharing that creates
transparency on the cost and quality of
care to support better decision-making by
providers and consumers”

National Organization of
State Offices of Rural Health
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https://nosorh.org/wp-content/uploads/2017/09/SORH-RHC-ENGAGEMENT-TOOLKIT-Final.pdf
https://nosorh.org/wp-content/uploads/2017/09/SORH-RHC-ENGAGEMENT-TOOLKIT-Final.pdf
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It Takes A Village [Lrﬂ
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Who Is On The Team? !@

NOSORH
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The Reason We Do
What We Do

Eye on the Prize

NOSORH National Organization of State Offices of Rural Health
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Medical Necessity LS
NOSORH
Need to answer:
OWhat service is needed?
QWhy are we performing the service?
QHow will the service be performed?
QWwho will perform the service?
OWhere will the service be performed?

National Organization of
State Offices of Rural Health
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Medical Necessity
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LOCATION...
Does it matter?

National Organization of
State Offices of Rural Health

Phace of Service Codes for Professéonsl Chiims
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Tndian Health
Service Provider- | the Indian Health Servi
based facility

"A iy, orl ocation. own edaud operaled by

diagnostc. Therepeulic (urgcal 3ildnon-
surgical). and reh3bilitaton services rendered
by, or nuxei-he stpetvison. of. physicians to
Anericn e nd Al sz
as inpalieulsor aratents
Eecive sniay 2 2005)

“A T iy orfoc.1iouo,

standing Faciliy | federaly recognized American Indian o A

Native tribe QLuibal O1-gunizztiou undera 638
agpeerment, which provides diagnoslic
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uot Legpire haspillion_(

Effeciive Jenuary 1. 2003)

Tiibal 638

Provider-based
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Effeclive Jauuacy 1. 2

PAECIVCorecional | A pri= Jail eformaiOLy. work farm. Getention
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(This code s avallabl for use immediatly wilh
Rl effective dareof \fav 1 2010)

Place of
Employment-

"A ocalion. o described by any otherTOS
cide.owned or opernred byapublic o1 plihete
enty uhmrohtuberls rplye.and where
ahealth prokt Sorel

it cccpalorl edcal \herapeu\lL or
refabiat ve sevices to the indiic
(Tis e & e il for e elfcllve anuary
1. 2013 buin, o et than llfay 1.

Off Campus.
Ou aient Hospital

A portion of an offcalliLL snomwal provider
based depmiment which provides G0giloslic
therapeutic (bolhsurgical and nonsurgical), and
rehaWitation servioesto Sii.or iajured eEOlIS
thodo notrequire. hospitalizatiou or
nstim1ionalzation (Effecti v 1. 2016)

Urgent Care
Facilfy

Locarion. GetiLlct fmm ahospitaleme.rgency
foom. an office. or aclinic, wh e purposeis 1o
diagnose and ireatllness orilljmy for

111Sched e ambuOEory patiens seeking
ILILedte medical altenlion,

i clive January 1. 200.

T peELE Fopi

‘atucilly. othe-inan. psychianic. , fich
immily Lrovides diagnostic. thernpeu 1c (bo1h
Surgical and 1ousur Ke10.and rehabilitatiou
' Wt ihe supervisiouo f
Lhysi topdtenkdmilledfor viliefy of

On Cetmpus-
‘Ougialien! Hospilal

A portion. of a h.ospitals IMILLCILD s which

roviesdign e, eraputc Colnsurgical
and nonmi-gial. and 1elabilitatiou seivices m

Sk njwed p 0 4o not g e

h pibizati on or insthitionalizalion.

(Descr-pionchange eff cive. January 1. 2016)
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PT ce orSenire Delcupiton

R
ilbess or inimY_ OL1imnrimbtorY bas

1z Fome

Lutzhan lher e espllor cher oy
where Thepalient 1-eceies cTeilla pavas
residence

] AsBedLiing
Facily

ncregME & SOeut a Ity vath e
001tainedliving unilsprovidiy assesSllet of
e.ad1 re.sideutsneeds and on-slesuppmt 24
U’ d0y. 7days 2 week. wih the capacity 10
deliver or m.umgefo.rservices incindiey SO
d other services
Effeclive October 1. 2003)

[ Group Home-.

A residence. wilhshared Iing areas. where

clients receive supervis onand olher services.

such as social and/or behavioral services.
service. andmininl.alsendces (e g+

medc ation adminitmtion).

(Effeclive Oclober 1,2003)

v Mobile Unit

A facilily/nnit that mov esfrom pJ ace.to-pla
equipped to provide preven e, screening
diaignostk. andor neanentservices

(Effective January 1, 2003)

® Tempomiy
Lodging

A SOLtermace ommodation such. as a NOtel
ground. hookel. cuice_shpor resort where

thepaent receives care, an

identified f}y Ony olherPOSci0de.

Effclive Janvary | 2

7 WOk-n Retal
Heahh Clink

)
“A wellciTThe athd L. Olfer Than an office.
uri ent care facility. il fcy or illdepelident
Jd ik and not described by any olher PLare of
IService cooe . that s located wElll1 arelil
operation and provides. on3ll illonki01y basis.
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SurgicalCenler
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2 A POl ofa hospial
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7 X e iy e TR
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are pvide ambulatory bais

3 BriL g Center

A fecilty. other Than an ospital mate mi
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aselling for labor. deery . and LuuLediate
post-partum care as wellas immediate cireof
new bormin s,

Facilty

Mirery Tremienr | A medical facilty operated by one o1 more of
it

the Uni.fonned Services. Milrzy Treannent
Fad il (MTF) aks o refers tocerlain folmeU.S.
Public. Heth Service (USPHS)fucilres nol
designated as Unifonn ed Service | realment

Fad i es (USTF)
I

2730 | Unassigned
=

ATy FORESTIpAET
Kl nurs ing care and reated seivices to
patients who require medical. nursing. or
rehahlitative ervices but does not provide the
level oft Lireort e mentavala bl in a lospital,

A facility which primarily provides  residerls
suiled nuising careand relledservices for the
‘LehallHaOLL of injuTed. dis.alld. o: sick
persons, or. Olla regular basis. health-related
careseivizsabove the level of custodial et
other than individuals v riekeonizal
disDoilies

ursing
Fociily

el Nt g Fac

3 CustodialCare

A fcity WhEh s 0GR boardndaier
sedires. genemlly o
Fon g em ol ancwhih doe m oHnlude a
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Hospice “Adecilry. other Ibanapalienls e _in which
palliative and sypotthect1te for teum hally il
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andstafed forlfsaing and s O1the
Sk tin
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7548 | Unassigned NIA
e Pidependent Clivc._| A location. 1 ol of OPoILand ot
described by any olher Placeo Service code.
thts 0Lz Ond peraedtolovide
piesentive diOgoslic, thei opentc
rehabilitative. or pallialiveervices o
outpatietsonly.
(Effeclive October 1,2003)
50 Federly QLiaLfed | A faciiy Tocaled i a meic ally UL 1derened
Healh. Celler elihat privid.es VickLLebel leticities
preventive prmy medical cae ullderthe
el direction of a Unsician.
51 Tnpateint. Ammy Amnrov\uesMlpahwlpsycmamc
Psychialtc Facilty
i
%2 Psydna’nc Fadity Aixmly Tor ed - osis andneament of
mental ilness that prvides 2 planued
Hnsp.mhm,m therapeutic program forLtien who do not
require fulllime hospiti. ton. biitwho nced
jogmimshillimepost ible fiom
outimtent visils o ahosptal.besed or ho pila-
affited ol
B Conrmmury, Mental | A fcilly s Trefollomng &
Fealh Callet et mmmgqmanm
dent services for childr Iderly
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Place of | Place ofService | Place of Service Descripfion
Service | Name
Codets)
@ T A Tocation wikre providers adminiter
Tomization | prenmoeoecal pneumonia and influenza vints
Center accinations and submit these services a5
electronic media clims, paper claims, or using
e o illg o Th gl ks
lace in a mass immunization setting. stch a5, &
Dbt hest eer, pharacs, ol bty
ice s
o A acility thar

ith physical disabilies.
Services include physical therapy. occupational
thenpy: speech pukology. socal

syehological services. and orthotics and

cs services.

62 ‘Comprehensive. that provides comprehiensive
Ouipatient u\mumm services under the sperviion ofa
Relabiliution | physician to oupatients with physical

disabilities. Services include physical therapy.
ocaupational therspy, and speech pathology
services,

61| Uanssiged NA

& Ed-Suge Rel | A Ty o 3 hospial WIich provides
Disease Treatment du\l lysis treatment, maintenance, and/or traini
Facilty o ptiens or caegivers on a subultory or

home-care bass

@70 | Canssigned bey

7 Public Heall iy masaiined by eiier Siae or ocal
Clinic L\um.\ ﬂ&'ﬂmﬂumm it provides ambulatory

iy medil ot e e v
Giection
7 ol Heaih A certifed faclty which s Tocated T a rural
‘ ety mderseved st provices
mbnltony ey medilcar der e
cencrl ditection
T8 | Conssigoed NA
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ubstance Abuse
TLeament Facilty

Plizor | Pla ceOTSTAL & | PT-re ofsen-re DeactpilOn
Setvire | ame
Codess
|
indNAdUaIS o are chioTical ly 11 _ana
Tesidents of the CMHC mental healh senvices
area whohave been disclrarged from inpaliellt
ueatlllntat a mental heahh facilly: 24 houra
day emergency cafese:ices dayUe. oment
other paital hoopilalizatioo services. or
psychooocial ecobiltaioo services; sreening
iepaliens being c0LLStee 01 TSN 10
tele mental heahh fecililiestod mine the
appropriteness of such admission; and
O0lisratiol tandeducatiol senices.
= Tnteimediate Cace | A faciily which primarily provides heahn
Fad filyhi.dhiduel s | L-elated care and services. above the level of
with elleoel | clodial care o individuals butdoes not
Disabiliies prov th vl ofcare ot Tellent v kb
a hospital 0
- =CE o

D et
s e ool and ﬂmg\ abuse tole-in

-sidenls o do nol require acutermedical care
e ke neheis] idgroup tlelzpy
and coullseling. femily cou IS laboratory
tess. chugs alidupplies. psyclmlogical tesling.
and room kiboerd

E PychiOIK “ATucilty or i shinctpartot & Tcy T
Resicential psycrian-ic care which provides a total24-hour
b tlerepeutically planned Ond plOfessiooally
SI0ffd roulivine 10leanin eni?Qr1111at
5 NOTLTebl | A locanon whidlprovides lrealmem 01
ubstance Abuse | substlice( Icohol and drug) buse on an
Theamentradily | Jdrbul201y besis. Services ildude Etividual

Jidgroup thempy and ecl111Seingillily
OB eboroly s s and ol s
aud pyhologiealeing.

v October 1 2001)
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% Oier Feear Ofher place o ervice
Service

+ Rew ed.effective April |
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Connecting Medical [,Lh
Necessity & Value

In our value definition it says “...focus on an
approach designed around patients, for
improved health, quality delivery of care, and

lower cost of care.”
T

ey

National Organization of
State Offices of Rural Health
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Documentation,
Coding &
(a little) Billing

Quick Course

NOSORH National Organization of State Offices of Rural Health

&y

Switching Gears... &=

e

National Organization of
State Offices of Rural Health
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Qualifier!

NOSORH

| am not clinical.

National Organization of
State Offices of Rural Health
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What is Coding?

“Medical coding is the transformation of
healthcare diagnosis, procedures,
medical services, and equipment into
universal medical alphanumeric codes.”

National Organization of

State Offices of Rural Health
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Documentation iy

The cornerstone of
the business.

(aka, If it’s not documented, it didn’t happen
and therefore cannot be coded nor billed for
reimbursement.)

National Organization of
State Offices of Rural Health

Why Do We Code? iy
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 “Accurate” reimbursement

» Exchange health data with other
organizations and government agencies

* Provide evidence for healthcare policy
advocacy work

« Evaluate utilization of resources

*Track potential public health threats (such
as Lyme Disease, Flu, Ebola, etc.)

» Measure quality of care (aka, VALUE!)

National Organization of
State Offices of Rural Health
0

5

Some Palliative Care \
Considerations... =

* Think like payers and “classify” the
program/services - a physician practice where
provider specialty happens to be palliative
medicine

* Remember that (generally) for a service to be
payable it must
1. be medically necessary (complexity/intensity)

2.was provided by a qualified individual for the benefit
category

National Organization of
State Offices of Rural Health
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https://www.aapc.com/medical-coding/medical-coding.aspx

Palliative Care vs. Hospice Care

Similar but Different

The

Combined

Care

otlow s on Twiter W st

National Organization of State Offices of Rural Health

Documentation Components

The first three of these — history, physical
examination and medical decision making —
are considered the “Three Key Components.”

CMS’s 1995 or 1997 documentation
guidelines are used to determine whether
documentation supports the “level of service”
billed—but there are some nuances in how the
Medicare program and most other payers look
at E/M services on medical/documentation
review.

National Organization of
State Offices of Rural Health
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Documentation Components

There are seven components in CPT and the
CMS'’s documentation guidelines for E/M
Services:

. History

. Physical examination

. Medical decision making (complexity/intensity)
. Nature of the presenting problem

. Counseling

. Coordination of care

. Time (complexity/intensity)

~NOoOUOA~AWNE

National Organization of

State Offices of Rural Health
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Remember... i
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The Medicare Claims Processing Manual, Chapter
12, §30.6 addresses Medical Necessity as follows:

Medical necessity of a service is the overarching
criterion for payment in addition to the individual
requirements of a CPT code. It would not be medically
necessary or appropriate to bill a higher level of
evaluation and management (E/M) service when a
lower level of service is warranted. The volume of
documentation should not be the primary influence
upon which a specific level of service is billed.
Documentation should support the level of service
reported. (30.6.1A)

National Organization of
State Offices of Rural Health
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Documentation Components _L.

Chief Complaint — describes the symptom,
problem, condition, diagnosis or other
factor that is the reason for the encounter,
usually stated in the patient’s words.

National Organization of

State Offices of Rural Health

History g
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NOSORH
* History of Present lliness

* Review of Systems
* Past, Family, Social History

HPI (History of Present Iliness), ROS
(Review of Systems), and PFSH (Past,
Family, Social History) combine to make the
history component of the E/M level
determination

National Organization of
State Offices of Rural Health
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4 Types of History -

* Problem focused — chief complaint, brief history of
present illness or problem (1)

» Expanded problem focused — chief complaint, brief
history of present illness, problem pertinent system
review (2-7)

National Organization of
State Offices of Rural Health
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4 Types of History (continea

Detailed — chief complaint, extended history of present iliness,
problem pertinent system review extended to include a limited
number of systems, pertinent past, family and/or social
history directly related to the patient’s problems

(6-7)

Comprehensive — chief complaint, extended history of present
illness, review of systems which is directly related to the
problem(s) identified in the history of the present iliness plus a
review of all additional body systems, complete past, family,
and social history (8 or more)

National Organization of
State Offices of Rural Health
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Nature of Presenting Problem 4
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A disease, condition, illness, injury, symptom,
sign, finding, compliant, or other reason for
encounter, with or without a diagnosis being
established at the time of the encounter.

National Organization of

State Offices of Rural Health
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5 Types of Presenting Problems ccontinuea

» Moderate severity — the risk of morbidity without
treatment is moderate; there is moderate risk of
mortality without treatment; uncertain prognosis OR
increased probability of prolonged functional
impairment

* High severity — risk of morbidity without treatment is
high to extreme; there is a moderate to high risk of
mortality without treatment OR high probability of
severe, prolonged functional impairment

National Organization of
State Offices of Rural Health
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5 Types of Presenting Problems iy

4
NOSORH

* Minimal — may not require the presence of the physician,
but service is provided under they physician’s supervision

« Self-limited or minor — runs a definite and prescribed
course, is transient in nature, and is not likely to
permanently alter health status OR has a good prognosis
with management/compliance

» Low severity — the risk of morbidity without treatment is
low; there is little to no risk of mortality without treatment;
full recovery without functional impairment is expected

National Organization of

State Offices of Rural Health
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Examination
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The extent of the examination performed is
dependent on clinical judgment and on the
nature of the presenting problem(s). The
levels of E/M services recognize four (4)
types of examinations.

National Organization of
State Offices of Rural Health
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4 Exam Types
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» Problem focused — limited exam of the affected body area
or organ system (1 body area or organ system)

Expanded problem focused — limited exam of the affected
body area or organ system and other symptomatic or
related organ system(s) (2-7)

Detailed — extended exam of the affected body area(s)

and other symptomatic or related organ system(s) (2-7 w/ 1
detailed/expanded upon)

Comprehensive — general multi-system exam or a
complete exam of a single organ system (8 or more)

National Organization of
State Offices of Rural Health
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CPT Recognized Organ Systems :
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* Eyes » Musculoskeletal
* Ears, Nose, Mouth, & < Skin
Throat « Neurologic

« Cardiovascular
* Respiratory

* Psychiatric
* Hematologic/

* Gastrointestinal Lymphatic/
+ Genitourinary Immunologic

National Organization of
State Offices of Rural Health

CPT Recognized Body Areas l

* Head, including face
* Neck

* Chest, including
breasts & axilla

National Organization of
State Offices of Rural Health
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* Abdomen

* Genitalia, groin,
buttocks

* Back

» Each extremity

66
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LIKE IT’S 19935!!
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1995 CMS Recognized Exam Elements Ly
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Organ Systems NOSORH
Cardiovascular
Constitutional symptoms
(e.g., vital signs, general

Back, including spine appearance)
Ears, nose, throat, mouth

Chest, including spine & Eyes
axillae Gastrointestinal
Each extremity Genitourinary

o . Hematologic/lymphatic/
Genitalia, groin, and

Body Areas
Abdomen

buttocks Immunologic
. . Musculoskeletal
Head, including face Neurologic
Neck Psychiatric
Respiratory

Skin
National Organization of

State Offices of Rural Health
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How do you code an encounter?
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» Determine the complexity (aka, intensity!)
of medical decision making

* Select appropriate level of E/M services
based on key component requirements as
stipulated in the CPT manual — some
stipulate all key components, some
stipulate two of three

National Organization of
State Offices of Rural Health
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How do you code an encounter? .'."ots‘o%..

+ Determine the extent of history completed

Problem Focused, Expanded Problem
Focused, Detailed, Comprehensive

» Determine the extent of exam performed
Problem focused, Expanded Problem
Focused, Detailed, Comprehensive

National Organization of

State Offices of Rural Health
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Documentation
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The cornerstone of
the business.

(aka, If it’s not documented, it didn’t happen
and therefore cannot be coded nor billed for
reimbursement.)

National Organization of
State Offices of Rural Health
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THE STORY!

How do you determine medical decision
making???

National Organization of

State Offices of Rural Health
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Primary Objectives
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» Todecrease administrative burden of
documentation and coding

* To decrease the need for audits, through the
addition and expansion of key definitions and
guidelines

* To decrease unnecessary documentation in the
medical record that is not needed for patient care

* To ensure that payment for E/M is resource-based
and that there is no direct goal for payment
redistribution between specialties

National Organization of
State Offices of Rural Health

AMA Proposal :

NOSORH

I

Code set revisions take effective January 1, 2021.

The proposal scope is completely focused on
revisions to the E/M office or other outpatient visits
(CPT codes 99201-99215).

National Organization of

State Offices of Rural Health
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4 Types of Medical Decision Making
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NOSORH

+ Straightforward

* Low complexity

* Moderate complexity
* High complexity

To qualify for a given type of decision making,
two of the three elements in the Table of Risk
must be met or exceeded.

National Organization of
State Offices of Rural Health
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Medical Decision Making ESD

NOSORH

Refers to the complexity of establishing a diagnosis
and/or selecting a management option as measured by:

» The number of possible diagnoses and/or the number of
management options that must be considered;

The amount and/or complexity of medical records, diagnostic
tests, and/or other information that must be obtained, reviewed,
and analyzed; and

The risk of significant complications, morbidity, and/or mortality,
as well as comorbidities, associated with the patient’s presenting
problem(s), the diagnostic procedure(s) and/or the possible
management options.

National Organization of

State Offices of Rural Health
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Medical Decision Making

Medical decision making refers to the complexiy of establishing a diagnosis and/or
selecting a management option, which is determined by considering these factors:
The number of possible diagnoses andor the number of management options that
must be considered

+The amount and/or complexiy of medical records, diagnostic tests, and/or other
information that must be obtained, reviewed, and analyzed

The risk of significant complications, morbidity, and/or mortalty as well as
comorbidities associated with the patient's presenting problem(s), the diagnostic
procedure(s), and/or the possible management options

.
\ This abe depit he eement o each el of mcical decion making, Note et o
-\ Q! oy o3 v e et e s v v e st

be met or exceeded

rvpe o pECISION

MakinG

Staightforward Minimal Minima or None Winimal
Low Complexity Limited Uimited Low
Moderate Multiple Moderate Moderate.
Complexity
g lexit ive. Extensive High
PRSI o anclI58R Bement | OPtions' ig

‘The number of possible diagnoses and/or the number of management options to.
consider is based on:

MEDICAL
CISION MAKING

+The number and types of problems addressed during the encounter
+The complexity of establishing a diagnosis
+The management decisions made by the physician

In general, decision making for a diagnosed problem is easier than decision making for

an identified but undiagnosed problem. The number and type of diagnosed tests Af A
performed may be an indicator of the number of possible diagnoses. Problems that are FLEL

improving or resolving are less complex than those problems that are worsening or
faling to change as expected. Another indicator of the complexiy of diagnostic or
management problems is the need to seek advice from other health care professionals,

D
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Here are some important points to keep in mind when documenting the number of
diagnoses or management options. You should document

An assessment, clincal impression, or diagnosis for each encounter, which may be
explictly stated or implied in documented decisions for management plans and/or further
ation:

For a presenting problem with an established diagnosis, the record should refect
whether the problem i

Improved, wel controlled, resolving, or resolved

Inadequtely controlled,worsening, or aiing to change as expected

Fora diagnosis, th or

cllmca\ impression may be stated in the form of differential diagnoses or as a
ssible, “probable, or “fule out” diagnosis

e it of. o changes . reament, whch ncudes  vide ange of managenent

erapies, and medicat

@1t referrals are made, consultations requested, or advice sﬂuwm‘ to whom or where the.
referral or consultation is made or from whom advice is requested

Amount and/or Complexity of Data to Be Reviewed

“The amount and/or complexity of data to be reviewed s based on the types of diagnostic

testing ordered or reviewed. Indications of the amount andor complexiy of data being

reviewed include:

A decision to obtain and review old medcal records and/or obtain history from sources

other than the patient (increases the amount and complexity of data o be reviewed)

#Discussion of contradictory or unexpected test results with the physician who

performed or interpreted the test (indicates the complexity of data to be reviewed)

2Tne physiian uno ordered a testpersonaly eves tho mage racing, of specimen
from the physician report

interpretation (nicates the complexty of data 10 be reviewed)

Here are some important points to keep in mind when documenting amount andfor
complexity of data to be reviewed. You should document:

The type of service, f a diagnostic service is ordered, planned, scheduled, or performed
atthe time of the E/M encounter.

The review of laboratory, radiclogy, andior other diagnostic tests. A simple notation
such s WE levale or “Chest xiay unremarkabie” s accetable. Alemaively,
document the review by initialing and dating the report that contains the test results.

A decision to obtain old records o additional history from the family, :muker‘ or other
source 1o supplement information obtained from the patient.

e sanicsscos [

MEDICAL
DECISION MAKING

81

 Relevant findings from the review of old records andlor the receipt of additional
history from the family, caretaker, or other source to supplement information

cbtaned o e patlen. You should docuent hat et v relvant nfomatin
beyond tha already obtained, as appropriate. A notation of “Old records reviewed"
“Additional history obtained from family” without elaboration is not sufficient,
Discussion about results of laboratory, radiology, or other diagnosti tests with the.
physician who performed or interpreted th

‘The direct visualization and independent interpretation of an image, racing, or
specimen previously or subsequently nterpreted by another physician

Risk of Significant Complications, Morbidity, andfor Mortality
“The risk of significant complications, morbidity, and/or mortaliy is based on the risks
associated with these categories:

Presenting problem(s)
Diagnostic procedure(s)

# Possible management options

The assessment of risk of the presenting problem(s) is based on the risk related to the
disease process anticipated between the present encounter and the next encounter.

e assessmentof sk of slectng dagnostc Dmcemues and management opons
ased on mediately following ent.
m highest level of risk in any ene category termines the overall o

The level ofrsk of significant complications, morbidity, and/or mortaliy can be:

@ Minimal

@ Low

= Moderate

@ High

Here are some important points to keep in mind when documenting level of risk. You
should document;

% Comorbidities/underlying diseases or other factors that increase the complexty of
medical decision making by increasing the risk of complications, morbidity, and/or
mortaly.

“ The type of procedure, it a surgical or invasive diagnostic procedure s ordered,
planned, or scheduled at the time of the E/M encounter.

The specific procedure, if a surgical or invasive diagnostic procedure is performed

at the time of the EM encounter.

% The referral for or decision to perform a surgical of invasive diagnostic procedure on
an urgent basis. This point may be implied.

MEDICAL
DECISION MAKING
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This table can help determine whether the level of risk of significant complications,

morbidity, andior mortaiy is minimal, kow, moderate, of high. Because determination of

fisk is complex and not readily quantfiabie. the table includes comman cinical examples.
K

Table of Risk (cont)
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What’s The Big Deal? Ly
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Improper coding results in the practice
* Loss of revenue
* Refunds
* Fines
 Accusations of Fraud
* Medicare — OIG — “Men in Black”

National Organization of

State Offices of Rural Health
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CMS Guidelines for Use of ICD-10 Codes A g
_
“The conventions, general guidelines and chapter-
specific guidelines are applicable to all health care
settings unless otherwise indicated. The
conventions and instructions of the classification

take precedence over guidelines.

The appropriate code or codes from A00.0 through
T88.9, Z00-799.8 must be used to identify
diagnoses, symptoms, conditions, problems,
complaints or other reason(s) for the
encounter/visit.

Source: oding/ICD10/D D10-Coding-Guidelines- pdi

National Organization of
State Offices of Rural Health
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Who Cares, Anyway?

Other than the insurance companies that are paying
claims — including Medicare and Medicaid

Baltimore Statistical Office

EVERY claim goes through this office without common knowledge.

All ICD-10 codes are tracked — including trended to physician —
and extracted. This information is disseminated to appropriate
agencies (ex, CDC).

National Organization of
State Offices of Rural Health
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——Chapters of the ICD-10-CM

/ADO-B99 Certain Infections & Parasitic Diseases

LOO-L99 Diseases of the Skin & Subcutaneous Tissue

COO-D49 Neoplasms

MOD-M99 Diseases of the System

D50-D89 Diseases of the Blood & Blood-forming
Organs & Certain Disorders involving Organs &
Certain Disorders involving the Immune Mechanism

NOO-N99 Diseases of the Genitourinary System

EOO-E89 Endocrine, Nutritional & Metabolic Diseases

000-09a Pregnancy childbirth & the Puerperium

F01-F99 Mental & Behavioral Disorders

POO- P96 Certain Conditions Originating in the
Perinatal Period

GOO-G99 Diseases of the Nervous System

Q00-Q99 Congenital Malformations, Deformations &
e

HOO-H59 Diseases of the Eye &Adnexa

ROO-R99 Symptoms, Signs &Abnormal Clinical &
Laboratory Findings, Not elsewhere Classified

HB0-HI5 Diseases of the Ear and Mastoid Process

SO0-T88 Injury, Poisoning & Certain Other
c of External Causes

100-199 Diseases of the Circulatory System

VOO- Y99 External Causes of Morbidit;

J00-J99 Diseases of the Respiratory System

'Z00-299 Factors Influencing Health Status & Contact
With Health Services

KOO-K94 Diseases of the Digestive System

National Organization of
State Offices of Rural Health

Themedical Management Institut
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Like Dominoes i
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Incomplete documentation,
leads to incomplete coding,
leads to incomplete billing, leads
to incomplete reimbursement.

National Organization of
State Offices of Rural Health

Coding
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* Palliative Care Codes (PCC)

* Chronic Care Management (CCM)

* Transitional Care Management (TCM)
» Advanced Care Planning (ACP)

* Prolonged Services Codes
 Evaluation & Management (E/M)

National Organization of
State Offices of Rural Health

9

Services Related to
Palliative Care

Transitional Care Management
Chronic Care Management
Advanced Care Planning
Prolonged Services

NOSORH National Organization of State Offices of Rural Health

min

FACT SHEET

= KNOWLEDGE - RESOURCES © TRAINING

92

10/20/2020

23


https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/Downloads/Transitional-Care-Management-Services-Text-Only.pdf

Transitional Care Management Services MLN Fact Sheet

Learn about Transitional Care Management (TCM) services:

 TCM senices

 Health care professionals who may furnish TCM services

« Supenision

« TCM senices settings TCM components Billing TCM

o senices

« Billng TCM Senvices Frequently Asked Questions (FAQs)

« Resources

TCM SERVICES

“The requirements for TCM services include:

« Senices during the beneficary's transition to the communiy setting following particular kinds
of discharges

 Health care professionals accepiing care of the beneficary post-discharge from the facilty
setting without a gap

* Health care professionals taking responsibilty for the beneficiary's care

 Moderate or high complexity medical decision making for beneficiaries who have medical andior
psychosocial problems

The 30-day TCM period begins on the beneficiary's inpatient discharge date and continues for the
next 29 days.

HEALTH CARE PROFESSIONALS WHO MAY FURNISH TCM SERVICES

These health care professionals may furnish TCM services:

« Physicians (any specialy)

« Non-physician practitoners (NPPs) legally authorized and qualified to provide the senvices in the.
State where they furnish th
Gertified (CNMs) Cinical (CNSs) Nurse: NPs)
Bhysician assistants (PAS)

CNMs, CNSs, NPs, and PAs may furnish non-face-to-face TCM services "incident to” the senvices of
a physician and other CNMs, CNSs, NPs, and PAs. When we use ‘you" in this fact sheet, we are
referring to these health care professionals.

Page 90 of8
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Transitional Care Management Sen MLN Fact Sheet

Report the service f you make two or more unsuccessful separate attempts in a timely manner.
Document your attempts in the medical record if you meet all other TCM criteria. Continue your
attempts to communicate with the beneficiary unti they are successful. If the face-to-face visit is not
within the required timeframe, you cannot bill TCM senvices (for more information, see the Face-1o-
Face Visit section).

et " ABAIGM

equity and responding to disparites. Concepts include: data collection, data analysis, culture of
equity, quality mprovement, and interventions.

‘Quide to Reducing Disparities in Readmissions — An overview and case studies of key issues and
strategies related 10 care coordination and readissions for racially and ethnically diverse
Medicare beneficiaries

2) Certain Non-Face-to-Face Services

are not medically
et o noede, i) sl under your direction may provide certain non-face-to-face services.

Services Furnished by Physicians or NPPs

Physicians or NPPs may furnish these non-face-to-face services:

« Obtain and review discharge information (for example, discharge summary or
continuity-of-care documents)

Reeviwneed for,or follow-up on, pending diagnosiic tests and treaiments

Ienterct with other health care professionals who wil assume or reassume care of the.

beneficary's system-specific problems

Pemide education to the beneficary, family, guardian, andor caregiver Establish or re-

« establish referrals and arrange for needed community resources Assist in scheduling

« required follow-up with community providers and sevices

Services Provided by Clinical Staff Under the Direction of a Physician or NPP
Clinical staff under your direction may provide these services, subject to the State's supeision law,
and other rules already discussed:

Communicate with agencies and community services the beneficiary uses

Provide education to the beneficiary, family, guardian, and/or caretaker (o support self-
management,

independentving, and actites of daily Iving

Assess and supporttreatment adherence and medication management Identity available
community and health resources

ist th samiy in accessing needed care and service:

Page 92 ofg
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SUPERVISION

You must furnish the required face-to-face visit under minimum direct supervision, subject o

law, scope of practice, and the Medicare Physician Fee Schedule (PFS) incident o
Lules and requlations. You may provide the non-face-to-face senvices under general supervsion.
These services are also subject to applicable State law, scope of practice, and the PFS incident to
fules and regulations. The ner must order services, maintain contact with auxiiary personnel,
and retain professional responsibilly for the services.

TCM SERVICES SETTINGS
may provide TCM senvices, beginning the day of the beneficiary's discharge from one of these
inpatient hospital settings:
« Inpatient Acute Care Hospital Inpatient Psychiatric Hospital
«+ Long-Term Care Hospital Skilled Nursing Facilty Inpatient
« Rehabiltation Facilty
« Hospital outpatient observation or partial hospitalization
Partial hospitalization at a Community Mental Health Center
Alter inpatient discharge, the beneficiary must return to their community setting
+ Home Domiciiary
+ Resthome
® Assisted living facilty

TCM COMPONENTS

When a beneficiary discharges from an approved inpatient setting, you may furnish the following
three TCM components beginning the day of discharge up to 30 days:

1) An Interactive Contact

Within 2 business days following the beneficiary's discharge, you must make an interactive contact
with them and/or their caregiver via telephone, email, or face-to-face. You or clinical staff can address
patient status and needs beyond scheduling follow-up care. For more information about interactive.
Contcts,efer o the T Codeback aualablefom e American Mecicl Assocalon at e
American Medical Assor

€T oy copyrig 2018 American Madical Acsociaton. A g rserved

Page 91 of8.
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3) Face-to-Face Visit

You must furnish one face-to-face visit within certain timeframes described by the following two.
Current Procedural Terminology (CPT) codes:

 CPT Code 99495 — Transitional Care Management senices with the following required elements:
Communication (direct contact, telephone, electronic) with the patient and/or caregiver within 2
business days of discharge; Medical decision making of at least moderate complexity during the
senvice period; Face-to-face visit, wilhin 14 calendar days of discharge

CPTCode 99496 - Transitional Care Management senvices with the following required elements:
Communication (direct contact, telephone, electronic) with the patient and/or caregiver within 2
business days of discharge; Medical decision making of high complexity during the service period:
Face-to-face visit, within 7 calendar days of discharge

You should not report the TCM face-to-face visit separately.

Telehealth Services

You may fumish CPT codes 99495 and 99496 via telehealth. Medicare pays for a limited number of
Part B senvices a physician or practitioner furnishes to an eligible beneficary via a
telecommunications system. Using eligible telehealth services subsiitutes for an in-person encounter.

Medical Decision Making

Medical decision making refers o the complexty of establishing a diagnosis andor selecting

management option by considering these factors:

« The number of possible diagnoses and/or the number of management options that must be
considered

Theamount and/or complexity of medical records, diagnostic tests, andlor other information that
must be oblained, reviewed, and analyzed

Tk ofsnan complcatons, moriy. o oy s well 5 comoridies ssocsted
with t problem(s), andor the possible
anegeen aptns

o h oot o sach e of el dorksion makig. Mot hat sty o  ghen
ype of medica deciion making, wo o he three clements must b ether metor &xcoeded

P ony copyright 2018 Amercan Medical Asaciaton. Al it feserved.
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on Making
. Number of Possible  Amount and/or R i
ision Making
®  Diagnoses andfor  Complexity of Data EnpileTen
Management Options to Be. ed B
Mortality
Straightforward Minimal Minimal or None Minimal
Low Complexity Limited Limited Low
Moderate Complexity Multple. Moderate Moderate
[For nt BNt in reter eFe ¥5Docum | entati
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for Evaluation and Management Services or 1997 Documentation Guidelines for Evaluation and
Management Services

Medication Reconciliation and Management

You must furnish medication reconciliation and management on or before the date of your face-to-
face visi.

BILLING TCM SERVICES

“This lst provides billing TCM services information

« Onlyone health care professional may report TCM services.

« Report senvices once per beneficiary during the TCM period.

 The same health care professional may discharge the beneficiary from the hospital, report hospital
or obsenvation discharge services, and bill TCM services. The required face-lo-face visit may not

take place on the same day you report discharge day management services.

Reportreasonable and necessary evaluation and management (EIM) services (except the

required face-to-face visi) to manage the beneficary's clinical issues separately.

‘You may not bill TCM senices and services within a post-operative global surgery period (Medicare

does not pay TCM services if any of the 30-day TCM period falls within a global surgery period for &
procedure code biled by the same praciitoner).
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Table 2. TCM Resources (cont.)

Teleheallh Senvices

‘M goviMedicare/Medicare-General
informationtelehealth

‘M goviOutreach-and-Education/Medicare-
Learning-NetworkMLN/MLNProducis/

able 3 Hyperlink Table dounioads/TelehealthSrvesictsht.pdf
1995 aluat
and Management Services Medicare-Learning-Network- MLN/MLNEdWeb

dt

1997 Documentation Guidelines for Evaluation | hitps:/iwww.cms gov/Outreach-and-Education/
and Management Services icare

“American Medical Association Store "

Building an Organizational Response to Health | hitps://wiw.cms.qow/About-CMS/Agency-
Disparities Information/OMH/Downloads/Health-Disparities-
Guide pof

hitps:/ivww.cms. goviMedicare/Medicare-Fee-

FAQs about Biling the PFS for TCM Services

for-Senvice-PaymenuPhysicianFeeSched!
of

Global Surgery Period hitps:/iwww cms, aoviOutreach-and-Education/

Medicare-Leaming:Network MLWMLNProducts/
M MS1256840 !
hitps:l/www cms.gow/About-CMS/Agency-
Information/OMHIDOWNIAS/OMH
Readmissions Guide pdf

Guide (o Reducing Disparities in Readmissions

Pt isciimer

foman servces (). g A
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« When you report CPT codes 99495 and 98496 for Medicare payment, do not report the following
codes during the TCM service period:
€are Plan Oversight Services
slome health o hospice supenvsion: HCPCS codes GO181 and GO182 End-Stage Renal
Bisease senices: CPT codes 90951-90870
&hronic Care Management (CCM) services (CCM and TCM senvice periods cannot overlap)
Brolonged E/M Services Without Direct Patient Contact (CPT codes 99358 and 99359) Other
senvices excluded by CPT reporting rules

‘At a minimum, document the following information in the beneficiary’s medical record: Beneficiary
gischarge date

eneficiary/Care Giver interactive contact date

Face-to-face visit date

Medical complexiy decision making (moderate or high)

BILLING TCM SERVICES FAQs

For more information on billng the PFS for TCM senices, refer to FAQs about Billing the PES for
TCM Services

RESOURCES

Table 2. TCM Resources

Building an Organizational Response to Health | CMS qoviAbout-CMS/Agency-Information/OMH/

| Disparities
Mz CMS goviOutreach-and-Education/Medicare-
ing-Network-| -
htmi
‘Guide to Reducing Disparies in Readmissions | cus goviAbout-CMS/Agency-Information/OMH/
Downloads/OMH Readmissions Guide pdl
Medicare Learing of Products
Learning:Network-MLNIMLNProducts!
Downloads/MLNCatalog pdf
JOM Services i | ESgeralReaister.00/d2014-26183
Medicas
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“The Hyperlink Table, at the end of this document, provides the complete URL for each hyperlink.
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The Centers for Medicare & Medicaid Services (CMS)

recognizes Chronic Care Management (CCM) as a critical Please note: Information in
component of primary care that contributes to better health and this publication apples only
care for individuals. 10 the Medicare Fee-

For-Service Program (also

In 2015, Medicare began paying separately under the Medicare e O

Physician Fee Schedule (PFS) for CCM senvices fumnished to

Medicare patients with multiple chronic conditions.

rms booket provides background on payable CCM senvice codes, identifes eligible practitioners and
ts, and details the Medicare PFS billing requirements. Beginning January 1, 2019, the CCM

ccm

CPT 99490
Chronic care management services, at least 20 minutes of clinical staff ime directed by a physician of
other qualfied health care professional, per calendar month, with the following required elemens:
 Multiple (two or more) chronic conditions expected to last at least 12 months, or unti the death

of the p:

Cehronic conditions place the patient at significant fisk of death, acute exacerbation!
decompensation, or functional decline

C*omprenensie care plan established, implemented, revised, or monitored
‘Assumes 15 minutes of work by the billing practtioner per month,

CPT 99491

Chronic care management senvices, provided personally by a physician or other qualified health care
professional, atleast 30 minules of physician or other qualified healh care professional time, per
calendar month, with the following required elements:
 Multiple (two or more) chronic condiions expected to last at least 12 months, or unti the death

of the pati

Cehronic conditions place the patient at significant risk of death, acute exacerbation!
decompensation, or functional decline

C*omprenensive care plan established, implemented, revised, or monitored

P ony copyriht 2018 Amercan Medical Assalaton. Al it eserved.
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COMPLEX CCM

CPT 99487
‘Complex chronic care management senvices, with the following required elements:

 Multiple (two or more) chronic conditions expected to last at least 12 months, or untilthe death of
the patient

the p risk of death,
decompensation, or functional deciine

revision of care plan Moderate or high complexity
medical decision making
‘&Xominutes of clinical staff ime directed by a physician or other qualified health care professional,
per calendar month

Page 99 0f14
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CPT 99489

Each additional 30 minutes of clinical staff time directed by a physician or other qualified health care
professional, per calendar month (List separately in addiion to code for primary procedure)

Complex CCM services of less than 60 minutes in duration, in a calendar month, are not reported
Separately. Report 99489 in conjunction with 99487. Do nol report 99489 for care management
Services of less than 30 minutes additional to the first 60 minutes of complex CCM senvices during a
calendar month,

CCM (sometimes referred 1o as “non-complex” CCM) and complex CCM services share a
‘common set of service elements (summarized in Table 1. They differ n the amount of clinical
staff service time provided; the involvement and work of the biling practiioner; and the extent of care
planning performed.

P ony conyrgh 2018 Amercan Matical Asociton. Al g resened.
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PRACTITIONER ELIGIBILITY
Physicians and the following non-physician practitioners may bill CCM services:

® Cerified Nurse Midvwives.

« Clinical Nurse Specialists e
© Nurse Practiioners. may be paid for CCM
« Physician Assistants services for a given
calendar month
NOTE: CCM may be billed most frequently by primary care

practitoners, although in certain circumstances specialty This practitioner must
practitioners may provide and bill for CCM. The CCM service is not only report either

within the scope of practice of imited-license physicians and complex or non-complex
practiioners such as clinical psychologists, podiatrists, o dentiss, CCM for a given patient
haugh ractionrs mayrefe of ConSU th suchphysiians for the month (not both),

and practitoners to coordinate and manage ca
CPT code 99491 includes only time that is 3penl personally by the biling practiioner. Clincal staff
time s not counted towards the required time threshold for reporting this code.

CPT codes 99487, 99489, and 99490 — Time spent directly by the billing praciitoner or clinical staff
counts toward the threshold clinical staff time required o be spent during a given month,

CCM senvices that are not provided personally by the billng practitoner are provided by cliical staff
under the direction of the billing practitioner on an “incident to” basis (as an integral part of services
provided by the biling praciiioner), subject to applicable state law licensure, and scope of practice.
The ciinical staff are either employees or working under contract t the billing praciitoner whom
Medicare directly pays for CCM.

SUPERVISION
Tha Cca odes descringccel slf s (CPT 00457, 5043, and 2040 arsesined
general supervision under the Medicare PFS. General supervision means when the senvice is not

personally performed by the n-mng practioner, it is performed under his or her overall direction and
control although his or her physical presence is not required

P only copyight 2018 American Medical Assocalon. Al righs reserved
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PATIENT ELIGIBILITY

Patients with multiple (two or more) chronic conditions expected 1o last at least 12 monihs
or until the death of the patient, and that place the patient at significant risk of death, acute
exacerbation/decompensation, of functional decline, are eligible for CCM services.

« Biling practitioners may consider identifying patients who require CCM services using crteria
suggested in CPT guidance (such as number of ilnesses, number of medications, or repeat
admissions or emergency department visits) or the profile of typical patients in the CPT
prefatory language.

Toheeis aneed o ] in health of
CCM senvices. Table 2 provides a number of resources for identitying and engaging
subpopulations to help reduce these disparities.

‘The billing praciitioner cannot report both complex and regular (non-complex) CCM for a given patient

for a given calendar month. In other words, a given palient receives efther complex or non-complex

CCM during a given service period, not both. Do not report 99491 in the same calendar month as

99487, 99489, 99490,

Examples of chronic conditions include, but are not limited to, the following:
® Azheimer's disease and related dementia

Arthrits (osteoarthrits and theumatoid)
Asthma

® Auial fibrilation

Autism spectrum disorders Cancer

Cardiovascular Disease
Chronic Obstructive Pulmonary Disease
Depression

Diabetes Hypertension

Infectious diseases such as HIVIAIDS

INITIATING VISIT

For new patients or patients not seen within 1 year prior to the commencement of CCM, Medicare
requires inftiation of CCM services during a face-to-face visit with the billing praciitioner (an Annual
Wellness Visit [AWV] o Inital Preventive Physical Exam [IPPE], or other face-to-face visi with the
billing practitoner). This iitating visit is not part of the CCM sevice and is separately billed.

T oy copyrigh 2018 American Medical Asociaton. A s reserved
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COMPREHENSIVE CARE PLAN

A person-centered, electronic care plan based on a physical, mental, cognitive, psychosocial,
functional, and environmental (reJassessment, and an inventory of resources (a comprehensive
plan of care for all health issues, with particular focus on the chronic conditions being managed)

Peroide the patient and/or caregiver with a copy of the care plan

Eensrethe electronic care plan is available and shared timely within and outside the biling practice
toindividuals involved n the patient’s care

C*aeplanning tools and resources are publicly available from a number of organizations (see
Resources in Table 2)

Comprehensive Care Plan
A comprehensive care plan for all health issues typically includes, but is notlimited o, the
following elemens:

«Problem list

«Expected outcome and prognosis

«Measurable treatment goals

«Symptom management

«Planned interventions and identification of the individuals responsible for each intervention
«Medication management

«Community/social senvices ordered

«A desciption of how services of agencies and specialsts outside the practice are:
directed/coordinated

«Schedule for periodic review and, when applicable, revision of the care plan

Page 104 of14
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Praciitioners who furnish a CCM iniiating visit and personally perform extensive assessment and
CCM care planning outside of the usual effort described by the Initating visit code may also bill
HGPS code GOS06 (Comprehensive assessment ofand careplanning by the physican of ater
al for ianagement services [biled
separately from monmly o mancgement serdces) [Addon code, 1t separtly 1 addion o
primary service]). GOSO6 s reportable once per CCM billing practiioner, in conjunction with CCM

initation
PATIENT CONSENT

Oblaining advarice Consent for CCM services ensures the patient

is engaged and aware of applicable cost sharing. It may also help Although patient cost
prevent duplicative praciitioner billng. A praciitioner must obtain sharing applies o the
patient consent before fumishing or biling CCM. Consent may be CCM service, most
Verbal or witten but must be documented in the medical record, patients have

and includes informing them about supplemental insurance
« The availabilty of CCM services and applicable cost sharing iochelp coverCitieosy

« That only one practiioner can furnish and be paid for CCM
services during a calendar month

« The right to stop CCM services at any time (effective at the end
of the calendar month)

Informed patient conent ned only be obtained once priorto ealth, rather than only
fumishing CCM, or if the patient chooses to change the practitioner treating severe or acute.
whoil furish and bl CCM. disease and iness,

CCM SERVICE ELEMENTS - HIGHLIGHTS

The GCM sence s eensie, nludng srcured tecordng of paent et infomaton, nntaning
a comprehensive electronic care plan, managing transitions of c:

Sonicts, and coorinaing and sharn patint hea miormaton ety i fiiraris pvacnce
Table 1 summarizes the CCM service elements, which apply to both complex and non- complex
CCM unless otherwise specified. CCM senvices are typically provided outside of face-to- face patient
visits, and focus on characterstics of advanced primary care such as a continuous relationship with a
designated member of the care team; patient support for chronic diseases to achieve health goals;
24/7 patient access to care and health information; receipt of preventive care; patient and caregiver
engagement; and timely sharing and use of health information

STRUCTURED RECORDING OF PATIENT HEALTH INFORMATION

«Record the patient's demographics, problems, medications, and medication allergies using certfied
Electronic Health Record (EHR) technology. This means a version of certfied EHR thatis acceptable
under the EHR Incentive Programs as of December 31t of the calendar year preceding each
Medicare PFS payment year. For more information, visit Promoting Interoperabily.
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ACCESS TO CARE & CARE CONTINUITY

« Provide 24-hour-a-day, 7-day-a-week (24/7) access to physicians of other qualified healh care
professionals or cincal staf, including providing patients (and caregivers as appropriate) with a
means to make contact with health care professionals n the practice to address urgent need:
regardless of the time of day or day of week

E*naurecontinuity of care with a designated member of the care team with whom the patientis able to
schedule successive routine appointments.

P*roude enhanced opportunites for the patient and any caregiver to communicate with the practiioner
regarding the patients care by telephone and also through secure messaging, secure Interel, or
other asynchronous non-face-to-face consultation methods (for example, emal or secure. elecironic
patient portal)

COMPREHENSIVE CARE MANAGEMENT

o Systematic assessment of the patient's medical, functional, and psychosocial needs
. receipt of preventive care senvices
o Medication reconciliation with review of adherence and potential interactions.

@ Oversight of patient sef-management of medications

@ Coordinating care with home- and community-based clinical service providers.
TRANSITIONAL CARE MANAGEMENT

eManage transitions between and among health care providers and setiings, including referrals to
other clinicians, follow-up alter an emergency department vis, of facily discharge

eTimely create and continuity of with other d
providers

CONCURRENT BILLING

‘The billing praciitioner cannot report both complex CCM and non-complex CCM for a given patient for
a given calendar month. Do not report 99491 in the same calendar month as 99487, 99489, 99490

(GPT only copyright 2018 American Medical Associton. Al rges reserve.

Page 105 of14

107

ICN MLN909188 July2019

108

10/20/2020

27


https://www.cms.gov/Regulations-and-Guidance/Legislation/EHRIncentivePrograms

Chronic Care Management Service: MLN Bookiet

CCM cannat be billed during the same service period by the same practiioner as HCPCS codes
GO181/G0182 (home health care supervision/hospice care supervision), or CPT codes 80951-80970
(certain End-Stage Renal Disease senvices). CCM should not be reported by the same practitione for
services furnished during the 30-day transitional care management service period (CPT 99495,
99496). Complex CCM and prolonged Evaluation and Management (E/M) services cannot be reported
the same calendar month by the same practioner. Consult CPT instructions for additional codes that
‘cannot be billed concurrent with CCM. There may be additional restrictions on billing for

practiioners participating in a CMS-sponsored model or demonstration program. Time that s reported
under or counted towards the reporting of a CCM service code cannot also be counted towards any
other billed code.

PAYMENT.

CMS pays for CCM services separately under the Medicare PFS. To find payment information for a
specific geographic location by code, access the Medicare Physician Fee Schedule Look-Up Tool.

CCM AND OTHER CMS ADVANCED PRIMARY CARE INITIATIVES.

The CCM service codes provide payment of care coordination and care management for a patient with
wihin the Medicare rogram. Medicare will not make
duplicative payments for the same or similar services for patients with chronic conditions already paid
for under the various CMS advanced primary care demonstration and other iniatives, such as the
Comprehensive Primary Care (CPC) Initiative. For more information on potentially duplicative biling,
consult the CMS staff responsible for demonstration iniatives.

(P ony copyright 2018 American Medical Assacation. Al rghs reserve.
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Table 1. CCM Service Summary (Cont)

Home- and Community-Based Care Coordination

 Coordination with home- and community-based clinical service providers

. toand from home- and providers regarding the patients
psychosocial needs and functional deficits must be documented i the patient's medical record

Enhanced Opportunities — Enhanced opp patient and any
caregiver o communicate with the practtioner regarding the patient's care through not onl
telephone access, but also through the use of secure messaging, Intemet, or other asynchronous
non-face-lo-face consultation methods.

Patient Consent
o Inform the patient of the avaiability of CCM services; that only one practiioner can furish and
be paid for these services during a calendar month; and of their right to stop the CCM services
atany time (effective at the end of the calendar month)
Deocument in the patient's medical record that the required information was explained and whether
the patient accepted or deciined the services
ledical Decision-Making ~ Complex CCM services require and include medical decision-making
of moderate to high complexity (by the physician or other billing practiioner).

Table 2. CCM Resources.

R

CCM Materials for 'CMS oviMedicarelMedicare-Fee-for-Service-
jcianFeeSchy

Physicians (FAQs and

other materials) — Click

on “Care Management’

CCM Materials for cue
FQHCs and RHCs. EQHC-Centerhtm|

CCM Materials for ‘CMS.qovMedicare/Medicare-Fee-for-Service-Payment/
Hospital Outpatient HospitalOuipatientPPS

Departments

resources careplan

+  IHLorgiresources/Pages/Tools/MySharedCarePlan aspx

«  Catalyst
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Table 1. CCM Service Summary

Initiating Visit ~ Initation during an AWV, IPPE, or face-to-face E/M visit (Level 4 or 5 visit not
required), for new patients of patients not seen within 1 year prior to the commencement of CCM
senvices.

Structured Recording of Patient Information Using Certified EHR Technolagy — Structured
recording of demographics, problems, medications, and medication allergies using certfied EHR
technology. A fullist of problems, medications, and medication allergies in the EHR must inform the

care plan, care coordination, and ongoing clinical care.

2417 Access & Continuily of Care
Provide 24/7 access to physicians or other qualified health care professionals or clinical staf,
including providing patients/caregivers with means to make contact with health care professionals in
the practice to address urgent needs regardless of the time of day or day of week

«Continuity of care with a designated member of the care team with whom the patient s able to
schedule successive routine appointments

Comprehensive Care Management  Care management for chronic conditions including systematic:
assessment of the patient's medical, functional, and psychosocial needs; system-based approaches
o ensure timely receipt of al recommended preventive care sevices; medication reconciiation with
eview of adherence and potential interactions; and oversight of patient self- management of
medications.

Comprehensive Care Plan

«Creation, revision, andlor monitoring (as per code descriptors) of an electronic person-centered care
plan based on a physical, mental, cognitive, psychosocial, funciional, and environmental
(re)assessment and an inventory of resources and supports; a comprehensive care plan for all health
issues with particular focus on the chronic conditions being managed

Must at least electronically capture care plan information and make this information avalable timely
within and outside the biling practice as appropriate. Share care plan information electronically (can
include fax) and timely within and outside the billing practice to individuals involved in the patients
care.

+A copy of the plan of care must be given to the patient andor caregiver.

Management of Care Transitions.
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Table 2. CCM Resources (Cont)

Chronic Conditions "
Reports/chr

Chronic Condiions Data | CCWDATA ora/weblquesthome

Warehouse

Governing Regulation [y Cy 2014 Medicare PFS Final Rule (CMS-1600-FC) pages 74414-

74427 of

Y 2015 Medicare PFS Final Rule (CMS-1612-FC) pages 67715~
67730 of

CY 2015 Medicare PFS Final Rule; Correction Amendment (CMS-
1612:F2), page 14853; Govinte -2015-03:201
01201506427, palf

CY 2017 Medicare PFS Final Rule (CMS-1654-F) pages 80243-
80251 of

Health Disparities £ CCM | o \apping Medicare Disparities Tool - Interactive map for the
identication of disparities between subgroups of Medicare patients.
(for example, by geography, racelethnicity) in chronic conditions,
health outcomes, utiization, and spending. Can assst n targeting
populations and geographies for CCM.

Medicare-Disparities.himl

Building an Organizational Response o Health Disparities Resource
and concepts for improving equity and responding to health
disparities. Concepts include data collection, data analysis, culture of|
equity, quality mprovement, and interventions,

Dispariies.Guide pdt
edicare pdminiotatve | GO.CMS GONACwebsie Ts)

reality
ICN MLN909188 July2019 QfCM s
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https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/PFSlookup
https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/PhysicianFeeSched
https://www.cms.gov/Center/Provider-Type/Federally-Qualified-Health-Centers-FQHC-Center.html
https://www.cms.gov/Center/Provider-Type/Federally-Qualified-Health-Centers-FQHC-Center.html
https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/HospitalOutpatientPPS
https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/HospitalOutpatientPPS
https://integrationacademy.ahrq.gov/products/playbook/develop-shared-care-plan
http://www.ihi.org/resources/Pages/Tools/MySharedCarePlan.aspx
https://catalyst.nejm.org/making-the-comprehensive-shared-care-plan-a-reality
https://www.cms.gov/Research-Statistics-Data-and-Systems/Statistics-Trends-and-Reports/Chronic-Conditions
https://www.cms.gov/Research-Statistics-Data-and-Systems/Statistics-Trends-and-Reports/Chronic-Conditions
https://www.ccwdata.org/web/guest/home
https://www.govinfo.gov/content/pkg/FR-2013-12-10/pdf/2013-28696.pdf
https://www.govinfo.gov/content/pkg/FR-2014-11-13/pdf/2014-26183.pdf
https://www.govinfo.gov/content/pkg/FR-2015-03-20/pdf/2015-06427.pdf
https://www.govinfo.gov/content/pkg/FR-2016-11-15/pdf/2016-26668.pdf
https://www.cms.gov/About-CMS/Agency-Information/OMH/OMH-Mapping-Medicare-Disparities.html
https://www.cms.gov/About-CMS/Agency-Information/OMH/OMH-Mapping-Medicare-Disparities.html
https://www.cms.gov/About-CMS/Agency-Information/OMH/Downloads/Health-Disparities-Guide.pdf
https://www.cms.gov/About-CMS/Agency-Information/OMH/Downloads/Health-Disparities-Guide.pdf
https://go.cms.gov/MAC-website-list
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Table 3. Hyperlink Table

Hyp

Physician Fee Schedule
Look-Up Tool PESIookup

Promoting

EHRIncentivePrograms

Melcare Learing Networkt produet iscliner

T cducatonal product wascrent at he me s publishc of upkoaded ol the web, ed<are iy hanges fequenty 5o ks
e e, s o 5o G VA L S o Y T,

T oo et s repred s s gl o o e o g s b T
oo ey conan etk o st o0 oy s e cnsion s sy
riended 1o b a0 e it au o e

P Seniees (19 )
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The Centers for Medicare & Medicaid Services (CMS) pays for voluntary Advance Care Planning
(ACP) under the Medicare Physician Fee Schedule (PFS) and the Hospital Outpatient Prospective
Payment System (OPPS).
ACP helps Medicare patients make important decisions about the type of care they et and where
and when they get it This fact shee includes
« Provider and patient eligiilty information
« How to code ACP senvces
® How 0 billACP senvices

An example of ACP in practice
Resources

WHAT IS VOLUNTARY ACP?

Voluntary ACP is a face-to-face senice between a Medicare physician (or other qualified health care
professional) and a patient to discuss the patient’s health care wishes if they become unable to make
decisions about their care. As part of this discussion, the provider may talk about advance direcives.
with or without completing relevant legal forms. An advance directive is a document that appoints an
‘agent and/or records the person's wishes about their medical treatment based on personal values and

prefrence, 1 be usd at  uure me e ndidual s unabl 0 spek lor hemsaes. “Advance

directive” is a general term that refers 10 various documents such as a living wil, instruction direct
heath cre « proey o health are power o alomey. Stas aromey ganeals ofices pos fos on e
websi

PATIENT ELIGIBILITY.

Medicare pays for ACP as either
When a patient elects to get

« An optional element of a patient's
" . P senvices outside of the

Annual Wellness Vit (AWV)

AWV, we encourage
A separate Medicare Part B medically necessary service practitoners to notiy the
There are no imits on the number of imes you can report ACP STUNERE R

sharing applies as it does for

for a given patientin a given period. When billng this patient
A s s other physicians’ services.

service multple fimes, document the change in the patients

health status andor wishes regarding their end-of-fife care.
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PROVIDER AND LOCATION ELIGIBILITY

Physicians (NPPs) may bill
P services if their scope of practice and Medicare benefit Some people may need
category include the services described by the Current \CP multiple times in ayear

Procedural Terminology (CPT) codes in Table 1 if they are very il andor

their circumstances change.
Others may not need the
senvice at all in a year.

There are no place-of-service limitations on ACP services.
You can appropriately provide ACP senvices in facility and
non-facility settings. Medicare does not limit ACP services
to.a particular physician specialy.

DIAGNOSIS

WS does notrequre a specic iagnoss o bi he ACP codes. Report the condion you
acing he paent about g an ematlonal Clasaicaion o Dieases. Tenh Reusion. Clnical
Mexiication (CD-A0-CN cod to efoct an admiisatve evaminaion, o a well exam dagnoss
en given as part of the Medicare AWV.

CODING
Hospitals, physicians, and NPPs should use the CPT codes in Table 1 to file claims for ACP services.

Table 1. CPT Codes and Descriptors

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 qualfied 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 suich as standard forms (with completion of such forms,
when performed) by the physician or ther qualfied health care
professional; each additonal 30 minutes (Lst separately in additon to
code for primary procedure)

P ony copyriht 2018 American Medical Association. Al ges reserve.
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https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/PFSlookup
https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/PFSlookup
https://www.cms.gov/Regulations-and-Guidance/Legislation/EHRIncentivePrograms
https://www.cms.gov/Regulations-and-Guidance/Legislation/EHRIncentivePrograms
https://go.cms.gov/Disclaimer-MLN-Product
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/Downloads/AdvanceCarePlanningText-Only.PDF
mailto:ub04@aha.org
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/MLN-Publications-Items/CMS1246474.html
https://www.medicare.gov/what-medicare-covers/what-part-b-covers
https://www.cms.gov/Medicare/Coding/ICD10
https://www.cms.gov/Medicare/Coding/ICD10
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BILLING

Medicare waives the coinsurance and the Medicare Part B deductible for ACP when you mee all
the following:

« Provided on the same day as a covered AWV

o Furnished by the same provider as a covered AWV

o Billed with modifier -3 (Preventive Senvces)

Voluntary AP is a prevenive servce e biledon the same clim wih the AWV (HGPCS codes
0439) on the same day by the same provider, so CMS wiives the deductible and

ihe senvce. the AWV s denied forexceding he nce-peryer i, Medicare can silmake the
ACP payment. In that case, CMS applies the deductible and coinsurance to the ACP

The deductible and coinsurance DOES APPLY when ACP is provided outside the covered AWV.

NOTE: Cfical Access Hospital (CAHS) may il ACP senies using typeof bl 5X with reerue
cades 96X, G7X. and 96X, Medicare bases the CAH Method Il payment on the lesser of e actual
Charge or the faciity-speciic Nedicars P

ACP EXAMPLE.

A 68:year-od malewith heart allur and diabete s on il medatos, He sees s physican
for the Evaluation and Management (E/M) of these two diseases and the physician adjusts
medications if dppvupﬂd e.

While discussing short-term trealment options, the patient wants o discuss long-term treaiment
options.The doctor and patientalk abouta possble hear Uansplantf i congesite heat faiure

Tney also discuss ACP, including th patonts desio fo caroand reiment  hesufrs
el event hat acersely aftects s decison-making abilies, and he physician nelps i complete
e form nom s e attrmey generals oo

In this case, the physician reports a standard E/M code for the E/M senice and one or both of the
ACP codes depending on the duration of the ACP senvice. The ACP senvice in this example does not
iave 0 occur o the same day as the EIM service.

CPT ony copyright 2018 Amercan Metical Assaciation. Al rgits reserved.
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Table 2. ACP Resources (cont)

Resout

CMS. QOVMAC-website-list

Medicare Administrative

Information

Medicare Benefit Policy Manual iy

Chapter 15, Covered Medical and Other Health | Manuals/Downloads/bp102¢15.pdf
Senvices, Section 280.5.1

Medicare Claims Processing Manual ‘CMS goviRequlations-and-Guidance/Guidance!

Chapter 18, Preveniive and Screening Services. | Manuals/Downloads/clm104c18.pdf
Section 1408

(download your state's advance directives)

National nstitute on Aging Advance Care JH.qovHealth/Careqiving/Advance-Care-
I e e A8 0 NIANIH goviHealth/Caregiing/Advance-Care.
Pl

Embedded

yperlink

omp!

Annual Wellness Visit hitps://www.cms.qoviQutreach-and-Education/

‘MedicareLearning-Network MLN/MLNProducis/
MLN-P MS1246474. il

Evaluation and Management hitps:/ivwww cms. govOutreach-and-Education/

‘Medicare-_ earning:NetworlcMLN/MLNProducts/

Revision, Clinical Modification

prEa e s/ medicare qoviwhat-medicare:

Msdcare Loaming Network® Proset isciner
Networks, WL Connects, o -
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Table 2. ACP Resources

Resource

42 Code of Federal Regulations, Part 489,

‘Subpart 1 (policy governing Advance Direcives)

bite

€CFR govicgi-bin/text-ihx?SID=2925ah372ec5e
b0BOd597363ee17a6ccRMe=true&Node=pia2.S,

4891
41201527943

2016 Hospi p pective Payment
Systems Final Rule (OPPS policy govering ACP.
senvices)

Pages 7046970470

2016 Medicare Physician Fee Schedule Final
Rule (Medicare PFS policy governing ACP
senvices)

Pages 7095570959

FederalReqister.qov/d/2015-28005

'ACP Frequently Asked Questions

‘M goviMedicare/Medicare-Fee-for-Service:
PaymenuPhysicianFeeSched/DownloadsIFAQ-
df

Advance Care Planning (ACP) as an Optional
Element of an Annual Wellness Visit (AWV), MLN
Matters® Article MMO271

‘CMS goviOutreach-and-Education/Medicare-
Learning:NetworkMLN/MLNMattersArticles/
pd

Advance Care Planning: An
Public Health and Aging Services Professionals
(e course offering continuing education credit)

Planning-Course htm

Advance Care Planning (information for Medicare
patients)

. » Advance Care Planning (ACP)
O 4 for Outpatient Prospective Payment System | Learing-NetworkcMUNMLNMattersAvicles/
>4 (OPPS) Claims. MLN Mat dt
-

Medicare govICoveragelAdvance-Care-Planning

A Physician's Guide to Talking About End-of-Life
Care, Journal of General Intemal Medicine
Billing for Advance Care Planning (ACP) Claims,

'NCBLNLIMNIH.ovIPMCIArlicles/PMC1495357

'CMS gov/Outreach-and-Education/Medicare-

- NIML
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"MIN Vatters

MLNMatters Number: MMSST2

Related Crange Request (CR) # 5972

Related CR Release Date: Aprl 11, 2008 Effective Date:July 1, 2008
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Prolonged Services (Codes 99354 -99359)

Note: Thi 7,207, N Matters artcle
National Hospice and Pallative Care Organization ients-and- . Avoo0s biling ok

under the Medicare: Physmaﬂ Fee Schedule. Al other informaion remains unchanged.

Provider Types Affected

Physicians and other qualified non-physician practitioners (NPP) whose services are biled to
Medi MAC)

What You Need to Know

‘CR 5972, from which this artcle i taken, updates the sections of the Medicare Claims
that des, in order

s the Arrian s

Assocition curent Terminolgy Procadural erminology (CPT) coding

Background

S Nedcars e ey Mol i 12 01

" 35387 (222 ca) an 306 15
ntact

u ) ke e Dyt bl Sl it e proes s CF Lo hanges 15
Interational Glassifcation of Diseases, Tenth | hiips:/isnwy cms goviMedicare/Coding/ICD10 descrbed n Background, bl

chnsmonphicn pcioner

{Proonged Sevces WihoutDieet Foco- o Face

S0t
Patient Cor

. code
deletions, an typical/average fime units have changed in the American Medical Association
(AMA) Current Procedural Terminology (CPT) coding system.
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https://www.nia.nih.gov/health/caregiving/advance-care-planning
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https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/MLN-Publications-Items/CMS1246474.html
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/MLN-Publications-Items/CMS1246474.html
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/MLN-Publications-Items/CMS1246474.html
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/MLN-Publications-Items/CMS1243514.html
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/MLN-Publications-Items/CMS1243514.html
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/MLN-Publications-Items/CMS1243514.html
https://www.cms.gov/Medicare/Coding/ICD10
https://www.medicare.gov/what-medicare-covers/what-part-b-covers
https://www.medicare.gov/what-medicare-covers/what-part-b-covers
http://go.cms.gov/Disclaimer-MLN-Product
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNMattersArticles/Downloads/MM9905.pdf

[MLN Matters Number: M

Related Change Request Number

(CR 5972, from which this artile i taken, updates these sections that address prolonged
des, in order AMA CPT cading chs

Tese maalchares

« t for physician

dncummlalmn) defne rolonged Suoicesad el 7 reqi evalvtion ang

management (E&M) companion codes;

~Correctand update the tables for threshold times (reprodiuced below) to eflect code.
changesandcutent ypicalverage me s assoctedwihthe CPT evelsof care

ew Sbsection (90,151 (), exlain how o report hysin vists for counseling
o oo o e e e vk b o e e e o vy
coordination service s prolonged.

A summary of these manual changes follow.

Prolonged Services Definitions
Inthe offce or other outpatient setting, Medicar will pay for prolonged physician
e (CPY < F58)(choc o - ucaputont ol e o o
ice), or qualified
NP a he companion evaluaton and anagement cndzs T i o ual e rfers

e o o e sadtional 30 s umuecuace ocepatet
contact following the frsthour of prolonged services with CPT code 99355.

Inth nptint seting

(with
when
g anagementcodes You should repmwach additional 30 minutes of direct
the first hour
by CPT code 99357

ote Vou Sould T, sepraely report pelonged efice of fese Tan 30 it 1ot
duration on a given date, because the work involved is included in the total work of th
aluation & nanagenent £&N) cooes
You may use code 99355 or 89357 to report each additional 30 minutes beyond the first
Pourof rlangd sevces bsedan e laceof sric.Tes o maybs e 0 repor
the final 15 - 30 a given date, if not

or les than 15 minutes

"Required Companion Codes

that prolonged 99357 are not
accompanied Wme ‘companion codes as describedhere.
“The companion E&M codes for 99354 are:
Ol o Oter o v cotes (6920190208, 6212 3621),
«Office or Other Outpatient Consultation codes (99241 -99245),
<Domcly, Rest Hore, o Cuslodal Cae Sevices codes (36324 - 98328, 99334
337),

aHnn\e&Nlnescnﬂzs(QQMi 99345, 99347 - 99350);
“The companion s for 99355 donef

e camganion EGM coe for 835 s eIl Hosital Care St
Vot Cae cades (99721 90225 99751 - 59253 the I Conslaion s
{GSESE Gapsy: NG Facity S o (38304 0951

0357 one of its

"Requirement for Physician Presence
Yourmay count oty th duraton of et e - coactwith he et (et e
ot) beyond the the visit code billed, o

and services

codes that areallowable,

oucamotbil s polonges e
“inthe. the patient, ortime
naccompanied n e e o

«Inthe hospital setting, time spent reviewing chartsor discussing the patient with house
medical staff and not with direc face-t0-face contact with the patient o wating for test
results, for changes n the patient’s condition, for end of a therapy, o for use of feclies.

Documentation

Ules I review, you do
Tecord pcumanaion wih th il Tt pralonged e, Documencaion vt &
et e e el eord s et s et e edaly

in the medical
i oo Tt e e ity o e spi e CPY o
definitons. Make sure that you document the start and end times of the Vst along with
the date ofservice.

Page 118 of8
Useofthe Codes:
‘You can only bl the prolonged services codes f the totalduration of ll physician or
ualfed NPP direct fce - seic (ncluing e i) el o excescs e
ol i forthe skt e i the physiian or qulfied NPP
prov PTEN code
Threshold Times for Codes 99354 and 99355 (Ofic or Other Outpatient Seting)
If the totaldirect face-to-face time equals or exceeds the threshold time for code 99354, but
S ess than the threshold time for code 99355, you should bill the E&M visit code and code
99354. No more than one unit of 99354 s accepal
e ol e fce - e s o excescsthe rshold e forcoce 9935 by
1o mre than 20 minudes,you shou il e vt code 98354 an ane unt ofcods S35
s sl ur ofcode 39355 s biled for ez ctional ncramentof 30 mictes
exence
Table 1 a-smm Aeshold thes vt your crers A3 MAGS st deemineH e
9355
cupatentethgs, nching nulpanenr Ceonslaton sevacssanddomtcliny. oo
cae sevioes d hae services s, The AMA CPT coding Geived hanges
e v v s
Table |
ConsulationCodes.
Cote o
susse
Fr w w &
[ n 50 o5
[ 5 & 05
[ i 75 0
95205 o ® 135
s5212 10 @ o
[0 5 s o
[ 5 B 00
aaais I 0 T
[ 5 s 0
o522 ) & 05
95213 m 0 15
[ [ £ [
auais & o 5
[ 2 E) o5

s e, ey o A

Page 120 of

Page 119 of8
Cote
sase

0025 w0 0 105

0326 5 75 0

0927 @ % 135

0328 75 105 150

0334

90335 W

90336 T

o7 [

[ [

w9302 ) 0 105

[ i5 75 20

[ o o T

[ 75 05 50

[ 5 &5 £

o9t 25 5 10

[ m 0 15

o950 o 0 T
To get o the threshld time for billing code 93354 and two units of code 99355, add 30
inutes 1 th thesold e foblig codes 90354 and 8355 Fo sxaple when
billing cot i order to bill code 99354 and two units o code 99355, the threshold
e 550 it
Threshold Times for Codes 99356 and 99357 (Inpatient Setting)
e totl et face-o-fce e equls oexceecs hetreshol tie or code 90356, but
i less than the threshold time for code 99357, youshould bill the vist and code.
Medicare contractors will ot accept more than one urit of code 99356, f the total direct
face-lo-face time equals or exceeds the threshold time for code 99356 by no more than 29
minutes, you should bil the viit code 89356 and one unt of code 99357. One aditional
unit of Code 99357
“Table 2 displays the following threshold times that your Medicare contractors uses to
determine ifthe prolonged services codes 99356 and/or 99357 can be billed with the

patient stting codes. The AMA CPT coding-derived changes are highlghted and noted
in bolded iafcs
Page 121 of8
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Related Change Request Number

Table2
ThrosholdTim for Prolonged Vst Codos 99356 andlior 83357
Biled it npatent Seing Codes

Code “Typical Time for | Threshold Time to Bill | Threshold Tie to8il
otk Code 99356

o221 o 0 10
9222 % 0 12
9225 70 100 i
oaza1 [ I3 E
w22 = 5 F

w23 [ & T
oazs1 20 50 o
w252 « 70 T
9253 & e

o925 110 =
09255 150 15
99301 5 I

99305 & I
99306 i 12
5307 1 w0 [T
95300 15 s

93309 2 55 X

5310 3 o T
oaa8 0 £ 10

(Time-Based)
When an E&M service is dominated by counseling andor coordination of care (the
the total time with the
patient)in a face-to-faceencounter between the physician or the qualified NPP and the
patient in the office/clinic or the floor time in the scenario o an inpatient servie, the E&M
de levels
“The time approximation must meet or exceed the specific CPT code billed (determined by
be “rounded” 1o

the et higher vl e, n E&M services nwhich he coe vl s sected
e, you mey iy report prolonged saries withte highest code el i
frot «amuy of codes as the compani

Page 122 off

Biling Examples
Examples of billable and non-

lable prolonged services follow.
«Billable Prolonged Services.
exapLes

 erormeda i tat et he definlon of anffe vk CPT coe 8213 ard
e ot rso of et oo o s (g the vt ws 65
“The physician bills CP code 99213 and one unit of code 99354.
EXAMPLE 2
A physician of adomicilary,
(CPT code 99327 and the total duration of th direct face-to-face contact(including the
visit) was 140 minutes. The physician bills CPT codes 99327, 99354, and one unit of code

EXAMPLE 3
ician 0
counseling. spanding 7S minues (dectfaceLo-fcewih the i o picin i
CPT code 99215and one unit of code 9
«Non-billable Prolonged Services
EXAMPLE 1
A physicia perormeda i tat et he defnion o vt code 9212 nd el
duration of the direc face-to-face contact (including the visit)
hysilan canot il proonged sevices ecase th ol duration o et acoo-fae
ot meet the threshold time for biling prolonged services.

EXAMPLE 2
A physician performed a visi that met the defiition of code 99213 and, while the patient

in the office receiving reatment fo 4 hours, the Lotal duration Of the direct face-lo-face
Service of the physician was 40 minutes. The physician cannot bill prolonged services

direct not time for

billing prolonged services.

EXAMPLE 3

A prsicn provied st ffice it st vas predorianty couel, peing
e physician

e ime f 55 v, oo it o1 code SO3k Thé pyiin ratb to hhest
Jvecode i the coe family (5215 tich s 40 miutes typialverage e ks
associated with t). The additional time spent beyond this code is 20 minutes and does not
et he b e forbling vcnged s

Finally, you should remember that Medicare contractors will not pay (nor can you bill the
patient)for prolonged services codes 99358 and 99359, which do not require any.

Page 123 of8
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patient telephone calk)
included in the payment

Additional Information

vou canfnd more nformation sbut bilng il rlanged sevices odes 99354

99359 by going 1o CR 5872, located at htp://www.cons gov/Requlations-and:

e et doumete L ASOCE o

You wilfind the updated Medicare Claims Processing Manual Chapter 12

(Physicians/Nonphysician Practitioners), Sections 30.6.15.1 Prolonged Services With
(222 codeyand

306.15.2 (Prolon
(Codes 99358 - 99359) as an attachmentto that CR.

1fyou have any questions, please contact your carier or AIB MAC at their toll-free
number, whi

Document

Date of Change Description
March 7, 2017 “This article was changed to add a reference fo MLN Mattersarticle
MM9S05 that alrts Medicare providers and thei biling stff that
beginning in Calendar Year 2017, CPT codes 99358 and 99359
(prolonged services without face to face contact) are separately payable:
under the Medicare Physician Fee Schedule

July 12,2013 “The artcle was updated, o reflect current Webaddresses.

April 29, 2008 Article released

o TR e
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Find It

ERE!

Department of Health &

CMS Manual System Human Services OHH)

Pub 100-04 Medicare Claims Processing  Centersfor Medicare &
Medicaid Services(CMS)

Transmittal 1490 Date: April 11,2008

Change Request 5972

NOTE: Transmittal 1490, datec April 11, 2008, s being re-Esued t comect the Effctive Date. The correct
sy 1,200 Th ot sy 1, 2008 n aitonin el st

06.15.18,the words [ are” 23,9022 9923,
R Secton, e, “Thre i forPrl o v Codes 99356 andlor 99357 Billed with oo
ting Codes” the st 5 coces 99307-99315,a calcultion ce. The Transmittal Number, Dat

ssued and all ther nformation remain the same

‘SUBJECT: Prolonged Services (Codes 89354- 99359)

SUMMARY OF CHANGES: Tis sl upses Catr 121306 15101306152 Sl coe charges,

roced
witen, i aelr

‘ Al

pextigher level. Prolanged in
andior

o Fviad et EfciveOate: 3y 1,208

New!
Implementation Date: July 7, 200

contents, you will ecive the neievied information anly, and not e entir table ofconents.

1 CHANGES IN MANUAL INSTRUCTIONS: (A if sl is ot updted) RREVISED, N=NEW,
ELETED-Only One P Row.

RIND Chapter / Section / Subsection / Title

Service (Codes 99354 - 99357) (222 codes)

R 12/30/306.15. Direct Face-10-
Services (Codes 99358 - 99356)
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http://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/downloads/R1490CP.pdf
http://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/downloads/R1490CP.pdf
http://www.cms.gov/Research-Statistics-Data-and-Systems/Monitoring-Programs/provider-compliance-interactive-map/index.html
http://www.cms.gov/Research-Statistics-Data-and-Systems/Monitoring-Programs/provider-compliance-interactive-map/index.html
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNMattersArticles/Downloads/MM9905.pdf

il FUNDING:
SECTION A: For Fscal Inermadiaris and Carrers:
No sditiondl

operating ke

SECTION B: For Medicare Adminstative Contractors (MACS):
The Medicare Adminitstive nyour
contac, -

s i
authorizedby the Contacing
Officer. I the contractor considers anything provided.a dscribed bove, 1 be outsideth urrent scope of wark,the
in question Officer in
9 e s regaring

IV, ATTACHWENTS
Business Requirments

Manual Istrction

Attachment - Business Requirements

P 10004 | Trarsmiar 90 ] Date: Apri 11,2008 | Grange Request 5972

NOTE: Transmittal 14
July 1,2008.The corrct
151.8,th

fated April 11, 2008, being e-Esue 1o corrct te Effective Date The comect dat s
s July 1, 2006, In ackltion, inthe manual istnctior

200223

W Subsequent Hospital Care”was acded befor th codes 99221.99223,

§30.6.15.1,8, the words
Ak in SectionG, the table, “Threshold Tie for P it Codes 093

Jonged Vi

“des,” the st 5 coces 9307-99318,a calculation error
dall other information remain th sam

57 Bl w Seting
ansnittal Number, Date isued an

theefective
Number | Requirement Responsibility (place an “X" n each
Alo|# o f snare | OTHER
I o[ Ao sptem
Bl E| | Rl H_Mainainers
Rl F M v|c
MM el o
Al A

nonphysician practitioners (NPPS) on the defiition and
correct use of prolonged services for direct face-to-fz
patient contact with codes 99354 - 99357 as explainet
in §306.15.1 (A) and (€)

5072.2 | Contractors shal instruct physicians andqualified x X
NPPs on the required evaluation and management
‘companion codes o use with prolonged services codes,
99354 - 99357 as explained in §306.15.1 (B).

5072.3 | Contractors shal instruct physicians andqualified
NPPs that time spent reviewing chartsor adiscussion
of the patient with house medical staff and not with
directface- o-face patient contact does not meet the
equirement for prolonged hospital services as
explained in §30615.1 ().

>
>

50724 | Contractors shal nstruct physicians andqualified | x|
NPPs that the medical record must be approprately
and sufficiently documented by the physician or
qualified NP to show direct face-to-face paent
contact and enter the dated start and end times ofthe
prolonged service as explained in §30.6.15.1 (D)

50725 | Contractors shal instruct physicians andqualified
NPPs o apply the hreshold times for codes 99354 and
99355 for the office or outpatientsetting as identified
in the table in §306.15.1 (F)

>
>

59726 | Contractors shal instruct physicians and qualified | X X
NPPs to apply the threshold times for codes 99356 ant
99357 for the inpatient setting s identified in the tabl

in
06050

aysam
et oste: 7, 200
e 2 o5 2061
e i
e e
S (00615101 5 0 e
o
o e S 2 o0
sl ot sty et
Narier | Requremer Resonsly lce 0" en
D| F| c| Rl Shared- i)
| A H smen
BlE R H intainers
R1| Fl M v|c
5™ 1 elm
AA | S| s|s|F
cc ]
E st physicirs sndwaited | X
130
Naer | Requremer Respnsly ce an " sen
A| D| F| ¢ R| ‘Shared- EE]
ol | A s
BlE R H taintainers
RO FM V| c
MM ! 1cim
AR E| S|s|s|F
L |” |s
et rlonged s vithout et e
1 o] VRIRS PR 535, ok
: e i e gyt
Naer | Requrener Respmeily (e
A| D| F| ¢ R| Shared- G
ol | Ao smem
BlE R H taintainers
RO|FMv|c|
MM ! 1cim
AR E| S|s|s|F
Ll |” |s
59725 | Aproviereucaton il e o hs o | X
[Bipe—
s s oV LA
oty e CR i ke, You il ecsve
A ——
Nt e
Contstors sl post s e, e i o
s, on i Web it ndnclce nformstion
NGV MO Within one week of the
P
oo BN S IO SRR ANEL s .
i 20, the provier eductionarticl hellbe et it s e e ent, uleet e
o |l oo ey shecled ol
Comacrs e feetospleen ML Mater
ricls it bl forston st wouk et
i gvidr communty o snd g
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http://www.cms.hhs.gov/MLNMattersArticles/

X-Ref Recommendations or ather supporting information
Requirement
Number
[sve: Foraito infommation, use ths space:
“The Amercan Medical Association o0, Secton
929,
V.CONTACTS

Postimplementation Contact(s: Apropise Regiorsl Offcstaft

LFUNDING

SectonA: For Fis

he following satements:

No ad

bucgets.

Section: For Medicare Adminisrative Contractors (MAC), useth fllowing statement

The Mecicare Adnminisuaive

contac,

Ofier.
the cotractorconsiders anyting provided, a dscrbed above, b outsidethe currentscope of work, the contactr hall

requet formal directons regaring continued peformence requitements.

in writing orby e-mal, and

to-Face Patient Contact Service

05151 robnged Serdces Wi Diect P
(Codes 99: 7) (222 codes)
(Re11490, Isueds 04-11-06,

ADsfinition

dirct
et e et comace i o ore ot by ol sics s ey hen
e

compeion evalusion s mansgement cods. The s o sl snice o 0 e

ot the CP code. Each additionsl 30 minutes o irectface-t>-face

atien contact fol
the rs hourof prolongedservics may be eported by CPT code 98365,

robongedhysian s (o 93358 inthepatrsting il - pate
e billd on the

u  managenen
codes. Each adaiional 30 mi mohu.mm«nm @ paien contacollowing s hourof
prolonged servoes may be reported by

managerenteodes

prolonged sevices,based o th place of srvce. These codes may be sed 0 report th final 15

tess than: ouror essthan 15 minutes

15 o . uesis
notreported sparately.

& Required Companion Codes
+ The comgarion eluation and managenent cogesfor 89354are he Offie o Ot
Outpatentvisit codes (88201 sgzosamz 9213 e s o Ot Ot
e (99241 - 99245),the Domiclary. Ret Horm, or Custoil
e esos 9528, 55354SRRSTY e S cods (GSSAT
99345,99347 - 99350);

manegement
codesreire for 9935410 b use

SubscquentHositalCare codes (86221 85223, s
00231 e Conston ot (REBL 3058y g i
(95304-03316)or

management
codesreuire for 9535610 b used

133

134

companion codesasindicated

 Recuirement for Physician Preserce

physictan and the

0 e imeof the vistcode

peer or e et e rconpand e ffc et . il e e o

rvices,timespent reviening a patientwithhouse
e 0-face o
e paticnt's condion. orforuseof
prolongedservces.
© Documentation
vien, record

ahouthe
Senice and prolonged

Shyscanor guaie

s bl Tho el cord it s aproiey sndsucinty Gooumnted by e
NP 10 show that the physicin or ualiied NPP personaly furishedthe

B et ot i et e e CHT toe G Th S andens

of

e isit shallb docurmented n the meicalrecord along with thedateof senice.

£ Useof the Coces

or qualifed NPP.

o

S ot el e e e Tt B e f Ehllond e st

s

- Threshold Times for Codes 99354 and 88955 (Ofice

i or ualied SNPF o, hephyscin QL PP ey ot o econgd

her Outpatient Seting)

11 e e me s ot e drshol e o code 9935t e

visitcoce and code 99354,

on 53 it
one

folloning

and

domicilary

tpatien
st home,or custodialcare s

s and home services codes.

135

“Threshold Time for Prolonged Vit Codes 99354 anor 99355
Bill with Office/Outpatient and Consulation Codes

Code  Typical Timefor  Threshold Timeto  Threshold Time to

Code Bill Code 96354 Bill Codes 99354
and 99355
so201 10 “ 8
soz02 » s s
o203 E) ) 105
so20n s 7 120
99205 ) % 135
o212 0 “ 3
09213 15 4 ©
00214 2 55 100
o0215 “ 3 115
o241 15 1 B
o242 » 3 105
o243 @ n 15
o204 ) B 135
90215 % 110 155
09324 » o
o325 » 3 105
90326 s s 120
) % 135
o028 7 105 150
o034 15 5 ®
99335 2 55 100
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10/20/2020

34


mailto:Cathleen.Scally@cms.hhs.gov

Code  Typical Timefor  Thrshokd Time o Threshold Time to
Code BillCode 99354

99336 @ 0
90337 ) ©

99341 w0 50 o
99342 E % 105
90343 5 3 120
90344 % B 135
o045 s 105 150
99347 15 s %
99348 » 55 100
99349 “ i 115
99350 & % 135

time forbillngcode 99354 and 1 unitsof code 99355, Forexample, obill ode 99354 and
150 minuts

3 “Threshold Times for Codes 89356 and 89357 (npatint Scing)
e ol direct exceeds butis s

il the vistcoce 99356 a0 rit of o 99357.
(One aitiosl uitof code 99357 i il for e addioral incement of 30 minctes exended
uration Contraciorsuss e followingeshold timesto determine i the

codes.

“Threshold Time for Prolonged Visi Codes 98356 andior 89357
Billed with Inpatient eting Codes

Code  Typical Timefor  Threshold Timeto Threshold Time to
Cote Bill Code 99356 Bill Cades 99355
and 99357
o021 ) 50 105
o222 50 Y 125
s0223 0 100 s
so2s1 15 s %
o232 = s 100
90233 S & 110
soasi 3 El o
sons2 © 3 115
00253 s & 130
00254 ) 110 155
s02s5 110 140 185
59304 = s 100
90205 E & 110
5 5 10
10 © &
1 s £
59309 ] s 100
50310 S & 110

g8 TiAAF 10 the threshold time 5% ling codes 99356 anf5Pisr o g
thveshold ime forbiling code 99356 and tva s 99357.

137
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HProlonged Services Assciated With Evaluation and Managemnt Services Based on
Counseling andior Coordination of Care (Time Based)

Whenan e gerer y
to-face encaus physicanor gua and e patient in
heot aninpatientservice) and
thecode Ieels.
exceed thespeifc CPT by the
dnotbe
rounded” 10 th nest higher eve

In thoseevluation and mr the coe e s sleted based n e,

entserics i whi

companioncode.
1 Exampls of Billable Prolonged Services EXAMPLE 1
Aphyscian performed & vsit

met the dfintion of an offce visitcore 99213 and te flal
The physican bill

code 99213and one unitof code 99355.
ExAMPLE?
A phiian

visi) was 140

minutes The prysician bil coces

554,80 onc uitof ot

to-fce) wih he pati

cir
andone it of code
2 Examples of Norbillabl Prolonged Services EXAMPLE 1
A physican
th direct face-to-facecontat (nclucing the visit) s 35 minutes, Thephysician camot bil

hreshold time forbiling prolonged sarvices.

EXAMPLE?

A phyician performed a st hat metthe efinition of code 9921330, whil th pient was
face serviceof

the pysican vas 40 minutes The pysician camot billprolonged senvices becaus te ot

EXAMPLES

sician must bil he highest v code
i he

 does not mee

billngprolonged servies

306.15.2 - Prolonged Services Without Direct Face-to-Face Patient Contact
Service (Codes 99358 -99359)
(R 1490, Isued: 04-11-08,Eff

i 07-01.08, Implementaton: 07-07-08)

irect paten fce-10-face contac (o5, elephone calls). Payment

he pyment for diec oc-t-fac serviestat physcians i, The pryscian cannot il e
patint for e
payment foroter ilale services.

139
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
Centers for Medicare & Medicaid Services

LN Matters Number: M90S

Related Change Request (CR) #: CR 9305

2016 1207
Related CR Transmital #: R3676CP Implementaton Date: Jaury 3, 2017
Prolonged Services Without Direct Face-to-Face Patient Contact Separately
Payable Under the Physician Fee Schedule (Manual Update)
.
\‘. Provider Types Affected
This MLN M Je is intended for phy claims to
Medicare Administrative Contractors (MACS) for ervices provided to Medicare beneficiaies

Medicare:
Physician Fee Schedule. Make sure your billing staffs are aware of these CPT code changes

Background

Prior to CY 2017, CPT cades 99358 and 99359 (prolonged srvices without face-10-fae contact) e
 were nclded for payment under tofa
(E/M) service coce. permited o bl the patient for
since they are included
in the payment or other bilale sevices

e CPT. for of these codes, for
‘example, CPT codes 99358 and 99350

Chronic Care

141

Questions to Ponder F’

* Do any of these related services
incorporate/include services provided in the
current palliative care program of your
organization?

* Is this how you're paying for/covering the cost of
providing these services now?

* If no, could you within allowable guidelines?

National Organization of
State Offices of Rural Health

Number: MM9905

Management (CCM) services o transitional care managementservices

«Are not reported for time spentin non-face-to-face care described by more specific codes having
o upper time limit in the CPT codeset

CMS has posted a il at htp:/wvww.cms goviMedicare/Medicare-Fee-for-Service:
Payment/PhysicianFeeSched/PFS-Fedsral- Regulation:Notices html that notes the fimes_assumed
0 be typicl, for purposes of Physician Fee Schedule (PFS) rate-setting. Wil these typical times
are not required 1o bil the displayed codes, CMS would expect tha only time spent in_ excess of
these times would be reported under CPT cocies 99358 and 59359, Further, CMS notes:

) that ime of the billing physician or
other practiioner (not linical staf); and 2) Prolonged services cannot b reported n association

th a companion E/M code that also qualifes as the initiating visit for CCM services.
Pracitioners should instead report the add-on code for CCM iitation, f applicable.

Additional Information

“The offical instruction, CR905, issued to your MAC regarding this change is availableat

Ifyouhave any question, please contact your MAC at their toll-free number. That number is
available at htps:/Jww.cms oowResearch-Statistics-Data-and-SystemsIMonitoring:
FS-Compliance-

Mapl

e st . i gl .t A e R s, T s e e e

Page 2012
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Importance of....

TEAM

National Organization of
State Offices of Rural Health

NOSORH
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http://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/PhysicianFeeSched/PFS-Federal-Regulation-Notices.html
http://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/PhysicianFeeSched/PFS-Federal-Regulation-Notices.html
https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/Downloads/R3678CP.pdf
https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/Downloads/R3678CP.pdf
https://www.cms.gov/Research-Statistics-Data-and-Systems/Monitoring-Programs/Medicare-FFS-Compliance-Programs/Review-Contractor-Directory-Interactive-Map/
https://www.cms.gov/Research-Statistics-Data-and-Systems/Monitoring-Programs/Medicare-FFS-Compliance-Programs/Review-Contractor-Directory-Interactive-Map/
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Switching Gears... &=

National Organization of
State Offices of Rural Health

145

5

_
NOSORH

Operational Perspective

s
cODING

Cy, |
- {/fg ey, @
&

COMPONENTS

National Organization of
State Offices of Rural Health

Components & the
Revenue Cycle

A Crash Course

NOSORH National Organization of State Offices of Rural Health

Reimbursement 101 ESD

NOSORH

+ Step 1. Document the details necessary for
payment.

* Step 2. Assign medical codes.
+ Step 3. Submit the claim electronically.
* Step 4. Interpret the payer’s response.

* Step 5. Prepare for post-payment actions
(audits, document requests, etc.).

ource:

National Organization of
State Offices of Rural Health
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https://www.carecloud.com/continuum/how-healthcare-reimbursement-works/

Revenue Cycle £

National Organization of
State Offices of Rural Health
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Reimbursement 101

-
Qoand®

National Organization of
State Offices of Rural Health
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Telling the Story

» Use reports (aka, data) to tell the story of
the services provided.

* Every service has a purpose — or don’t do
it, right? (aka, medical necessity)

* Why, How & What of the service
« Connect to value

National Organization of
State Offices of Rural Health
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Don’t Forget About
Related Services
When Telling Your
Story!

Transitional Care
Chronic Care Management
Advanced Care Planning

5
NOSORH National Organization of State Offices of Rural Health
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Like Dominoes I

==y
NOSORH

Incomplete documentation,
leads to incomplete coding,
leads to incomplete billing, leads
to incomplete reimbursement.

National Organization of
State Offices of Rural Health

153

Value-Based Defined ESD

“Value-based care refers to the departure

from a system in which providers were paid

for the number of healthcare services

provided (e.g., tests, visits, procedures), to a
focus on an approach designed around

patients, for improved health, quality delivery

of care, and lower cost of care.” '%\

Lo

L

oooooo

National Organization of
State Offices of Rural Health
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Documentation Ry

==y
NOSORH

The cornerstone of
the business.

(aka, If it’s not documented, it didn’t happen
and therefore cannot be coded nor billed for
reimbursement.)

National Organization of
State Offices of Rural Health
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Value-Based Defined Ly

_
“Value-based care focuses on:

* Provider payment incentives that reward
value rather than volume

» Models of care delivery that coordinate and
integrate clinical services for both patients
and communities, with a focus on prevention
and wellness

* Information sharing that creates transparency
on the cost and quality of care to support
better decision-making by providers and
consumers”

National Organization of
State Offices of Rural Health
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https://nosorh.org/wp-content/uploads/2017/09/SORH-RHC-ENGAGEMENT-TOOLKIT-Final.pdf
https://nosorh.org/wp-content/uploads/2017/09/SORH-RHC-ENGAGEMENT-TOOLKIT-Final.pdf

THE STORY!

A Quick Commercial Break

NOSORH National Organization of State Offices of Rural Health

Operational Perspective f_@

COMPONENTS

National Organization of

State Offices of Rural Health

Documentation [Lh

NOSORH

The cornerstone of
the business.

(aka, If it’s not documented, it didn’t happen
and therefore cannot be coded nor billed for
reimbursement.)

National Organization of
State Offices of Rural Health
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No Time For...

NOSORH

MODIFIERS!

A mention in passing...
25
51
59

National Organization of
State Offices of Rural Health

159

160

10/20/2020

40



Conclusion

Making the Pieces Fit

NOSORH National Organization of State Offices of Rural Health

Making it Fit & \

Making a Difference

)

National Organization of
State Offices of Rural Health

Putting the Pieces Together  EA%

NOSORH

COMPONENTS

National Organization of

State Offices of Rural Health
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Where Did We Start? Ay

OSOl

z
a
I

d.)
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What is Palliative Care? [
Palliative care is specialized care for people living with
serious illness. Care is focused on relief from the
symptoms and stress of the illness and treatment—
whatever the diagnosis. The goal is to improve and
sustain quality of life for the patient, loved ones and other
care companions. It is appropriate at any age and at any
stage in a serious illness and can be provided along with
active treatment. Palliative care facilitates patient
autonomy, access to information, and choice. The
palliative care team helps patients and families
understand the nature of their illness, and make timely,
informed decisions about care.

Source:

National Organization of

State Offices of Rural Health
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Why do we provide these services?

Rural populations are disproportionately ill,
disabled, poor, and older. Rural adults are
more likely than their urban counterparts to
have a range of chronic conditions.

Source:

National Organization of

State Offices of Rural Health
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How do we bring all this together —
wrap it up with a pretty bow?

National Organization of

State Offices of Rural Health
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https://waportal.org/partners/home/washington-rural-palliative-care-initiative
http://www.stratishealth.org/documents/Stratis-Health-Rural-Palliative-Care-2014-09.pdf

Power of Rural Tenets £

NOSORH

Communicate

Educate ~ it
Collaborate ~ gsmsera2® ""°we\?§!ﬂ§:x
Innovate Na‘;\"g‘g\mw e
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It’s time for rural providers
to prepare for quality-
driven programs that will
directly impact value and,
therefore, reimbursement.

It's Time

National Organization of
State Offices of Rural Health
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Resources & Contact
Information

5
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Resources L
NOSORH
National Organization of State Offices of Rural Health

(NOSORH)
https://nosorh.org/

The Power of Rural (#powerofrural)
http://www.powerofrural.org/

Stratis Health
http://www.stratishealth.org/expertise/longterm/palliative.html

National Organization of

State Offices of Rural Health

Resources k

==y
NOSORH

o

CMS Rural Health Clinic Center

https://www.cms.gov/Center/Provider-Type/Rural-
Health-Clinics-Center.html

CMS Critical Access Hospital Center

https://www.cms.gov/Medicare/Provider-Enrollment-
and-
Certification/CertificationandComplianc/CAHs.html

National Organization of

State Offices of Rural Health
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CMS ICD-10 Guidelines for Coding & Reporting 2019

https://www.cms.gov/Medicare/Coding/ICD10/Do
wnloads/2019-ICD10-Coding-Guidelines-.pdf

Medicare Learning Network (MLN)
https://www.cms.gov/Outreach-and-
Education/Medicare-Learning-Network-
MLN/MLNProducts/Downloads/MLNCatalog.pdf

National Organization of
State Offices of Rural Health

174

Resources \

Rural Providers and Suppliers Billing

https://www.cms.gov/Outreach-and-
Education/Medicare-Learning-Network-
MLN/MLNProducts/Downloads/RuralChart.pdf

z

[+}
3,
o’ 5=
I

Rural Health Value (RUPRI)
https://ruralhealthvalue.public-health.uiowa.edu/

Rural Health Information Hub
https://www.ruralhealthinfo.org/

National Organization of
State Offices of Rural Health
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https://nosorh.org/
http://www.powerofrural.org/
http://www.stratishealth.org/expertise/longterm/palliative.html
https://www.cms.gov/Center/Provider-Type/Rural-Health-Clinics-Center.html
https://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/CertificationandComplianc/CAHs.html
https://www.cms.gov/Medicare/Coding/ICD10/Downloads/2019-ICD10-Coding-Guidelines-.pdf
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/Downloads/MLNCatalog.pdf
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/Downloads/RuralChart.pdf
https://ruralhealthvalue.public-health.uiowa.edu/
https://www.ruralhealthinfo.org/

Resources Ly

Acevedo Consulting Inc. (Private Consultants)

https://www.acevedoconsultinginc.com/hospice-palliative-
care

Get Palliative Care
https://getpalliativecare.org

National Organization of

State Offices of Rural Health
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Questions or Comments?

Thanks so much!
Your participation is appreciated!

Tammy Norville
NOSORH Technical Assistance Director

National Organization of
State Offices of Rural Health
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NOSORH

| Stay Well & Be Safe' =

Ryder & Buster

National Organization of

State Offices of Rural Health
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https://www.acevedoconsultinginc.com/hospice-palliative-care
https://getpalliativecare.org/
mailto:tammyn@nosorh.org

FOCUSING

oN g Polere
OoF KuteAL

Ao
‘\ovember 19, 2020

SAVE THE DATE
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Stratis Health is a nonprofit organization that leads
collaboration and innovation in health care quality and
safety and serves as a trusted expert in facilitating
improvement for people and communities.

StratisHealth
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Questions?

StratisHe@
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