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Guidelines are a Trap

CEO Letter

How are you holding up? We’re in the homestretch of 2020 with this issue and I’m hoping that you and your family are well.
This has been a tough year for many of us and staying positive has been trying—seemingly impossible at times. It’s hard, I
know.
Many of you know that I am originally from Australia. My mother recently had a mental health episode triggered (in part by
the isolation of being elderly and not particularly tech-savvy in a COVID-19 world), so I returned to help her through this difficult time, easing her responsibilities by downsizing and helping her establish a new routine in her new home. This has had its
challenges for my family with the “bestest, most sensational wife in the whole wide world!” managing our life here, for myself
with learning how to be with an elderly parent with aging issues, and for my mother learning how to cope with an aging body
with memory issues and leaving the home she had made for herself to another, and needing to make new friends.
Many have been affected with mental health issues this year for a wide variety of reasons and it is so important for us all to
give each other some grace during these stressful times. My “bestest, most sensational wife in the whole wide world!” feels
that there’s a continual, underlying hum of “noise” in the world today and we have to find ways to escape it and give our mind
and body a break. Most times, we don’t even notice the tension that this “noise” is causing us until we realize that we’re reading a text or listening to a call with our jaw clenched or our shoulders hunched. It’s so important to take some time and turn
off the noise, get outside, take off our shoes, feel the ground between our toes, and breathe deeply. If we can strengthen our-

The role of a medical office professional
is always evolving.

selves (mentally and physically), we can get ourselves into a better position to handle all the stuff that life seems to be throwing at us right now. We all have something going on in our lives right now, so how you act or react can make a difference in
both your day and someone else’s.
So please give grace and above all, choose kindness.
Until next time,

Storm Kulhan
PMI Certifications signify an ongoing commitment to
continued professional development. Expand your professional knowledge
today and have an edge in today’s ever-changing healthcare climate.

For more details, visit pmiMD.com/BCAareyouready
Get 10% off your purchase when you use promo code BCA10.
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HEALTHCARE NEWS AND UPDATES
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New CPT® Codes Added Due to Public Health Emergency
On September 8, 2020, the American Medical Association (AMA)
announced two new Category I CPT® codes to meet the needs
brought from COVID-19 and the public health emergency. The
codes were approved by the CPT® Editorial Panel for immediate
use throughout the public health emergency. The public health
emergency, unless extended, for COVID-19 expires on October 25,
2020.
99072 Additional supplies, materials, and clinical staff time over and
above those usually included in an office visit or other non-facility
service(s), when performed during a Public Health Emergency as
defined by law, due to respiratory-transmitted infectious disease
99072 encompasses the additional supplies, materials, and clinical
staff time required to support safe in-person interactions between
patients and healthcare professionals during the current emergency.
Some additional coding guidelines for 99072 are:
You do not need to link the code to a particular diagnosis code.
You may report 99072 with an E/M service or procedure even if it
is not related to the public health emergency.

You may report 99072 only once per in-person patient encounter
per Provider Identification Number.
The time counted in any other time-based visit or service during
the same encounter cannot be counted twice to report 99072.
86413 Severe acute respiratory syndrome coronavirus 2 (SARSCoV-2) (Coronavirus disease [COVID-19]) antibody, quantitative
CPT® code 86413 was approved in response to the development of
laboratory tests that provide quantitative antibody measurements. By
measuring antibodies to the virus, the tests reported by 86413 can
investigate a person’s adaptive immune response to COVID-19.
Your practice will need to manually upload the code descriptors
in your electronic health record (EHR) system if you have not
already. These codes will likely as well be included in the 2021
CPT® updates, but due to the current changing times of healthcare, it is important to stay on top of new codes and changes as
they are released.
Source: https://mmiclasses.com/

Evaluation & Management Advanced Training
MMI’s Quita Edwards, RMC, REMS, CPC, CPMA, CPC-I will guide you through an in-depth review of the key components (chief complaint, history, exam, and medical decision-making), as well as guidelines of E&M services.
https://mmiclasses.com/evaluation-management/

AI-based Solution Reinvents Revenue Cycle “TRISH” Identifies and Reduces Revenue Leaks
A new artificial intelligence (AI)-based application promises to
reinvent the revenue cycle for hospitals and healthcare organizations by building a “digital employee” that will recognize vulnerabilities in an organization’s revenue cycle and reduce errors that
impact profitability.
Trusted Revenue Innovation for Smart Healthcare – TRISH – will
analyze the areas of the revenue cycle that are most problematic
for healthcare organizations: eligibility, authorizations, pre-certification, claims status, and the like. TRISH will reduce the administrative burden without human intervention, learn & adapt as
new variables are introduced, and ensure accurate reimbursement
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without endless iterations of re-work.
TRISH is the result of a joint venture between the Healthcare
Advisory Group of Windham Brannon, the Atlanta-based accounting and consulting firm, and Deep Indigo, a data science firm with
proven success delivering artificial intelligence (AI) and machine
learning (ML) solutions across multiple industry verticals. The
joint venture is called SHOAR Health, LLC (SHOAR, for Smart
Health Operations and Revenue Solutions).
Source: http://www.shoar.com/

GET MORE FROM YOUR SUBSCRIPTION

Don’t forget that your BC Advantage magazine subscription also includes
FREE access to 30+ CEUs each year. PLUS, keep your discount rate locked
in for life! More information can be found at
https://www.billing-coding.com/lifetime.cfm

Cyberattack hobbles hospital chain Universal Health Services
A computer outage at a major hospital chain thrust healthcare
facilities across the U.S. into chaos recently, with treatment impeded as doctors and nurses already burdened by the coronavirus
pandemic were forced to rely on paper backup systems.

“As of right now, we have no access to any patient files, history,
nothing,” the Texas worker said, with emergency room wait times
going from 45 minutes to six hours. “Doctors aren’t able to access
any type of X-rays, CT scans.”

Universal Health Services, which operates more than 250 hospitals and other clinical facilities in the U.S., blamed the outage
on an unspecified IT “security issue” in a statement posted to its
website, but provided no details about the incident, such as how
many facilities were affected and whether patients had to be
diverted to other hospitals.

Nothing that runs on Wi-Fi alone was functioning the following
Monday, the Texas worker said. Telemetry monitors that show critical care patients’ heart rates, blood pressure, and oxygen levels
went dark and had to be restored with ethernet cabling.

UHS workers reached by The Associated Press at company facilities in Texas and Washington, D.C. described mad scrambles after
the outage began overnight on a Sunday to render care, including longer emergency room waits and anxiety over determining
which patients might be infected with the virus that causes
COVID-19.

In the U.S. alone, 764 healthcare providers were victimized last
year by ransomware, according to data compiled by the cybersecurity firm Emsisoft. It estimates the overall cost of ransomware
attacks in the U.S. to $9 billion a year in terms of recovery and
lost productivity. The only way to effectively recover, for those
unwilling to pay ransoms, is through diligent daily system data
backups.
Source: CBSNEWS

Out-of-Network COVID-19 Test Cost Is Higher
Than the Commercial Price

Hundreds in U.S. Charged in
$6B Medical Fraud Schemes

According to a new report, provider prices for out-of-network COVID-19
tests are higher than the average cost of in-network tests. America’s Health
Insurance Plans (AHIP) is calling on the government to stop price gouging
after finding provider prices for out-of-network COVID-19 tests far exceeded
the average cost of in-network tests. In a report released late last week, AHIP
stated that out-of-network test providers charged more than $185 for nearly
40 percent of diagnostic tests and 25 percent of antibody tests even though
the average price of a COVID-19 test in the commercial market is $130. In a
small number of cases, out-of-network providers charged over $390 for the
COVID-19 tests.

The U.S. Justice Department recently announced
charges against 345 people for committing
over $6 billion in medical fraud. Those charged
include more than 100 doctors, nurses, and
other medical professionals who filed fraudulent claims to federal healthcare programs and
private insurers, according to the Justice Department. The bulk of the fraud — $4.5 billion — was
connected to telemedicine, which has surged
during the pandemic.

Source: medisysdata

Source: voanews
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Practice Management
grudges, or don’t act in ways that are kind and compassionate, I
encourage you to become more intentional about your relationships. The company you keep has a big impact on your attitude
and well-being.

Staying
Inspired on the
Front Lines of
Healthcare:
7 Things to Do When You’re Struggling
The life of a healthcare professional has never been easy. Now, though, it’s hard in a way
that would have been unimaginable before. Between endless work shifts, separation from
loved ones, the ever-present fear of infection, and the need to comfort isolated COVID-19
patients, the pressure on nurses and other frontline workers is unbearable. So how do we
keep going?

T

he answer is that somewhere under the fear
and exhaustion, we’re all driven by mission.
And we owe it to ourselves, our coworkers, and
our patients to find a way to reconnect to our
sense of purpose, our meaning, our calling…

our why.
That doesn’t “just happen” even in good times; it’s a choice
we must make every day. If we don’t, we will quickly get
overwhelmed by pain, fear, and negativity.
Hard times can deeply inspire us if we make a point of
staying open to them. Here are a few tips for reconnecting
with your inspiration when you’re struggling.
Take 10 minutes to relive a moment when you made a real
difference. At any moment when you’re feeling crushed
and exhausted, close your eyes and be right back there
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when you did something incredible. Relive your greatest
moment. Your mind doesn’t know the difference between
it really happening and the memory.
Write down your gratitude… Even in a pandemic, there are
things to be grateful for. Maybe a patient you thought was
going to die actually recovered. Maybe a coworker paid
for your lunch. Maybe the cafeteria had that carrot cake
you love. Charting moments of gratitude (however big or
small) helps you remember why you chose this deeply
meaningful line of work.
Write down three things about your work that you are
thankful for. Each day, look it over and add to your list. You
can hardly be in a state of gratitude and negativity at the
same time, but you can choose.
…then, share it with others. Chances are, some of the

Stop blaming yourself for others’ difficult behavior. All nurses
have plenty of experience dealing with the occasional patient or
family member who is grouchy, demanding, or even downright
mean. Too often we may take their difficult behavior personally.
Realize that 99 percent of the time, difficult patients aren’t reacting to you but to their circumstances. The real antagonist is their
pain, fear, lack of mobility, etc.—and as a caregiver, you’ve simply
been caught in the crossfire. Try not to take their bad mood personally. Most of us are scared right now. Knowing that gives you
a different perspective.

“things” you find yourself writing on your gratitude list are actually people. Maybe it’s the coworker who always jumps in to
help, the unit secretary who runs your labs for you when you’re
swamped, or the food service employee who always remembers
your lunch order.
Extend your gratitude to someone every day. Give them a thankyou note, or tell them face-to-face—even if it has to be from 6
feet away while wearing full PPE. Not only will you feel better,
you’ll help others feel better at a time when most likely they
really need it.
Make a self-care plan. Get out a journal and write the following labels on five separate pages: Mind, Body, Spirit, Love, and
Prosperity. Under each title, come up with just two things that
you can do every day that would impact that part of your being.
In the “Body” category, you may write, “walk a mile,” “eat more
green veggies,” and “drink eight glasses of water.” It may feel
strange to focus on improving your life when the world seems to
be falling apart, but now is when we need to be at our best.
Get intentional about who you spend time with. Who do you
chat with on breaks during your shift? Who do you vent to when
times are tough? Often, we don’t make these decisions consciously. The problem is, we might be hanging out with psychic
vampires who drain our life force and break us down with their
negativity.
Your two most valuable resources are your love and your time.
So, if you’re spending them on people who spread fear, or hold

Realize that you don’t rent your life. You own it. Do you let bad
situations and other people’s negativity dictate how you feel
about your work life? If you do, then you’re renting.
You can’t wait around for someone to rescue you or fix how
you feel. Start by practicing gratitude and improving yourself.
Connect with other people every chance you get. Opportunities
to do so exist around each corner in healthcare. Look for inspiration today. Look for ways to give. Own your life—especially right
now.
It’s when times are toughest that we learn the most valuable lessons and experience the biggest leaps in our personal growth. If
there’s one thing that has been made abundantly clear throughout all of this, it’s that nurses are the most resilient, compassionate, and inspiring people on this earth…. That’s one bright spot
we can be grateful for.

Rich Bluni, RN, is the author of the best-selling books, Inspired
Nurse, Oh No…Not More of That Fluffy Stuff!, and Inspired Nurse
Too. He has an active and popular Facebook page called Inspired
Nurse.
Rich has been an RN since 1993. He has
worked as a nurse in Adolescent Oncology,
Pediatric ICU, and Trauma ICU departments,
as well as served as a pediatric flight and
transport nurse. He has served as an ED
nursing manager, and as a senior director
of risk management, quality, and patient
safety.
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Coding

Beginning in

2021,

2021

E/M

Changes:
Are You Ready?

The last big change for Evaluation and Management (E/M) coding was in 2010 when Medicare stopped accepting consultations. Not since 1997 have the guidelines gone through such
a big adjustment. Due to the pandemic, though, many practices are not prepared for this
upcoming change. This article will look at an overview of the changes and what you should
do (or should have done already) to prepare for January 1, 2021.

C

MS Has E/M on Their Radar
In 2018, CMS announced a new initiative called
“Patients Over Paperwork” to address what
it considered an undue financial burden on
physicians and other providers to meet CMSmandated compliance, among other things. So, in 2019,
CMS proposed to collapse the E/M office visit services
from 5 codes to 2 for each type (new and established). It
was even officially in the Federal Register’s proposed 2019
Physician Fee schedule Rule. After holding physician listening sessions and reviewing the comments made on the
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proposed fee schedule, CMS did not move forward. They
revised the proposal the next year and discussed expanding
the E/M levels to 2 for each type, instead of two. Again, it
was met with resistance and comments that the three levels would still not be sufficient to indicate differentiation of
complexity of the patients seen. The AMA met with CMS and
showed them their proposal for new E/M guidelines, and
CMS agreed to them. The AMA posted their new guidelines
and CMS stated formal adoption to begin using January 1,
2021.

The new guidelines also define some of
And Then…… COVID
there will be more than
the more ambiguous terms that are used
Practices began to think about preparations
one set of guidelines
in the Medical Decision Making portion of
for the change. When and how to perform
E/M coding.
education, how to educate the auditors, etc.
Then the pandemic hit the United States
Following are some clarifications made:
in February and we went on lock down.
•
Problem addressed: The guidelines
Patients were not presenting for office visits,
state that CPT considers a problem addressed if it is evalsurgeries were cancelled, and offices were temporarily closed
uated or treated at the encounter, including any treatment
(some may still be). The 2021 E/M changes kind of took a back
or testing recommended that the patient does not elect to
seat to what was going on and shelved while facilities and
move forward with them due to patient/guardian/parent
practices had to figure out how to navigate the new healthcare
choice or risk/benefit analysis. There is a new distinction
world. Many practices had to learn how to offer telehealth seron what is not considered a problem addressed. “Notation
vices to their patients, which took up a lot of time and attention
in the patient’s medical record that another professional is
away from the 2021 E/M changes. I heard from more than one
managing the problem without additional assessment or
of my clients when I brought the subject up that they thought it
care coordination documented does not qualify as being
would undergo delay after delay as the ICD-10 implementation
‘addressed’ or managed by the physician or other qualified
did when it was decided the U.S. would finally update to it. But
healthcare professional reporting the service.” The docuin August 2020, CMS put out the proposed Final Rule for the
mentation must state that the physician/other provider of
2021 Medicare Physician Fee Schedule and guess what? They
the service actually did something, not just stating that the
confirmed the switch to the new guidelines for 2021. Now, panic
patient has a chronic condition that another professional is
is setting in at those practices that delayed as there is only four
managing.
months left before this mega change. All that is needed is a
•
Stable, chronic illness: An important clarification is what
good plan, starting with the new guidelines.
constitutes a stable, chronic illness. A problem is chronic
if it is expected to last at least a year, or until the patient
New CPT Guidelines
dies. That part is how most people were using that distincThe AMA has published the new 2021 E/M guidelines for office
tion. But the guidelines further state that a condition is not
visits on their website at https://www.ama-assn.org/system/
considered “stable” if the patient is not at their treatment
files/2019-06/cpt-office-prolonged-svs-code-changes.pdf.
goal for the condition, even if there is no change in their
condition and there is no threat to the patient’s life or bodiBeginning in 2021, there will be more than one set of guidelines
ly function. A diabetic patient presenting with high blood
in the CPT book for E/M codes: one for office visits and one for
sugar counts is not considered stable, even if it is improved
everything else. The first major change that one needs to be
from a prior visit (not at goal).
aware of is the guidelines on History and Examination. Starting
•
External physician or other qualified healthcare professionJanuary 1, 2021, the only History and Examination documentaal: External has been added to definition, explaining that
tion required is what the physician/other provider deems medithe physician/other provider must either be from a different
cally necessary for the patient encounter that day. No more will
specialty/subspecialty, or from a different group (if of the
anyone have to count elements of the History of Present Illness
same specialty).
(HPI), Review of Systems (ROS), Past Medical, Family, and Social
•
Social determinants of health: This new definition indicates
History (PFSH), body areas or organ systems. No longer will phythat the patient’s economic and social conditions should
sicians/other providers have to pull forward all the information
be considered if they will influence the patient’s health or
from the last visit to justify their level of service. The new guidecommunity. Factors such as homelessness or a patient that
lines state, “The extent of history and physical examination is not
cannot afford to eat every day are examples.
an element in selection of office or other outpatient services.”
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Familiarizing the coders and physicians on these definitions
should be performed to ensure they understand how to assess
the E/M levels for office visits starting in January of 2021.
New Ways to Level E/M Services
Beginning January 1, 2021 there will be two ways to level an
office visit: by time or Medical Decision Making. The guidelines
give no preference to one or the other.
Coding by Time
Choosing a level based on time will be different for office visits
in 2021 than it is for other E/M services. Time can be considered the key and controlling factor for code selection currently
if more than 50% of the visit time is spent on counseling and/
or coordination of care with only physician/other provider faceto-face time with the patient being counted. In 2021, all the
time a physician/other provider spends on the day of the patient
encounter may be counted toward the level of service. For
example, a physician can spend 17 minutes reviewing labs and
reports from other physicians the morning of an established
patient’s visit. The physician sees the patient in the afternoon for
a 15 minute visit; the 17 minutes spent in the morning is added
to the 15 minutes spent at the face-to-face visit (32 minutes).
CPT code 99214 would be reported for an established patient
visit between 30 and 39 minutes cumulative time on a date of
service.
The guidelines also indicate what time counts toward leveling
the E/M service.
According to CPT, time spent on the following activities by the
physician/other provider can be counted toward the level of E/M
service chosen:
•
Preparing to see the patient (e.g., review of tests)
•
Obtaining and/or reviewing separately obtained history
•
Performing a medically appropriate examination and/or
evaluation
•
Counseling and educating the patient/family/caregiver
•
Ordering medications, tests, or procedures
•
Referring and communicating with other healthcare professionals (when not separately reported)
•
Documenting clinical information in the electronic or other
health record
•
Independently interpreting results (not separately reported)
and communicating results to the patient/family/caregiver
•
Care coordination

12

BC Advantage Magazine

www.billing-coding.com

The times for the E/M office visit codes next year will also be
time ranges instead of thresholds, but they are basically the
same, except for a few codes where the time will increase.
Below are two tables that show the new time ranges for the
codes.

OFFICE VISIT – ESTABLISHED PATIENT
E & M CODE

HISTORY &
EXAMINATION

MEDICAL DECISION
MAKING

99212

Medically
Appropriate

STFWD

99213
OFFICE VISIT – NEW PATIENT
E & M CODE

AVERAGE TIME

CURRENT TIME

99202

15-29 min

20 MINUTES

99203

30-44 min

30 MINUTES

99204

45-59 min

45 MINUTES

99205

60-74 min

60 MINUTES

OFFICE VISIT – ESTABLISHED PATIENT
E & M CODE

AVERAGE TIME

CURRENT TIME

99212

10-19 min

10 MINUTES

99213

20-29 min

15 MINUTES

99214

30-39 min

25 MINUTES

99215

40-54 min

40 MINUTES

Coding by Medical Decision Making (MDM)
The other way that a visit level can be chosen next year for
office visits is by Medical Decision Making (MDM). Since there
are 4 types of MDM (Straightforward, Low, Moderate, High) but
5 levels of codes, an adjustment was necessary. Since the MDM
for 99201 and 99202 are both Straightforward, the decision was
made to delete 99201. Because 99211 has traditionally been
used for “Nurse visits,” there is no MDM attached to it, so it will
remain active next year. Below are two tables that show how the
MDM will match to the code level.
OFFICE VISIT – NEW PATIENT
E & M CODE

HISTORY & EXAMINATION

MEDICAL DECISION
MAKING

99202

Medically
Appropriate

STFWD

99203

LOW

99204

MODERATE

99205

HIGH

LOW

99214

MODERATE

99215

HIGH

There will still be three elements to MDM, but their names have
been altered slightly for 2021.
1. The number and complexity of the problem(s) that are
addressed during the encounter.
2. The amount and/or complexity of data to be reviewed and
analyzed. This data includes medical records, tests, and/or
other information that must be obtained, ordered, reviewed,
and analyzed for the encounter.
3. The risk of complications, morbidity, and/or mortality of

patient management decisions made at the visit, associated
with the patient’s problem(s), the diagnostic procedure(s),
treatment (s). This includes the possible management
options selected and those considered, but not selected,
after shared medical decision making with the patient and/
or family.
NOTE: CPT defines Shared medical decision making as involving
eliciting patient and/or family preferences, patient and/or family
education, and explaining risks and benefits of management
options.
New MDM Table
The MDM table for office visits contains all three elements on
it. In order to select a level of MDM, 2 of the 3 elements for that
level must be met or exceeded. The new table is shown below.
The new definitions from the guidelines will be used in this section.

Code

Level of MDM
(2 out of 3
Elements)

Number and Complexity
of Problems Addressed

AMT AND/OR Complexity of Data
to Be Reviewed and Analyzed

Risk of Complications AND/OR
Morbidity OR Mortality of Patient
Management

99202
99212

Straightforward

Minimal

Minimal or None

Minimal risk of morbidity from
additional diagnostic testing or
treatment

Limited
(Must meet the requirements of at
least 1 of the 2 categories)

Low risk of morbidity from
additional diagnostic testing or
treatment

• 1 self-limited or
minor problem
99203
99213

Low

Low
• 2 or more self-limited
or minor problems;
OR
• 1 stable chronic
illness;
OR
• Acute, uncomplicated
illness or injury

Category 1: Tests and documents
• Any combination of 2 from the
following:
- Review of prior external note(s)
from each unique source*;
- Review of the result(s) of each
unique test*;
- Ordering of each unique test*
OR
Category 2: Assessment requiring
an independent historian(s)

*Each unique test, order, or document contributes to the combination of 2 or combination of 3 in Category 1 under the Amount and/or Complexity of Data to be Reviewed and Analyzed element in the above table.
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Code

Level of MDM
(2 out of 3
Elements)

Number and Complexity AMT AND/OR Complexity of Data to Be
of Problems Addressed Reviewed and Analyzed

99204
99214

Moderate

Moderate
• 1 or more chronic
illnesses with exacerbation, progression, or
side effects of treatment;
OR
• 2 or more stable
chronic illnesses;
OR
• 1 acute illness with
systemic symptoms;
OR
• 1 acute complicated
injury

Risk of Complications
AND/OR Morbidity OR
Mortality of Patient
Management

Moderate
(must meet the requirements of at least 1
out of 3 categories)

Moderate risk of morbidity
from additional diagnostic
testing or treatment

Category 1: Tests, documents, or independent historian(s)

Examples only:

• Any combination of 3 from the following:
- Review of prior external note(s) from each
unique source*;
- Review of the result(s) of each unique test*;
- Ordering of each unique test*;
• Assessment requiring an independent
historian(s)
OR
Category 2: Independent interpretation of
tests
• Independent interpretation of a test performed by another physician/other qualified
health care professional (not separately
reported);
OR
Category 3: Discussion of management or
test interpretation
• Discussion of management or test interpretation with external physician/other
qualified health care professions/appropriate source (not separately reported)

• Prescription drug management
• Decision regarding minor surgery with identified
patient or procedure risk
factors
• Decision regarding
elective major surgery
without identified patient
or procedure risk factors
• Diagnosis or treatment
significantly limited by
social determinants of
health

*Each unique test, order, or document contributes to the combination of 2 or combination of 3 in Category 1 under the Amount and/or Complexity of Data to be Reviewed and Analyzed element in the above table.

DON’T
MISS
BC Advantage Magazine

99205
99215

Level of MDM
(2 out of 3
Elements)
High

Number and Complexity
of Problems Addressed

High
• 1 or more chronic
illnesses with severe
exacerbation, progression, or side effects of
treatment;
OR
• 1 acute or chronic
illness or injury that
poses a threat to life or
bodily function

AMT AND/OR Complexity of Data to Be
Reviewed and Analyzed

Risk of Complications AND/
OR Morbidity OR Mortality
of Patient Management

Extensive
(Must meet the requirements of at least 2
out of 3 categories)

High risk of morbidity from
additional diagnostic testing or treatment

Category 1: Tests, documents, or independent historian(s)
• Any combination of 3 from the following:
- Review of prior external note(s) from each
unique source*;
- Review of result(s) of each unique test*;
- Ordering of each unique test*;
• Assessment requiring an independent
historian(s)
OR
Category 2: Independent interpretation of
tests
• Independent interpretation of a test
performed by another physician/other
qualified health care professional (not
separately reported);
OR
Category 3: Discussion of management or
test interpretation
• Discussion of management or test interpretation with external physician/other
qualified health care professional/appropriate source (not separately reported)

Examples only:
• Drug therapy requiring
intensive monitoring for
toxicity
• Decision regarding
elective major surgery with
identified patient or procedure risk factors
• Decision regarding emergency major surgery
• Decision regarding hospitalization
• Decision not to resuscitate or to de-escalate care
because of poor prognosis

*Each unique test, order, or document contributes to the combination of 2 or combination of 3 in Category 1 under the Amount and/or Complexity of Data to be Reviewed and Analyzed element in the above table.
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So, if you had a patient with High number and complexity of
problems, but Moderate complexity of data and Moderate risk
of complication, the encounter should be coded as 99214 or
99204, depending on if they are new or established to the
practice/specialty.

•

•

budget
Contact vendors to ensure they are updating all necessary
software and templates with enough time for the practice
to update everything on their end
Use outside help, when necessary, to stay on track (and
stay sane!)

Preparation for January 1, 2021
What should a practice do to prepare? I suggest a multi-step
approach.
First, read through the new CPT E/M Office Visit Guidelines
to make sure everyone understands the new guidelines on
coding by time. Get familiar with the definitions given in the
new MDM section and study the revised MDM table. Next,
in order to get an estimate of the financial impact of the
changes, obtain a financial impact & documentation readiness
assessment. This can be done by comparing the RVUs for the
current levels to the 2021 RVUs for what the documentation
would support using the new guidelines.
Communication will also be key. Decide the best way that the
practice disseminates information (e-blast, intranet, newsletter,
etc.) and decide on a schedule for communication. Multiple
levels of communication may be warranted, so it can be split
into groups, such as physicians/other providers, administration,
auditors/coders, etc. Then, it is time to set up educational sessions.
There may need to be different types of sessions as there may
be different groups (the education for the coders and auditors
will be different from that of administration). Depending on
the size, time commitment, and skill set of employees, it may
be necessary to look to an outside consultant to provide some
of the services.
Of course, don’t forget about your IT needs. New templates
may need to be made or requested from your vendor, along
with software updates.
Conclusion
There is a lot to accomplish with preparing to switch on
January 1, 2021, but it is not impossible. Remember these
things:
•
Make sure everyone that needs it gets scheduled and
attends training
•
Assess the financial/documentation impact the change
will have on the practice to avoid big surprises with the
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The AMA has published a checklist for transition. It can be
found at https://www.ama-assn.org/practice-management/
cpt/10-tips-prepare-your-practice-em-office-visit-changes
As with all other changes that have come before, this is one
that can be successful if the practice has a good game plan
and keeps their eye on the prize.
Good Luck!

Betty Hovey, CCS-P, CDIP, CPC, COC, CPMA, CPCD, CPB, CPC-I, is
a nationally recognized healthcare consultant and speaker. She
is an expert auditor and loves to help practices stay compliant
and profitable. Betty states, “Physicians work hard for their
practices and they should be paid properly for what they do.”
Betty brings over thirty years of healthcare experience. She
has worked for practices both large and small with the same
intensity and attention. She has spent years on the “front lines”
for practices handling medical billing, coding, claims, and denials. She has also managed practices and directed healthcare
system departments. Her areas of expertise include Evaluation
and Management, Primary Care, Dermatology, Plastic Surgery,
Cardiology, Cardiothoracic Surgery, General Surgery, GI, E/M
and procedural auditing, and ICD-10-CM.
As a speaker and trainer, Betty brings a welcoming mannerism
that her attendees relate to and enjoy. She brings humor and
real life experience to her educational sessions that allow
her to ensure that everyone understands the training and has
a good time. Betty has educated medical coders, managers,
health plans, administrators, physicians and non-physician
practitioners all across the country. She has co-written manuals on ICD-10-CM, ICD-10-PCS, and CPT specialty areas. She
most recently authored a chapter for the soon to be released
book, Telemedicine in Orthopedics and Sports Medicine:
Development and Implementation in Practice.
www.chcs.consulting
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protected health information (PHI) that a covered entity or
business associate creates, receives, maintains, or transmits; and
provide risk mitigation strategies moving forward.
Analysis

The Biggest Threat to Healthcare Cybersecurity:

Telehealth

According to a recent study by SecurityScorecard and Dark Owl, “Telehealth systems
have experienced an enormous increase in targeted attacks.” This finding should not
surprise anyone. After all, on March 16, 2020, The U.S. Department of Health and Human Services (HHS) announced that “it is investigating a suspicious spike in activity
on its network over the weekend, in what security officials called a ‘cyber incident’ that
did not disrupt the agency’s response to the COVID-19 virus.”

O

n March 17, 2020, the HHS Office for Civil
Rights (OCR) announced that that it will
waive potential HIPAA penalties for good
faith use of telehealth during the nationwide
public health emergency due to COVID-19.
Traditionally, telehealth (and more specifically, telemedicine, which is the clinical interaction between a patient
and a medical professional using a telecommunication
medium that has both audio and video) was limited to
certain circumstances and certain environments utilizing
select telecommunication technology. Therefore, select
medical professionals who utilized it were operating under
different norms.
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There are many similarities between telecommuting and
telehealth when it comes to the Security Rule in relation
to having the requisite safeguards in place to mitigate
the risk of a breach. Both situations provide a multitude
of opportunities for the exploitation of a vulnerability via
phishing and vishing attempts, ransomware, and other
malware, as well as not utilizing secure Wi-Fi when working remotely.
The purpose of this article is to provide a synopsis of the
SecurityScorecard and Dark Owl Study (hereinafter the
“Study”); address the relevance of maintaining technical,
administrative, and physical safeguards to protect the

The finding that since the COVID-19 pandemic began, telehealth poses the biggest threat to healthcare providers, as
well as business associates, should have been anticipated.
Considering that patients use unsecure telecommunication formats that potentially provide a conduit into a provider’s system
for cybercriminals, it should have been expected. The co-founder and Chief Operating Officer of Security Scorecard indicated
that, “Our report findings illustrate that in order for the healthcare industry to protect patient and provider data, vetting and
enforcing security protocols around new technology providers
remains paramount.”
Here are the key findings of the Study:
•
The fear of COVID-19 and inadequate work-from-home
security practices opened the door for bad actors.
•
Between January 2020 and April 2020, a significant upward
trend was detected in the number of dark web and deep
web results containing mentions of the top 20 telehealth
companies.
•
Endpoint security, including medical devices and COVID
diagnostic devices is a major concern, “create data security
and privacy risks as malicious actors attempt to infiltrate
the devices to obtain health information.”
•
Data breaches are likely to undermine patient confidence
in the modality to the degree that they switch physicians
or stop using telemedicine altogether.
•
“Although healthcare professionals may be protecting
physical health by using telehealth services, they also need
to ensure they are not putting data health at risk instead.”
These findings underscore the statement made by HHS in its
February 2020 Bulletin.
In an emergency situation, covered entities must continue to
implement reasonable safeguards to protect patient information against intentional or unintentional impermissible uses
and disclosures. Further, covered entities (and their business
associates) must apply the administrative, physical, and techni-

cal safeguards of the HIPAA Security Rule to electronic protected health information. (emphasis added).
The takeaway is that there is more risk to both providers and
patients, so the requisite technical, administrative, and physical safeguards must be utilized when teleworking or utilizing
telehealth. A number of these issues could have been prevented
and can still be mitigated by doing the following: (1) having an
adequate Business Continuity Plan; (2) having criteria set forth
in writing for teleworking and for telehealth interactions; and
(3) having adequate policies and procedures.
In terms of risk mitigation, the Department of Homeland
Security’s Cybersecurity & Critical Infrastructure Security
Agency (CISA) Warning provides sage advice to mitigate risk.
First, remain vigilant to scams and social engineering attempts.
Second, exercise caution when handling any email that includes
a COVID-19 or related subject message, whether through email,
text, calls, or social media. Finally, do not reveal personal or
financial information unless you are absolutely certain of who
is on the other end. In other words, “trust but verify.”
Conclusion
Earlier in this article, a statement appears that encourages covered entities and business associates alike to emphasize cybersecurity health as much as physical health. If a data breach
takes place or a patient uses a telecommunication format that
leaves him/her vulnerable to a cyberattack, the long-term consequences can be costly. In turn, a patient’s physical and mental
health may deteriorate further because of the additional stress.
In sum, continual monitoring, evaluation, and education are
needed and, in fact, required, in order to mitigate the risks and
costs associated with a breach; consider, as well, health from a
holistic standpoint.

Rachel V. Rose, JD, MBA, is an Attorney at Law in Houston, TX.
Rachel advises clients on healthcare, cybersecurity, securities
law, and qui tam matters. She also teaches bioethics at Baylor
College of Medicine. She has been consecutively named by
Houstonia Magazine as a Top Lawyer (Healthcare) and to the
National Women Trial Lawyer’s Top 25. She can be reached at
rvrose@rvrose.com. www.rvrose.com
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incorrect one?

COVID-19 Testing:
False Positives are Definitely a Negative!

T

he assisted living facility (ALF) went on lockdown, and we all were waiting to see if our
loved ones would become symptomatic. On
Wednesday, Aug. 26, I received a call from the
ALF administrator requesting permission to
retest my dad with an intranasal swab test. There were
multiple residents and staff whose tests were positive, and
they were concerned that the original tests were false positives. That was eight days after the original test.
Three people had been retested already, and the repeat
tests were all negative. The administrator expressed frustration at the inability to procure sufficient supplies to
do the follow-up nasal or nasopharyngeal testing. The
original NovaDx test had been supplied by the government to all long-term care facilities, per the administrator.
It seemed unlikely that multiple elderly patients, some
of whom likely had some high-risk co-morbid conditions,
would all have been asymptomatic.
Up until now, we had been under the impression that the
PCR tests have few false positives, and that false negatives
are the real issue. These molecular tests are considered to

20

BC Advantage Magazine

www.billing-coding.com

Listeners of Talk Ten Tuesdays”
may remember that earlier this
summer, my 89-year-old father
tested positive for SARS-CoV-2
via a saliva polymerase chain
reaction test, which his caregivers
performed as an attempt to catch
COVID-19 infections early, on
instructions from the state department of health. The results were
returned five days later, and I was
informed that evening.
(www.icd-10monitor.com/talk-ten-tuesdays)

have high specificity (ability to correctly detect uninfected
patients, i.e., true negatives – TN/[TN + FP]), but lower
sensitivity (ability to detect true positives identifying all
infected patients – TP/[TP + FN]).
However, the tests had been validated on symptomatic
patients. It is problematic to apply tests to situations for
which they have not been intended or studied.
A false negative means that a person goes about their
business thinking they are not infected or infectious. They
can expose other people unknowingly. They can expose an
entire football squad or a government office.
The implication of a false positive is different. First, it is
insanely difficult to prove that a false positive is actually
false, especially in the case of an asymptomatic patient.
Cultures for SARS-CoV-2 are not done; the PCR test is considered the gold standard. If there is a lag time of eight
days, like in the case of my dad, who’s to say that the first
one couldn’t have been a true positive, and the follow-up
test was reflective of just the natural clearing of the virus?
If we know there are significant numbers of false negatives, how do we know that the second PCR test isn’t the

If a patient is believed to be infected with the coronavirus, they
must quarantine and limit their exposure to others. For 14 days,
all the residents of the aforementioned ALF were cooped up in
their apartments. They ate their meals there, all the activities
were on hold again, they did not go outside, and they did not
have familial visits. Anyone who had been in contact with a person believed to be positive had to quarantine, as well. My father’s
healthcare system demanded a 28-day lag between the positive
test and being able to be seen in person, which left him at risk of
his other ailments.
If the long-term facility (or a school, for that matter) is doing
routine asymptomatic testing, what do they do if quality control
issues persist, and there are repeated false positives? Do they
undergo serial, perpetual quarantine? Quarantine or isolation has
real costs, too. Without socialization, these elderly residents are
losing mental faculties. Without school, some kids and parents
feel like they are losing their minds.
What do these nursing homes and assisted living facilities do
now with their results? Do they report those patients to the
authorities as positives, even if they suspect they are false positives?
Since you cannot really tell who has a false positive, statistics
will be skewed. The per-capita death rate is falsely lowered.
Inpatient false positives mean the difference between the
COVID-19 unit and not. If they don’t really have the disease, they
might after being exposed during their hospitalization. Also,
remember that Medicare pays an additional 20 percent if there
is a positive test result in the chart. Additional resource expenditures and longer hospitalizations may ensue from false positive
tests, so perhaps that is not inappropriate.

How did we get here? Tests, similar to the vaccines in development, were hastily thrown into production. Emergency use authorizations, or EUAs, are being handed out like candy on Halloween
in 2019.
When this happened to my father, I found an online article from
June 18 that uncovered abnormally high numbers of positive
results from NovaDx in Texas nursing homes in early June. They
were written off as “an isolated incident” involving a specific
batch of tubes and transport solution. So why is the government
purportedly distributing these tests still?
My dad’s latest test returned negative, and the residents have
been released. I am scheduled for my weekly 30-minute visit
tomorrow afternoon.
There is room to improve testing, and to improve the tests. To
ensure that we know what test results mean in asymptomatic
patients. To improve the administration of the tests. We all want
the statistics and information surrounding COVID-19 to be accurate and reliable. Testing is one of the key tools in our arsenal to
get this pandemic under control.

Erica Remer, MD, FACEP, CCDS, has a unique perspective as a
practicing emergency physician for 25 years, with extensive
coding, CDI, and ICD-10 expertise. She was a physician advisor
of a large multi-hospital system for four years before transitioning to independent consulting in July 2016. Her passion is
educating CDI specialists, coders, and healthcare providers with
engaging, case-based presentations on documentation, CDI, and
denials management topics. She has written numerous articles
and serves as the co-host of Talk Ten Tuesdays, a weekly national
podcast. Dr. Remer is a member of the ICD10monitor editorial
board, the ACDIS Advisory Board, and the board of directors of
the American College of Physician Advisors.

Welcome to BC Advantage
Victoria Moll, CPC, CPMA, CRC, CPRC, AAPC Approved Instructor, Fellow, will be joining BC Advantage
editorial board to add fun and FREE tutorials on medical coding and billing topics for all of our
members to access.
Keep a lookout on our website (https://www.billing-coding.com) in the coming weeks.
Victoria has more than 10 years of multi-specialty experience in coding, auditing, and healthcare
management. She has spoken at various AAPC conferences, seminars, and meetings and is known for
her infectious enthusiasm. Victoria is a frequent contributor to Healthcare Business Monthly as well
as, a content creator for her medical coding blog and dynamic YouTube channel, Contempo Coding.
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too low to begin with, the practice’s actual collection percentage may be artificially high. For example, if a practice
has a high gross collection percentage and practice revenues mainly come from discounted fee for service managed
care patients, it is a good bet the practice fee schedule is
too low. Alternatively, a very high fee schedule may make
the percentage look low simply because the practice is
having to adjust off the amounts that were billed above the
UCR limit.

Monitor Collections to Improve Practice Bottom Line
As the healthcare industry continues to change, one area that demands constant attention is practice collections. One way to monitor practice collections on an ongoing
basis is to calculate and analyze two important statistics: the gross collection percentage and the net collection percentage.

Y

ou calculate the gross collection percentage
by dividing the practice’s collections by its
gross production. The gross collection percentage is an important statistic because it
indicates how much of the office’s production
is actually going into its bank account. Keep
in mind that if the practice can increase its gross collection percentage at any time, its cash flow will increase
accordingly.
The determination of whether or not a practice’s gross collection percentage is acceptable will depend on a variety
of components. The first is the practice’s actual payor mix.
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Every office should be aware that the percentage is directly dependent upon its own payor mix (i.e. the breakdown
of revenues between such payors as Medicare, Medicaid,
commercial insurance, workers’ compensation, and managed care, and other payors). For example, a practice that
treats mainly Medicare patients generally cannot expect a
high gross collection percentage.
Also, the practice fee schedule has a direct impact on
the gross collection percentage. Collection percentages
assume a fee schedule that is at or near what is considered usual, customary, and reasonable (UCR) for a particular service area. Therefore, if a practice’s fee schedule is

Another important characteristic is the practice’s medical
specialty. For example, a practice in which most of its revenue comes from treating Medicare patients as mentioned
above, such as cardiology, cannot be expected to have a
gross collection percentage greater than 80% in most circumstances, because the practice’s Medicare payment profile prohibits it. A practice that has many patients with commercial coverage, however, could and should expect to have
a higher gross collection rate. Primary care practices, such
as pediatrics, often have higher gross collection percentages
than do specialty type practices, such as pulmonology.
If the gross collection percentage does not meet expectations, look for the following possible causes:
A shift in the practice’s payor mix: In some areas, the demographics of patients can switch away from commercial
insurance to managed care. Sometimes, this switch can be
sudden. Some service areas have been known to go from
20% managed care penetration to 70% within 12 months.
Because managed care plans pay less than the office’s normal indemnity fee schedule, the practice’s gross collection
percentage should decline accordingly.
If a shift has occurred, the office manager or administrator
should first try to pinpoint a breakdown of the practice’s
current payor mix. Next, attempt to decide what percentage
of the revenue is derived from managed care, commercial
insurance, self-paying patients, Medicare, Medicaid, and
other insurance programs. Depending on the internal systems of the practice, obtaining this type of information can
be an easy task, or next to impossible. This is especially true
for any medical practice still on a pegboard (i.e. manual)

type of system. If a practice has a good computer system, it
can probably provide a payor mix analysis. If it does not, the
manager should at least have the physician or the billing
staff give you their best guess estimates of what the payor
mix might be.
After pinpointing the payor mix, determine how the practice
can shift its payor mix to the type of patients for whom
reimbursement is the highest. This generally is accomplished by designing marketing strategies that target a
specific payor class. The success of this will depend largely
on the demographics of the practice’s area and the willingness of the physician to participate in marketing activities.
For example, if the practice has moved toward managed
care, there may not be much of an opportunity to move the
payor mix around. The physician is stuck with managed-care
reimbursement simply because no other alternatives are
available.
Office fails to follow up on unpaid insurance claim forms:
If insurance claim forms are filed and not followed up on
a timely basis, insurance companies may delay payment.
In turn, the office will not get reimbursed quickly. This is a
common system breakdown in many medical offices, and it
affects cash flow. Generally, it should only take 2-3 days to
file claims for office visits and 5-7 days for hospital, surgery,
and other charges.
Office fails to collect moneys from patients at the time of
their office visit: For certain medical practices, such as family practice, pediatrics, and allergy, office collection should
be a mandatory policy. If payments are not made by patients
at the time of their office visit, insurance must be filed for
these services and, consequently, the office must wait for its
payment. Good examples are copayments and deductibles.
As a result, the gross collection rate will not be as good as
it could have been if these payments were secured at the
time of the visit. Thus, if the collection rate declines, the
problem could be at the front desk.
Office fails to send out patients’ statements on a timely
basis: Patients who do not receive statements every month
cannot pay on their accounts. If the statements are not
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mailed at the same time each month, cash flow could
become erratic.
Change in insurance company reimbursement rates: Many
insurance plans annually decrease reimbursement rates for
specific CPT codes, often without notifying physicians.
Office manages patient receivables poorly: Poor collection
activities include those in which patients are not called
about their overdue accounts, collection letters are not
used, or a collection agency is not used properly. The office
may not follow up on unpaid insurance claims or does so
too late. Patients may arrive at the physician’s office with
an unpaid balance on their account. Many offices fail to
collect this overdue amount when the patient is in the
office. All of these factors could contribute to a poor gross
collection percentage.
Office employs inexperienced personnel: Unfortunately,
some employees working in a medical office are not
skilled at medical billing and collection. Billing a physician’s services is not an easy task. This also could be said
of front desk personnel, many of whom are inexperienced
in front-desk collections, scheduling, and so on. Always
remember that if the office has implemented the proper business systems to ensure a successful and efficient
operation, then collection problems could be directly tied
to the people who are employed to carry the billing and
collection duties.
Possible embezzlement: If the practice has a good payor
mix and all the right operational systems are in place and
followed by the practice’s personnel, a poor gross collection rate could be the result of employee embezzlement.
Instead of collected revenue ending up in the practice’s
bank account, it is diverted to an employee’s own personal
account.

Finally, a word about new medical practices or any other
new healthcare practitioner. For these offices, both production and collections should increase every month. In other
words, the practice must grow. This is especially true for
new medical practices that are receiving a financial subsidy from a hospital as part of a new physician recruitment
agreement. Many new doctors do not feel the need to
produce immediately because their income in the first year
at least is subsidized in some way by the hospital. This
often lulls the doctors into a fall sense of security. Many
fail to realize that they are going to have to be “on their
own” within a relatively short period of time. This is why it
is so important to monitor both production and especially
collection activity in a new doctor’s or healthcare practitioner’s first year of practice.
If a new practice’s production is stagnating or not increasing at the desired level, the office manager or physician
should investigate immediately. A budget should be prepared for any new medical practice. The budget or cash
flow forecast will set the production and collection goals
for the practice’s first 12 months. If collections and/or
production are in fact lagging, the practice may need to
develop a strategic marketing plan to spell out strategies
that will increase its revenue.

Reed Tinsley, CPA, is a Houston-based Certified Valuation
Analyst and Certified Healthcare Business Consultant. He
works closely with physicians, medical groups, and other
healthcare entities with managed care contracting, operational and financial management, strategic planning, and
practice growth strategies. His entire practice is concentrated in the healthcare industry. His other services include
physician practice valuation and physician-related litigation support. www.rtacpa.com
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BRINGING YOU A DYNAMIC INTERACTIVE LIVE EVENT
If you know NAMAS, you KNOW we go BIG for Conference! This year is no exception. We have invested in bringing you
a rich immersive conference experience right to your desktop - and lowered the price!

NAMAS MEMBER PRICING $845

NON-MEMBER $1045

WHAT YOU CAN EXPECT
VIRTUAL LOBBY

AUDITORIUM

NETWORKING LOUNGE

The
easy-to-navigate
“Home
Base” lobby where you can choose
educational tracks focused on

Enter the grand auditorium from the
lobby where you’ll automatically be
“seated” for your live session.

Chat with your fellow attendees,
exchange thoughts and ideas
through direct messages or in a

CONFERENCE SESSIONS

CEUs

POST-CONFERENCE

With hand-picked speakers and
streamlined
topics
you
want
most, come away with a better
understanding.

Each educational session is eligible
for AAPC, PAHCOM, and AMBA
CEUs.

You’ll have access to all of your
registered sessions for 30-days after
the conference.

The Fast, Easy, and Affordable way to earn your CEUs each year!
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BC Advantage provides FREE CEU approved webinars to all of our magazine subscribers. Gain important
industry knowledge in your own facility, office, or home, presented by leading industry professionals.

Access all 30+ CEUs/Webinars online now!
https://www.billing-coding.com/ceus-all.cfm

Focusing skill into accomplishment
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Codes

99217-99220; 99224-99226; 99234-99236

99221-99223; 99231-99233; 99234-99236; 99238; 99239; G0425; G0427
G0406-G0408; G0459

99324-99328; 99334-99337

Domiciliary, Rest Home, Custodial

99483; G0506

94002-94005; 94664

99281-99285; G0425-G0427

Cost-Sharing waived for COVID-19 testing-related services

CS

Other Charges

Disaster Related (insitutional billing only)

(T) Identifies services not subject to cost-sharing
due to COVID-19 waiver
95

DR

(T) Service for diagnosis/treatment of acute stroke

G0

CR

(T) Critical Access Hospital (CAH) method II claims

GT

Catastrophe/Disaster-Related Service NOT Telehealth – Part B claims

Remote monitoring services are part of a federal
telemedicine demonstration project

Cost Sharing
GQ

77427

90951-90970 (90953, 90959, 90962)

Telehealth transmission fee

T1014

Confirmed case (symptomatic, asymptomatic, or
presumptive positive) (U07.1)
Symptomatic, not confirmed (report symptom codes)
Contact with COVID-19 (suspected exposure)
(Z20.828)
Possible exposure, ruled out (Z03.818)
Asymptomatic (none or unsure of exposure),
ruled out (Z11.59)
Negative COVID-19 but confirmed other condition
or illness (report codes for other condition or illness)

•
•
•
•
•
•

G-Codes are reported by NPPs/QHPs
CPT codes reported by physicians
Established patients only
Time-based codes

Nonphysician practitioners/QHP only
Established patient, parent
Established patient
MD/QHP/NPP
Special rules apply

Clinical staff, physician, QHP
Time based -per month
Primary and add-on codes
Calibration, education & training
Data collection & physician/QHP report
Psychiatric collaborative care management
Timed based-per month

During the Public Health Emergency, the POS for telehealth services is
reported based on individual payer preferences. Medicare prefers the
POS as the place where the service would have taken place if performed
in person instead of POS 02, along with modifier 95 to identify telehealth.
Medicare patients may receive telehealth services from home.

Place of Service (POS)

•
•

99493-99494 Remote monitoring

•
•

99473 Remote monitoring BP device

•
•
•

99457-99458 Remote physiologic monitoring

Remote Monitoring Services

•
•
•

99441-99443 Telephone E/M service

•
•

98966-98968 Telephone Assessment & Management

*Clinicians unable to bill independently (PT, OT, SLP,
clinical psychologist) report these codes

•
•
•
•

New patient OR Established patient
Physician or NPP/QHP
Special rules apply

U0004 Any method (high-throughput technologies)

G2024 Skilled Nursing Facility

E/M Key Components

0226U Tru-Immune™

0225U ePlex® Respiratory Pathogen Panel 2

0224U COVID-19 Antibody Test

0223U QIAstat-Dx Respiratory SARS CoV-2 Panel

0202U BioFire® Respiratory Panel 2.1

Testing | Proprietary Laboratory Analyses (PLA)

86769 Antibody: Multi-step

86328 Antibody: Single step (reagent strip)

87635 Nucleic-Acid (swab)

87426 Infectious agent antigen detection by immunoassay

86413 Antibody, quantitative

86409 Neutralizing antibody, titer

Time: Document the time spent face-to-face (or audio visually), including a summary of what
was discussed, counseled, or any care coordinated.

1. History: CC, HPI, ROS, PFSH
2. Exam: Perform & document findings in the affected or related body areas or organ systems
3. Medical Decision Making:
a. Number of diagnoses or problems
b. Amount of data ordered or reviewed
c. Risk of death, morbidity, loss of bodily function with the treatment planned

Three Key Components

Scoring is based on either the three (3) key components or time.

* Report with codes
G2023 or G2024

P9604 trip charge

P9603 miles traveled

Laboratory Prorated
Travel Fees

99001 Other location (not
office) to laboratory

99000 Office to laboratory

86408 Neutralizing antibody, screen

U0003 Nucleic-Acid (high-throughput technologies)

C9803 Outpatient (hospital)

Handling/Conveyance

U0002 Non-CDC (any technique, multiple subtypes)

99211 Office

U0001 CDC test (real-time RT-PCR panel)

Testing | Testing labs require CLIA certification

COVID-19 SARS-CoV2 Specimen Collection & Testing
G2023 Home

Collection*

•
•
•
G2061-G2063* E-Visits
99421-99423

Service Notes

Other (non-telehealth)
G2010, G2012 Virtual Check-ins

Codes

Telecommunication Services

innoviHealth, Inc. Copyright 2016-2020

www.HCCcoder.com

www.FindACode.com

innoviHealth, Inc. Copyright 2016-2020

Shop NOW! For this and other great ICD-10-CM / Reimbursement products, go to store.innoviHealth.com

Evaluation and Management (E/M) Codes 99201-99215 (Office and other Outpatient) are changing effective January 1, 2021.
Today is the time to prepare for this major change. Get a copy of your 2021 E/M Changes Cheatsheet from innoviHealth by
purchasing the Evaluation & Management Comprehensive Guide for 2021 with Cardpack Bundle.

www.innoviHealth.com

®

FIND-A-C DE

COVID-19 Coding guidelines are changing rapidly. As of Sept. 14th, 2020 this coding cheat sheet is current. Visit our Resource Page and verify codes at FindACode.com for continued current information.

HHS OCR plans to waive penalties for HIPAA violations resulting from the good-faith use of
non-public-facing technologies
during the Public Health Emergency (e.g., FaceTime, Skype)

COVID-19 ICD-10-CM Codes

Telehealth originating site facility fee

Q3014

HIPAA Violation Waivers

Distant site service furnished by RHC or FQHC only

G2025

Some payers allow the use of the following charges billed with telehealth services. Do NOT use
these codes if the patient is in their home at the time of service.

See cms.gov/files/document/
se20011.pdf for E/M Medicare
Part B categories.

Medicare Part B cost-sharing (coinsurance and deductibles) are
waived between March 18, 2020
and the end of the Public Health
Emergency for COVID-19-related testing (e.g., U0001, U0002,
U0003, U0004, 87635, 86328,
86769), or E/M services performed to determine if testing
is needed, to order testing, or to
administer testing.

Cost Sharing

Radiation Treatment Management

ESRD Services

Nutrition Services/Therapy 97802-97804; G0270

92507; 92508; 92521-92524; 92601-92604; 96116; 96130-96133; 96136-96139;
Physical, Speech, Occupational, and
96156-96171; 97110; 97112; 97116; 97150; 97151-97158; 97161-97168; 97530;
Adaptive Behavior Therapy
97535; 97542; 97750; 97755; 97760-97761; 0362T; 0373T; S9152

Behavioral Assessments, 96156; 96158-96159; 96160-96161; 96164-96165; 96167-96168; 99406-99407;
Counseling, & Education G0108-G0109; G0420-G0421; G0296

Emergency Visits

Substance Interventions G0396-G0397; G0436-G0437; G0442-G0447; G0442-G0447; G2086-G2088

Respiratory Care Services

Psych/Neuropsych Testing 96110-96127; 96130-96133; 96136-96139

Psychiatry 90785; 90791; 90792; 90832-90834; 90836-90840; 90845-90847; 90853; 90875; G0410

Ophthalmology 92002; 92004; 92012; 92014

Transitional Care (TCM) 99495-99496

Assessment/Care Planning, Cognitive

Annual Wellness Visit G0438-G0439

Advanced Care Planning 99497-99498

99341-99345; 99347-99350

Home Visits

Critical Care 99291-99292; G0508-G0509; 99468-99469; 99471-99472; 99475-99476

Nursing Facility 99304-99310; 99315-99316; G9685

Intensive Care Unit (ICU) 99477-99480

Observation Services

Hospital (inpatient)

Prolonged E/M Services 99354-99357; G0513-G0514

Evaluation & Management 99201-99205; 99211-99215

Service Type

Evaluation & Management | Other

Medicare-Approved Telehealth Services

Coronavirus & Telehealth Cheatsheet

T
I
R
O
F
L
L
A
F
T
’
N
O
D

2021 E/M
Guidelines are a Trap

R

heumatic diseases are considered the leading cause of disability in the
United States. September is designated as Rheumatic Disease Awareness Month by the American College of Rheumatology (ACR) to draw
attention to these painful autoimmune and inflammatory diseases that
affect about 54 million or 1 in 4 American adults. Awareness about
symptoms and risk factors, early diagnosis, and specialized treatment
can help people better manage their condition and improve their quality of life.
Rheumatic Disorders – Common Types and Prevalence
Rheumatic diseases cause the immune system to attack the joints,
bones, cartilage, tendons, ligaments, and muscles. They can also damage the vital organs, including the lungs, heart, nervous system, kidneys,
skin, and eyes. There are hundreds of different rheumatic diseases. The
most commonly known types are rheumatoid arthritis, osteoarthritis,
lupus, psoriatic arthritis, Sjogren’s syndrome, gout, and scleroderma.
While the risk of gout, osteoarthritis, and rheumatoid arthritis increase
with age, these conditions can also affect people age 20-40. Pediatric
rheumatic diseases affect nearly 300,000 children in the United States,
and for many, symptoms may persist even in adulthood. Affordability
is a major concern for individuals with rheumatic disease, according to
the 2019 Rheumatic Disease Patient Survey conducted by Simple Tasks,
a public awareness campaign from the American College of Rheumatology. Sadly, nearly 60 percent of patients being treated for a rheumatic disease reported that they had difficulty affording their medication(s)
or treatment(s) in the past year.
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t first glance, the changes to E/M documentation guidelines for office services
coming in 2021 seem like a substantial reduction in the documentation burden
for providers working in the office and make it much easier to document higher
level services.

But once CMS and other payers figure out the negative impact to their bottom line profits
from the increased spending on level IV and V E/M services rendered in the office, expect
Medical Coverage Policy and Local Coverage Determinations to possibly pre-empt the AMA’s
published guidance on 2021 E/M services or at least tighten the documentation requirements needed to establish the medical necessity of these services.
We keep hearing that “CMS has accepted and finalized the changes,” and that is true. But
here are two things to keep in mind. First, nothing is ever set in stone with the government
and it’s likely there will need to be an adjustment to these documentation requirements
once they’re put into practice. Second, Medicare Administrative Contractors (MACs) have
wide latitude to shape their own policies for the services offered in their coverage regions.
Given the way the MACs influence E/M documentation now under the current, more regimented documentation policies, it’s highly likely they will want to step in and address what
they perceive to be vagueness or shortcomings within the AMA’s published guidance.
Another way in which the revised E/M guidelines will raise costs for MACs and private payers alike is they diminish the impact of seasoned non-clinical auditors because the emphasis on the validity of the service is shifted so heavily to medical decision making or time as
documented in conjunction with medical necessity.
The reliance on clinical judgment means that payers will need to
engage more clinicians to support initial automated determinations
or other determinations that services are potentially over-coded or
not medically necessary.
While it would be wonderful if the new documentation guidelines
for office services simply meant that more E/M claims from providers were found to be supported at higher service levels, the health
payment infrastructure has never been that easy on the clinical
provider.
Private payers are in business to maximize profits for shareholders—
the act of paying out claims for beneficiaries is nothing more than
the business they’ve engaged in to support that goal. State and federal governments—particularly when hemorrhaging revenues due to
COVID-19—will also be looking to monitor spending closely.
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Regardless of the E/M documentation guidelines, physician practices will continue to be an easy mark for those efforts, as most
providers are not fighting back too stridently against periodic
denials for charges in the $100-$200 range. For the payer’s bottom line, those takebacks add up to real money fast.
The Future of Non-Clinical Auditors
While it’s true that these changes currently impact only office
services and there will always be a role in the infrastructure of
healthcare documentation for non-clinical auditors, the reality
of the changes to office documentation guidelines reduces the
need for non-clinical auditors because so much of the emphasis
on appropriate code selection is based on clinical judgment.
There will be issues with these services for non-clinical auditors
to consider—cloned documentation, over-reliance on previous
documentation, and the failure to adequately document treatment, among other reasons. But if there are not clarifications to
the wide latitude providers will have when it comes to aspects
of the history and exam, non-clinical auditors will likely see their
roles reduced or curtailed when it comes to auditing office services.
The clinical judgment aspects of the encounter will be hashed
out at the physician level, and the non-clinical auditor won’t be
needed to “count” aspects of history and exam in the manner that
occurs now because these won’t be required elements.
Aspects of the new documentation guidelines that are needed
to support certain services and may be more emphasized in
2021, such as the need to better document a review of previous
documentation, the ordering of diagnostic tests or work-up, or
the way in which the case is discussed with other providers will
still be there, but are likely to be adapted into revised templates
or macro statements in situations when needed. Soon they’ll be
everywhere, and we will be right back to our emphasis of clinical
judgment.
Here’s the thing about clinical judgement; it is a 2-step process:
1. The synthesis of all submitted medical record information
(e.g. progress notes, diagnostic findings, medications, nursing
notes, etc.) to create a longitudinal clinical picture of the
patient; and
2. The application of this clinical picture to the review criteria is to make a reviewer determination on whether the
clinical requirements in the relevant policy have been met.
CMS states that “MAC, CERT, RAC, and ZPIC/UPIC clinical
review staff shall use clinical review judgment,” which they
have been doing and continue to do now by having nurse
reviewers/physician reviewers provide an impression of the
medical record review determinations by non-clinical audi-
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tors/coders. However, if the requirements change (no more
emphasis on the history or exam), then the need for the
non-clinical auditor in the process becomes far less necessary. Remember that according to CMS, “Clinical review judgment does not replace poor or inadequate medical records.
Clinical review judgment by definition is not a process that
MACs, CERT, RACs, and ZPICs/UPICs can use to override,
supersede, or disregard a policy requirement.” CMS further
states that “Policies include laws, regulations, the CMS’ rulings, manual instructions, MAC policy articles attached to an
LCD or listed in the Medicare Coverage Database, national
coverage decisions, and local coverage determinations.”
In looking at the Clinical Judgement process outlined above for
the MACs, RACs, ZPICs/UPICs, there is specific guidance from
each of the MACs including the following:
1. CGS instructs the auditor to evaluate the record not only
on the documentation elements but also on the impact of
the physician work based on the complexity of care of the
patient. Keep in mind that this is demonstrated through
clinical analysis and impressions of the documentation, as
the auditor should never abstract the records for clinical
content unless they are of equal clinical expertise as an NPP
or Physician.
2. Novitas Medicare has one of the more compelling statements as to the scoring of medical necessity:
Medical necessity cannot be quantified using a points system.
Determining the medically necessary level of service (LOS)
involves many factors and is not the same from patient to
patient and day to day. Medical necessity is determined through
a culmination of vital factors, including, but not limited to:
a. Clinical judgment
b. Standards of practice – This is referring to “Generally
accepted standards of medical practice”
c. Why the patient needs to be seen (chief complaint)
d. Any acute exacerbations/onsets of medical conditions
or injuries
e. The stability/acuity of the patient
f. Multiple medical co-morbidities
g. The management of the patient for that specific DOS
In the Medicare program, “Medical Necessity” is defined under
Title XVIII of the Social Security Act, Section 1862 (a) (1) (a):
“Notwithstanding any other provision of this title, no payment
may be made under part A or part B for any expenses incurred
for items or services which, except for items and services
described in a succeeding subparagraph, are not reasonable and
necessary for the diagnosis or treatment of illness or injury or to
improve the functioning of a malformed body member.” The pre-

ceding is a legal doctrine by which evidence-based clinical standards are used to determine whether a treatment or procedure is
reasonable, necessary, and/or appropriate.
In all of the cases we are privileged to work on behalf of clients
and law firms, the biggest emphasis we stress with regard to the
determination of “Medical Necessity” is based on the fact that
it is vital that the court considers the fact that it is the patients’
“Treating Physician” who knows best what is required to care
for a sick or injured patient to return them to baseline, maintain
baseline, or allow them to achieve improvement(s).
This confers a compelling advantage to the documentation of
the Treating Physician because the burden shifts to outsiders not
engaged with the patient to essentially overrule the judgment of
the Treating Physician based solely on documentation and not
on patient interaction.
Although they have removed the Treating Physicians Rule from
the Social Security Act for disability, it remains in effect for
CMS—and commercial payers in general—since the first section
of the Medicare statute is the prohibition stating, “Nothing in
this title shall be construed to authorize any Federal officer or
employee to exercise any supervision or control over the practice
of medicine or the manner in which medical services are provided.”
From this, one could conclude that the beneficiary’s physician
should decide what services are medically necessary for the
beneficiary, and a substantial line of authority in the medical
treatment area would thus indicate that the treating physician’s
opinion is entitled to special weight and is binding upon the
Secretary of Health and Human Services (HHS) when not contradicted by substantial evidence.
Many courts continue to apply the rationale of the “Treating
Physician” rule in Medicare cases, and have rejected the
Secretary’s assertion that the treating physician rule should not
be applied to Medicare determinations. In Holland vs. Sullivan,
the court concluded: “Though the considerations bearing on the
weight to be accorded a treating physician’s opinion are not
necessarily identical in the disability and Medicare context, we
would expect the Secretary to place significant reliance on the
informed opinion of a treating physician and either to apply the
treating physician rule, with its component of ‘some extra weight’
to be accorded that opinion, [even if contradicted by substantial
evidence], or to supply a reasoned basis, in conformity with statutory purposes, for declining to do so.”

continue to employ non-clinical auditors is to implement the
aspect of the guidelines that requires counting of elements in
various areas of the documentation, as this does not require the
skill or cost of a clinician.
History of Present Illness (HPI) is made up of 8 elements (location, duration, severity, quality, context, timing, modifying factors,
and associated signs and symptoms); from this list, you need
either 1-3 for brief or 4+ for extended. The Review of Systems
(ROS) is based on 14 organ systems and you either need 1, 2-9,
or 10+. Finally, the Past, Family, or Social History (PFSH) requires
1 or 3.
If a provider uses a SOAP note or Template in an EMR, they are
typically structured with a heading of History and then sub-headings of HPI, ROS, and PFSH; now it is a matter of checking for the
proper number of elements documented in each section to arrive
at an overall level of history.
The exam is no different; many payers have over the years
adopted the mentality, “If the exam was performed and documented, we do not place any emphasis on it beyond counting the
body areas/organ systems or elements documented if using ‘97
guidelines.” The reason for this, simply stated: it is objective; you
either did it or you didn’t.
The main role of the non-clinical auditor, other than counting
elements or looking for instances of clinical plagiarism, cloned
documentation, or contradictions in the documentation, is potentially to shift aspects of the exam documentation to different
body areas or organ systems to land at the right documentation
level for that encounter.
Before auditors or coders take offense at any perceived criticism
of their role, the reality is that without an RN, LPN, NP, PA-C, MD,
or DO after their name, they are not a clinician and a court will
not recognize the ability to render a clinical judgment from anybody other than a clinician.
Even non-clinical auditors who work at high volumes and recognize documentation patterns still are limited by the law from
offering clinical opinions. Even the auditor’s claim that a service
is not “medically necessary” is not a qualified judgment of what
occurred in the room, but is an opinion based on the encounter
as memorialized by the provider. The reason for the emphasis on
medical decision making and establishing code levels through
the counting of elements is that the non-clinical auditor is fundamentally unable to assess medical necessity from a clinical
perspective in a way that will satisfy a court.

Because this is already happening, the primary reason payers
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The good news is the E/M changes at this point are limited to
office or other outpatient services (99202 – 99215) so the need
of non-clinical auditors/coders in all other settings where E/M
Services are billed and for procedures is definitely there.

(FCA), we believe once there is enough of an outcry from providers, advocacy groups and others with vested interest in the
financial security of these groups, CMS will be forced to issue
guidance to fill the “gaps.”

One of the things I like to do is think through what steps and
guidance I would take if I was still working for a health system,
hospital, or physician group, so I came up with the following list:

Until that happens, there are going to be a lot of audits where
MDM and Time are reviewed and may suggest a particular level
of service, but due to the “medical necessity” falling short, the
claim(s) will be denied and demand for overpayments will be
issued. You have to understand how the term “Medical Necessity”
is defined through case law; specifically, “medical necessity” must
refer to what is medically necessary for a particular patient and
hence entails an individual assessment rather than a general
determination of what works in the ordinary case (Second Circuit
Court of Appeals, cited in Kaminski, Defining Medical Necessity,
http://www.cga.ct.gov/2007/rpt/2007-r-0055.htm).
The terms “Medically Necessary” or “Medical Necessity” shall
mean healthcare services that a physician, exercising prudent
clinical judgment, would provide to a patient for the purpose of
preventing, evaluating, diagnosing, or treating an illness, injury,
disease or its symptoms, and that are: (a) in accordance with
generally accepted standards of medical practice; (b) clinically
appropriate, in terms of type, frequency, extent, site, and duration, and considered effective for the patient’s illness, injury, or
disease; and (c) not primarily for the convenience of the patient,
physician, or other healthcare provider, and not more costly
than an alternative service or sequence of services at least as
likely to produce equivalent therapeutic or diagnostic results
as to the diagnosis or treatment of that patient’s illness, injury,
or disease. For these purposes, “generally accepted standards of
medical practice” means standards that are based on credible
scientific evidence published in peer reviewed medical literature
generally recognized by the relevant medical community or otherwise consistent with the standards set forth in policy issues
involving clinical judgment (Second Circuit Court of Appeals,
cited in Kaminski, Defining Medical Necessity, http://www.cga.
ct.gov/2007/rpt/2007-r-0055.htm).

Sean’s Recommendations to Avoid a Nightmare:
1. Continue to document as you do now and have since 1995,
because clarifications are coming. Beyond that, failure to
document appropriately impacts malpractice claims.
2. Document a clear and concise Chief Complaint –always tell
the story attending the reason the patient is there in their
own words.
3. The History of Present Illness should not go away and will
take on greater emphasis for making the clinical case for
the need of the service when E/M Services are determined
based on the MDM or Time in conjunction with “medical
necessity.”
4. The Review of Systems must continue to be documented since it is an inventory of organ systems and provides
the positive and/or negative responses by the patient and
allows us to confirm complaints in the objective (exam) portion of the notes.
5. Past Family and/or Social History: Document this when the
patients’ presenting problems could stem from something
in their past, family, or social history. Remember that we
still have an obligation to paint a clear picture for all who
review provider documentation.
6. Don’t carry forward old documentation as “unchanged from
previous visit” without at a minimum ensuring that problem
pertinent areas are examined or histories recorded from this
service date.
7. Reasonable and appropriate examinations in addition to
diagnostic services are critical to support the findings in the
Plan of Care (POC). Continue to perform and document those
body areas/organ systems affected.
8. Complete and accurate documentation is critical to establishing the reasonableness of the code(s) you billed on the
claim form. Eliminating any of the “Key Components” is just
plain stupid in my humble opinion because it opens the
door to auditors and those engaged in malpractice issues.
So, why do I say this is a trap? Short of CMS changing all of their
rules and then forcing Congress back to the table to promulgate
new laws or issue amendments to existing laws in the United
States Code (U.S.C.) and/or the Code of Federal Regulations
(C.F.R.) and the impact that it will have on the False Claims Act
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The Medicare statute requires that any “rule” or other statement
of policy (other than a material coverage decision) that establishes or changes a substantive legal standard must be promulgated
by regulation, 42 U.S.C 1395hh.
However, we know CMS often fails to promulgate a standard
for determining whether a service is reasonable and necessary,
which is why courts give deference to the determination of the
treating physician as previously discussed. Additionally, we have
to address the FCA previously mentioned, and in United States
v. Prabhu, 442 F. Supp 2d 1008 (D. Nev 2006), the ruling states,
“Clarity of Medical Necessity issues affect whether a claim is

2021 E/M

WEBINAR SERIES
We see the big changes sighted ahead, but we’re staying fixated on you.
We want to give you a clear understanding. Ensure you are informed on
all that is transpiring and educated with the tools to confidently continue
forward. Removing the haze. Removing the obscurity.

namas.co/em-webinar-series
• Broad Overview of E/M Changes
• Defining the Differences in 2020 vs. 2021
• Medical Necessity & E/M Changes
• History & Exam in 2021: The Quandary
• Understanding MDM in 2021: 3 Part Series
• Training Your Providers for 2021
• Hands On 2020 vs. 2021
• Hands On/ Q&A
The NAMAS team of experts have
put together a series of webinar
trainings to help demystify the
upcoming 2021 E/M changes and
clear some of the confusion.
Each training focuses on a specific
area of coding and documentation
and gives you an in-depth look and
explanation of the changes.
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‘false’ and whether the requisite ‘knowledge’ exists.” Claims
are not “false” under the False Claims Act (FCA) when reasonable persons (in this case, we have to compare clinician
to clinician with similar skills and foundational knowledge,
not physician to non-clinical auditor) can disagree regarding
whether the service was properly billed to the government.

GROUP

SUBSCRIPTIONS
Give access to your entire staff to all features
of BC Advantage.
5 - 10 Staff - $60.00 per staff
11 - 20 Staff - $50.00 per staff
21 - 30 Staff - $40.00 per staff
31 - 50 Staff - $30.00 per staff
51 - 100+ Staff - $25.00 per staff

Please visit
www.billing-coding.com/group
for more information

In “Prabhu,” a defendant does not “knowingly” submit a “false”
claim when his conduct is consistent with a reasonable
interpretation of ambiguous regulatory guidance. However,
the guidance on “medical necessity” and the standard(s)
surrounding it have become more defined and clearer over
the past decade, and as such, the standard investigators and
prosecutors will follow from my perspective are those tied
to “medical necessity” taking into account clinical judgement
first and foremost.
Thus, E/M Services will continue to be a low-hanging fruit
both for the office and other outpatient setting and others—particularly when practices don’t chase these claims
on appeal. But with the emphasis now squarely on “medical
necessity,” the stakes in 2021 will be higher than ever to
ensure documentation is complete and accurate and paints a
clear picture for the reviewer.
Another area that would have to be thoroughly evaluated
is the “Liability/Without Fault,” which provides coverage if
the provider did not or could not be reasonably expected to
comply. Under 1879 of the Social Security Act, it states that if
providers “did not know, and could not reasonably have been
expected to know,” payment would not be rendered due to
that reasonable and necessary exclusion. The issue is what
the provider could and should reasonably know.
The litmus test for reckless disregard and/or deliberate ignorance is established. Simply saying “I didn’t know” is not a
defense. The same applies to “medical necessity” as we have
discussed. The standards are established, and providers must
comply or run the risk of significant issues.
As discussed earlier, 42 U.S.C. S 1395 pp (Prohibition against
any Federal interference) highlights the problem that so
many providers run into, which is how CMS defines “medical necessity.” Although there is case law and established
precedent, there are no actual regulatory provisions, leading CMS to issue broad and nondescript National Coverage
Determinations (NCDs) from time to time that then get converted into more strict or stringent LCDs.
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Keep in mind that “Medical Necessity” at the MACs is evaluated on a case-by-case basis, which then opens the door to
subjectivity and interpretation as to what potentially benefits
the payer. Judge Sam Ervin III of the 4th Circuit Court during
the Rehab. Association of Virginia v. Kozlowski, 42 .3d 1444,
1450 stated that Medicare Law is, “One of the most completely impenetrable texts within human experience” and “dense
reading of the most tortuous kind.” This is why we defer to
the “Treating Physician” Rule and I believe audits of the future
will continue to revolve around this argument/defense.
Expect significant clarifications in the audit of E/M Services
tied to 99202 – 99215, effective January 1, 2021, and those
clarifications are likely to remain in lockstep with those in
current circulation throughout the industry. In the meantime,
continue to push the narrative with your providers that they
still have obligations to do the things they’ve been trained to
do all these years and that some basic administrative changes
do not change the dynamics of payer expectations or those of
their contracted bounty hunters.
Non-clinical auditors will have a place in the future just as
they have in the years leading up to January 2021. Continue
to hone your skills and be the best you can be to ensure maximum protections for your organization and providers.

Scott Kraft, CPMA, CPC, is an auditor for DoctorsManagement.
He also creates content for the firm’s educational division, the
National Association of Medical Auditing Specialists (NAMAS).
Scott oversees the quality assurance process for client audits.
He brings extensive experience in more than 30 specialties,
including but not limited to, orthopedics, cardiology, vascular,
neurology, obstetrics and gynecology, physical medicine and
rehabilitation, and physical and occupational therapy.
Scott is passionate about helping physicians and physician
practices achieve success and financial integrity by ensuring
that services are billed correctly and physicians and administrators are trained to document thoroughly and correctly.
He’s also focused on finding ways for physician practices to
operate more efficiently and effectively. www.doctors-management.com
Sean M. Weiss, CHC, CMCO, CEMA, CPMA, CPC-P, CMPE,
CPC, is a Partner/VP and Chief Compliance Officer for
DoctorsManagement, LLC. www.doctors-management.com
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Back to Basics
A Series Presented by your PAHCOM National Advisory Board
fire drills. That simply is not enough! Disaster plans should
contain contingency plans, decision matrices, inventory lists,
and appropriate links to local, state, and federal resources.
It is absolutely essential to have a dedicated funding source
in the event of a disaster. COVID-19 and the subsequent quarantine have ravaged the American economy. With millions
asked to stay home and millions more reducing our workforce to only essential staff, businesses are losing money each
day. Medical practices are also facing the same challenges.
For some offices, this quarantine meant closing their doors
temporarily, while still needing to meet payroll and overhead.
One best practice is having a line of credit specifically tied
to your business during a state of emergency. The key is to
prepare to survive for at least three months with no incoming receivables. Although this may be a “worst-case scenario,”
planning for the worst is the reason for your disaster plan.
Knowing that your practice can meet its financial obligations
until resuming “business as usual” allows managers to focus
on other pressing issues, such as patient care.

Part I

Emergency Preparedness
As our nation and the rest of the world are still reeling from the effects of
COVID-19, medical office managers are tasked with making sure that our practices are prepared for the next emergency that will undoubtedly occur.

T

This is not a doomsday prediction but, rather,
a pragmatic statement about being proactive
for the protection of our patient population
and maintaining our thriving businesses
despite any emergency declarations. In light
of any havoc caused by the lack of preparedness for a
state of emergency, it is time for all medical managers
to consider going back to the basics of medical office
management. Throughout the remainder of 2020, your
National Advisory Board will produce a series of articles that will help our members build the foundation
necessary to sustain their businesses during any state
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of emergency. In this article, we will look at disaster
planning.
Every medical office should have an actionable disaster
plan. This plan should be reviewed by the entire staff at
least once a quarter and should include live action exercises so that staff members have a chance to feel comfortable about your practice’s plan to succeed during any
type of emergency. Your staff should have 24-7 access to
your disaster plan and there should be an easily accessible digital copy, as well. Some offices have a disaster
plan and practice sheltering in place and/or schedule

A cyber-attack or critical power failure can be devastating to
any medical practice, especially to those who use EHR exclusively. Accordingly, we must plan for the potential loss of data
and, hopefully, the recovery of critical data. Contingency planning will afford your practice the opportunity to secure your
data in the event of an emergency. This type of plan means
that you have a blueprint for backing up data and an understanding of what your system is capable of during emergency
mode operations. Applications and data criticality analysis
are essential to ensuring your practice can continue to thrive
despite any ongoing emergency. According to CMS, the purpose of the Application & Data Criticality Analysis is to determine the criticality to your practice of all application-based
components and the potential losses which may be incurred
if these components were not available for a period of time.
When you can afford staffing and are assured your EHR can
store and protect data, be prepared to make some tough decisions about how your practice will move forward during the
emergency. Create a decision matrix to determine which positions are essential to your operation. Use the “Given-When-

Then” formula to ascertain how your practice will function
during an emergency. For example, GIVEN that most of my
patient population are over the age of 50 and have underlying health conditions, they have been quarantined by order
of the governor. WHEN they need routine medical care for
non-life-threatening illnesses, THEN we will offer tele-health
appointments with our providers. Here is another popular
example: GIVEN that the number of traditional face to face
encounters has sharply decreased, WHEN the number of face
to face encounters reaches less than 25%, THEN I will reduce
my front desk staffing to one essential staff member who is
cross-trained to assist in other areas of the office.
The realignment of your staffing resources will play a critical
part in the success of your practice during an emergency. As
healthcare workers, we are, by default, considered essential
workers. This does not mean that you will need to keep all
of your staffing throughout the entire emergency period. At
some point, whether it be due to illness or payroll reasons,
the reduction of your workforce should be conducted in a
manner that affords your practice the opportunity to thrive.
It is advised to keep track of which staff members are crosstrained and what best skill set they offer. As the need to
reduce your workforce occurs, retain your strongest workers
to power your practice. For example, an administrative assistant who has worked in billing can help send secondaries
and contact payers who are taking longer than normal to
pay. A medical assistant who has strong administrative skills
can help with scribing for your providers who may likely
need help with their tele-health notes. Do not wait until an
emergency occurs to decide who is next up for a position;
get a handle on it now. Ensure that your staff knows who is
the second to their position, so that they can cross-train them
with purpose.
It is also highly advised to appoint an inventory control officer. This person should have a thorough knowledge of OSHA
and Safety Standards and the appropriate Personal Protective
Equipment (PPE) that may be needed for use in your office.
Your inventory control officer should maintain an acceptable
level of PPE at all times (as deemed by your leadership team)
and plan any PPE drills. This officer should also have an
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account with several vendors to ensure the ability to replenish
materials, as necessary. It is a good idea to consider adding a
local supplier to your vendor list. During the early days of COVID19, Amazon and Quill were out of stock or rationing many items
such as hand sanitizer and procedure masks while local vendors
had these items in stock.
When you refresh your Disaster Plan’s Policy and Procedures,
remember to write in plain language. Your plan must be easily
understood by the entire staff and should include active exercises to reinforce your policy and procedures. Coordinate your disaster plan exercises with your OSHA and safety officers and be sure
to make the training fun.
The Federal Emergency Management Agency (FEMA) has tabletop presentations that cover many types of emergency situations, such as cyber-attack, earthquake, critical power failure,
hurricanes, and chemical accidents. By using available resources,
the training can become entertaining and meaningful. Work
with your leadership team to define the goals of your disaster
training. If you live in an area prone to tornadoes, then use it
as one of your focal points. Once your goals are set, create your
learning objectives, and infuse as many hands-on trainings as

possible. When you methodically organize your training modules,
you build a stronger foundation. Remember to practice often
and re-evaluate your Disaster Plan annually. Take into account
that healthcare offices are the backbone of this great nation; we
ensure continued health and are there to assist in times of need.
Let’s make sure we stand ready to live up to the promise to our
communities.
Thank you to the PAHCOM National Advisory Board for this great
information.

Coley Bennett, CMM, CHA
PAHCOM Member Since 2016
Crystal Burning, CMM
PAHCOM Member Since 2010
Kathryn Eiler, CMM, HITCM-PP
PAHCOM Member Since 1995
Kim Krause, CMM
PAHCOM Member Since 2004
https://med.pahcom.com/nab
Look for more “Back to Basics” from PAHCOM in upcoming issues!

COVID-19: ICD-10-CM
Coding Flowcharts
Don’t let the uncertainties and high volume of
COVID-19 cases undermine your ICD-10-CM
coding. Our unique at-a-glance flowcharts will
guide you quickly to the correct, compliant
diagnosis codes.

https://www.billing-coding.com/shop/2020flow/
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Health Watch

Tips on Being True

to You by Being True to Your Health
Recently, I had an opportunity to speak on Being True to Your Health. I truly enjoyed speaking on this
subject and decided to share some of the points I shared with the group. No matter how the laws
change in Washington, D.C., you and what you do in your life is the single best way to improve your
health and stay healthy.

P

reventable illnesses, like heart disease, type 2 diabetes,
stroke, and several leading forms of cancer, make up
a big chunk of healthcare spending, costing billions
of dollars each year. These illnesses rob us of years
of life and blight our golden years with sickness and

disability.
It doesn’t have to be that way. Consider evidence from a study
of 23,153 adults who took part in the European Prospective
Investigation into Cancer and Nutrition. Volunteers who followed
four tenets of good health—they didn’t smoke or become overweight, and they exercised and ate a healthy diet—were 80%
less likely to develop chronic illnesses, such as type 2 diabetes,
cancer, and heart disease. Their risk of developing type 2 diabetes was 92% lower than the risk of people who shunned the
familiar health advice. Their odds of having a heart attack were
81% lower.
Results like these prove again and again that the most powerful
tool we have to improve health is prevention. Yet we still have
trouble convincing people to make those healthy changes. To
craft your own healthcare reform program and get the biggest
bang for your efforts:
1. Be More Active and Exercise
Exercise offers so many health benefits, it’s nothing short of a
magic bullet. Something as simple as a brisk walk for half an
hour a day dramatically reduces the risk of heart disease, diabetes, and several forms of cancer, including colon cancer—one of
the leading killers.
A lifetime of regular exercise improves brain function, allows
people to be active and independent in their later years, and
adds years to life.
A 2008 study by researchers at Brigham and Women’s Hospital
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in Boston showed that regular exercise lowered the risk of dying
prematurely by 30%.
2. Maintain a Healthy Weight
Easier said than done, according to findings from a new analysis
of data from state health departments. Over the past five years,
obesity rates climbed in nearly all states. Indeed, not a single
state in the U.S. saw a decline.

4. Don’t Smoke: Quitting Saves Lives
A no-brainer. But lung cancer remains the leading cause of cancer death—between 80% and 90% of cases are directly caused by
smoking, according to the National Cancer Institute.

One way to increase your happiness is to foster cheerful friends.
It turns out that happiness spreads through social networks—
among friends and even friends of friends. A person is 15% more
likely to be happy if a close contact is happy.

Here is some good news: smoking rates are falling in the U.S.
And thanks to a variety of new nicotine replacement therapies—
from patches to nasal sprays—quitting is easier than ever. One
recent analysis of studies found that nicotine replacements can
almost double the odds that smokers will successfully quit. New
medications to help smokers kick the habit are also available.
Talk to your doctor about the best strategies for success.

Practicing quality medicine while maintaining and managing
the bottom line is a balancing act that providers face daily. The
Physicians Practice S.O.S. Group is committed to helping healthcare providers across the country with new practice startups, IRO
needs, and providing practice management and compliance solutions. Call our office to discuss any needs you might have.

5. Find Joy from Family and Friends
Enjoying life and maintaining a circle of supportive friends is
a big part of good health. Indeed, having friendships may be
second only to not smoking for preventing heart attacks. People
with extensive social networks, according to research at the
Uniformed Services University, are less likely to have calcification
in their arteries, a sign of heart disease risk.

Regina Mixon-Bates is founder of The Physicians Practice S.O.S.
Group in Atlanta, GA, and has over 20 years of medical management and education experience. www.ppsosgroup.com

Losing weight and keeping it off is difficult. Yet studies show
that losing weight, even just a few pounds if you’re overweight,
will improve your health. If your weight is normal, work to keep
it there by reining in calories and exercising frequently. A healthy
diet includes abundant fruits, vegetables, and whole grains.
A good diet limits refined sugars and saturated fats. One easy
way to shed calories from your diet: drink water instead of sugary beverages. They account for more and more calories in the
American diet.
3. Get Screened and Get Your Shots
Flu shots can dramatically reduce the risk of getting this seasonal bug and its potentially life-threatening complications. Yet only
42% of people 50 to 64 get yearly flu shots. Keeping up to date
on all recommended vaccinations can prevent many deadly and
debilitating illnesses.
Routine health screens are also lifesavers. Knowing and managing your cholesterol levels and blood pressure is crucial to
reducing your risk of heart disease. Cancer screening tests have
been shown to catch some forms of the disease early enough to
eliminate them.
For the latest recommendations on what tests to get when, check
out the U.S. Preventive Services Task Force recommendations at
www.ahrq.gov.
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Abandonment Rate
One often overlooked area is the abandonment rate. Do you
recall a time when you called a company and you were frustrated because there was an automated system that you were
required to listen to and then must press numbers before you
can reach a live person? Even worse is when you press a button
just to be sent to another menu to listen to and must choose yet
another button to press. This is one area that creates abandoned
calls. Patients often won’t take the time to navigate automated
systems and will hang up, leaving their accounts unresolved.

Will Someone Please
Take Care of My Patients?
There was a time many years ago when a
patient followed the direction of their physician and accepted the referral they were given
to see a specialist. Those days are long gone.
Now, when a patient needs a referral, instead
of blindly accepting it, they start with research
to see if the physician is in-network.

T

hey also look for reviews from other patients
and speak to those in their circle of friends
and family. While you as the physician can
control the patient experience relating to the
service you and your team deliver, you are
often not able to directly control the service provided by
the billing department.
With consumer out-of-pocket spending growing to $376
Billion in 2018 with continued growth, your patient’s
entire experience is vital. It is important to remember that
you can control your choice in a partner who will provide
excellent service to your patients so that your patient
remembers their experience as positive and will be more
likely to return for additional services in the future. Let’s
walk through specific metrics you should be looking for
and what can’t be measured but is a must—taking care of
your patients.
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Inbound Call Volume
First, inbound call volume needs to be tracked. These
numbers are important to be able to use as a base number
for the total volume as we move through the metrics that
need to be monitored. It is important to note that if you
outsource your billing, you will need to ask a few more
questions. Your patients may be calling into one main
number or into a specific number that is only for your
group practice. If they are calling into one main number,
then the total volume will not be as helpful since it isn’t
focused on just your patients. You may also want to consider requesting a change so that your patients do have an
exclusive number to contact your billing department. This
would allow for metrics specific to your patients, and if the
need arises to change your billing, a call forward would be
simple to navigate.

Average Hold Time
Another scenario that occurs is when the billing office is not
staffed appropriately, and patients must wait on hold in a queue
to reach a live person. Waiting one or two minutes can seem
like an eternity. This is another time when patients will decide
to hang up and abandon their call to resolve their open balance
from the service you provided. This metric will allow you to
monitor how long it takes your patient to speak with a real person.
First Contact Resolution
It isn’t uncommon to contact a call center for assistance with
an issue such as a bill or a product malfunction. Unfortunately,
it also isn’t uncommon when your issue is slightly out of the
norm, which requires you to experience multiple hold sessions
while the customer service agent speaks with their supervisor,
and then finally, they route you to that supervisor. During this
process, frustration can build on both sides of the phone line and
will often leave a sour taste behind. That is not the last experience you want your patient to have, especially since patients

are now choosing where they want to have their procedures
performed. The best process is to ensure the call center that is
speaking with your patients is informed and empowered to make
appropriate decisions and resolve more than 95% of the patient’s
concerns with the first person who answers the call. By watching this metric, you will be able to determine if the call center
agent has the knowledge, skills, and empowerment to handle
your patient’s concerns.
Average Handle Time
This metric specifically tracks the average amount of time a
patient service agent takes to resolve an issue for a patient.
While this is a straightforward calculation, you may need to dig
a bit more to truly understand what the time is telling you. If
the handle time is low, are your patients receiving the answers
and resolutions for the reason they called? If the handle time is
higher than expected, was the time used appropriately for first
contact resolution? While you want your patient’s concern to be
addressed quickly, you also want to ensure it is addressed fully
so the patient is not left with extra leg work to do or frustration
due to lack of information shared by the patient service agent.
Patient Education
You are likely wondering what patient education has to do
with call center metrics. Even though there has been extensive
media coverage around surprise billing and patients have been
receiving an Explanation of Benefits (EOB) from their insurance
company for years, there is still a significant lack of understanding. According to the Tenth Annual Report about Trends
in Healthcare Payments by InstaMed, 70% of consumers are
confused some or all the time by medical bills, and 67% are con-
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Sara is a Certified Healthcare Business Management
Executive through the HBMA, where she serves on the Board
of Directors, Education, Membership committees, and various task forces. Sara is also an active member of RBMA
and serves on the Membership committee as chair and the
Virtual Education committee. She also is a member of AHRA
and serves on the Regulatory Affairs committee. Additionally,
she is a member of the AAPC and holds certifications of CPC,
CPB, and CPPM. Sara is a contributing writer and speaker at
healthcare industry events.
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Sara Nofziger-Drew, CHBME, CPC, CPB, CPPM, serves as the
Director of Client Relations at HealthPro Medical Billing and
is a seasoned healthcare Revenue Cycle Management (RCM)
executive with over 25 years of experience. Her extensive
RCM experience has included numerous billing services and
consulting engagements, as well as formerly owning and
operating her own third-party medical billing and consulting
company for more than 12 years.
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Providing resources

Compassion and Empathy
This particular metric is almost impossible to monitor.
However, there are opportunities if you are creative. You can
test the system when you have provided a service to someone you know. It may be a colleague, friend, or even better,
a member of the hospital administration. They can act just
like a secret shopper and see how the patient service agent
responds to their inquiry. Many times, patients may be struggling with the diagnosis from the service or experiencing
financial challenges. The patient service agent needs to
connect with the patient, hear their concerns, and be able to
respond compassionately while resolving the outstanding
issue. It takes a special type of person, along with appropriate training, to be empathetic to a patient’s situation. It is
uncommon that a patient will go out of their way to tell a
supervisor about the excellent service they were provided or

Key elements to a successful patient service center are high
quality standards, routine monitoring of calls and metrics,
continual training for call resolution, empathy and compassion, and agent empowerment for resolving issues. Consider
the last time you had to navigate through a voicemail system
to be put on hold for an agent to answer your call but not be
able to answer your question or address your issue. That is
not the last impression you want your patient to recall about
the service you provided. Make the last impression your
patients have a great one. Monitor and measure your patient
service center metrics both individually and collectively to
discover where you have opportunities. You may find that
two metrics separately don’t look great on the surface but
together show the patient service center is providing excellent service to your patients. The patient service center experience shouldn’t be painful for your patients. Look for how
you can end every patient experience with a positive note to
increase their satisfaction and loyalty.

Courts Recognize
Irreparable Injury
Caused by

Medicare

Appeals Backlo
g

| Issue 14.1

Employee Turnover Rate
While companies will often monitor their overall employee
turnover rate, it is important to look specifically at call center
turnover rate. Your patients connect with people in the call
center. They rarely connect with anyone else at your billing
office. Keep in mind that this is generally their last interaction
and you want that interaction to be pleasant and positive.
While a call center agent does tend to have a higher turnover
than other positions, you still want to monitor it. If there is a
high turnover rate, it may be indicative of a greater problem.

send a note or flowers to thank that patient service agent.
However, when they do, you can rest assured that your patient
was given the best service possible. That is the service you
want for each of your patients from every patient service
agent.

Jan / Feb 2019

fused at least some if not all the time by the EOB from their
insurance company. That confusion and lack of knowledge
is increased significantly when the patient does not see the
provider of service, doesn’t know their name, or even realize
the provider did anything to support their medical care. When
this occurs, extra time is spent with the patient to explain
and educate the process for them. Pathology patients have
additional concerns as they often don’t know what procedures
were done beyond surgery. They may remember a specimen
being taken during surgery or at their doctor’s office and that
it was sent to the lab. However, they don’t understand how
one surgery could result in 6 specimens each with multiple
stains. If your patient has an archived specimen retrieval,
expect a more detailed explanation to be needed. It is not
uncommon for a patient service agent to perform a three-way
call with the patient and their insurance after education is
provided to assist the patient to resolve the issue with their
insurance company.
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3 Ways
Automation is Taking Excess Workload Off

Physicians and Preventing Burnout
Patients place their trust in physicians to help them
assess their health, obtain treatment, and simply be
well every day. But what happens when physicians
don’t have the energy or time needed to adequately
serve their patients?

B

urnouts are rampant among healthcare
professionals—more than any other career
stream. In fact, a recent online survey of
doctors found an overall burnout rate of
42%.
Where does the solution lie?

A truly integrated platform for an independent physician practice is established on the notion that solutions shouldn’t simply be EHR, Practice Management,
Patient Engagement, or Business Intelligence. Instead,
all these solutions are designed as one single platform to streamline physician workflows.

Although nothing can truly replace the majority of
tasks that physicians perform on a regular basis,
taking excess workload off their busy routine and
removing tasks that don’t necessarily need their
immediate attention certainly helps.

Within this particular approach, both Practice
Management records and EHR data are located in
the same database, which is then made accessible
to users through a single secure login. Telemedicine
appointments can be viewed in the same master
schedule as regular office visits, with the appointment details being continually forwarded to billing
in a seamless manner. And if the technology suite
is cloud-based, the practice’s staff has the flexibility
to renew prescriptions, review records, and make
appointments at any given time through a laptop or
mobile device.

Automation and technology have emerged as a
valuable tool to counter burnout among physicians.
In this piece, we will be looking at a few ways automation in healthcare is taking excess workload off
physicians and preventing burnout.
Facilitating an Integrated Workflow
A physician’s practice usually consists of many disparate solutions that function independently of
each other. Indeed, most practices have standalone
Practice Management, EHR, and Patient Engagement
solutions that are, at best, loosely connected.
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This type of integrated workflow enables more
accurate, faster, and efficacious medical care. Once
the physician is with the patient, they can view the
patient’s real-time administrative and medical history—everything from the number of visits and any

balance due to existing allergies.
The physician can effortlessly document medical care provided in the past and coordinate scheduling the next visit
with the front office. And, as the physician documents procedures and diagnoses, they are seamlessly captured on the
billing side for coding. Without an integrated system, assessing these areas can otherwise be challenging.
Automation truly holds the potential to streamline practice
management and facilitate an integrated workflow for physicians.
Offloading Physicians of Repetitive, Non-Clinical Tasks
One of the greatest contributors to physician burnout is the
escalating administrative burden from insurance authorizations, patient documentation, scheduling, and other non-clinical tasks.
Robotic Process Automation (RPA) holds considerable potential for successfully reducing the administrative tasks that
make physicians feel exhausted and leave a long-lasting
impact on their holistic wellbeing. According to Gartner, RPA
software revenue grew 63.1% in 2018 to $846 million, making it the fastest-growing segment of the global enterprise
software market.
RPA refers to software tools that automate rule-based and
repetitive manual activities either completely or partially.
They work by replicating human actions as and when they
interact with software applications to perform tasks, such
as processing standard transactions, entering data into the
system, or responding to simple customer queries. There are
numerous benefits that come alongside automating front-office tasks.
For example, chatbots, which are becoming omnipresent on
websites worldwide, are almost always a form of RPA tool.
These bots can easily handle typical standard customer queries like “How do I reset my password?” or “Where is option X
on the website?”
By concentrating on tasks that drain physicians and don’t
necessarily require human intuition, practices big and small
can launch an RPA initiative for specific use cases, and then

expand incrementally to gain benefits in cost savings, efficiency, accuracy, and improved care outcomes—all factors
that contribute to higher physician satisfaction.
Making the Transition to Value-Based Care Seamless
One of the biggest advancements within healthcare over the
last decade has been the country-wide adoption of electronic medical records (EMRs). Even though classifying patients’
medical histories digitally is a notable goal, the benefits
can be reduced if its application is incompetent. A poorly
designed or poorly implemented EMR can lead to life-threatening risks.
As the healthcare industry undergoes rapid transformation,
the ultimate goal always remains to be that of ameliorating the quality of care being delivered. The shift from volume-based care to value-based care is hampered by systems
such as EMRs that cause burnout. However, by turning to
automation for help, physicians can tackle this problem.
Automation allows physicians to focus more on their
patients because so many of their daily tasks are taken care
of. This helps patients feel less like customers, because physicians can spend more time with them, looking into their
problems and the best way to provide care one-on-one.
Higher patient satisfaction helps practices shift from volume-based care to value-based care.
Finally, while automation is loaded with benefits for physicians, it has its limitations, just like every other technology
does. While choosing a plan, always try to look at what best
suits the needs of your practice. Afterall, a solution can only
be as effective as you allow it to be.

Rahul Varshneya is the founder and President of Digital
Health Consulting firm, Arkenea, and has written extensively
about the confluence of healthcare, startup economy, and
technology.
He is a columnist with Forbes, Inc, and Entrepreneur, and
co-founder of Arkenea and Benchpoint. He has also been
featured as a technology thought leader in numerous media
channels, such as Bloomberg TV, Forbes, HuffPost, Inc, and
others.

BC Advantage Magazine

www.billing-coding.com

47

Practice Management

and solving problems like a human would.
While industries like banking, scientific research, and medicine
have utilized AI for quite some time, the revenue cycle (RCM) still
relies largely on manual processes. Adopting AI in the RCM will
eliminate the need for your staff to perform routine and mundane tasks that can, and should be, automatic.
Utilizing BOTS and AI improves accuracy, increases speed, and
lowers costs. It will increase the productivity of both your billing
system and your staff.
Some fear AI and BOTS because they think it will replace
humans. While it may not replace a human, it will eliminate the
need for them to do repetitive tasks. An additional plus is that
your accuracy rate will improve.

The Robots are Coming,
The Robots are Coming

Our industry has never been on the cutting edge when it comes to adopting
and implementing new technologies. Medical billing companies’ mantra for
decades was, “Because we have always done it that way.”

I
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t took years before companies would shred documents
after scanning them into a software program. They
would scan documents, then file the hard copies, and
hold onto them for months—just to make sure they
didn’t need them. I’ll bet some companies are still following this procedure.

•

However, with what is becoming available in our industry
today, companies will have a chance to reduce cost and
improve performance. Here are two new technologies you
will eventually need to embrace:
•
Robotic Process Automation (BOTS)

Artificial Intelligence (AI) is unlike traditional programs
that can only do tasks that you explicitly program it to do.
AI is designed to mimic the functions of the human brain.
Rather than simply obeying commands, software powered
by AI has the ability to learn as it goes, identifying patterns
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Robotic Process Automation (RPA) refers to software tools
that automate human tasks that are rule-based and repetitive. RPA can record tasks performed by an employee on
their computer, then perform those same tasks on its own.

In reality, AI and BOTS are powerful tools that assist humans
with better decision making and present enormous potential to
cut costs and increase effectiveness across the revenue cycle.
Here are some potential applications for both RPA and AI:
•
Robotic Process Automation
- Checking and updating demographics
- Coverage verification
- Claim scrubbing
- Claim status (276)
- Denial posting and work assignment
- Credit balance worksheets
- Bad debt write-offs and placements
- Small balance write-offs
•
Artificial Intelligence
- Coding
- Analysis of AR for collectability
- Denial prediction
- Payment timing prediction and flagging
- Payment contract compliance
- Provider behaviors
As an example, to expand on a few of the above functions, AI
can predict denials with a high degree of accuracy and precision
and build that into the workflow prior to submission. By learning
overarching patterns and probabilities of claim denials, AI can

guide humans on where to focus their efforts in order to maximize the amount of payment received.
Another function AI can handle is when a claim has gone unpaid
for an irregularly long time and requires human intervention.
This increases efficiency and helps people manage their time so
they can direct their efforts to the most problematic claims.
AI is also a valuable tool for ensuring a better patient financial
experience. As patient financial responsibility continues to grow,
it is critical to provide a consumer-friendly billing experience
while safeguarding a healthy revenue flow. AI can interpret
data to model a patient’s propensity to pay and what follow-up
messages you should use. It can also predict which patients are
unlikely to pay and you can avoid spending time and resources
on “lost causes.”
AI and BOTS are real game changers in the medical billing
industry. The number of clerical tasks that are performed manually today will drastically decline for companies that implement
the newer technologies. This will lead to lower costs, higher
accuracy, and improved efficiencies.
Companies that adopt the “Ostrich Strategy,” keeping their heads
in the sand hoping that this too shall pass, are in for a rude
awakening. If you aren’t ahead of the curve, you aren’t behind it
yet, but you will be if you try to stay the course.
Remember: what you don’t know will hurt you, so you better
start doing your research on the developments in AI and RPA
that are being embraced by companies in the Medical Billing
Industry.

Dave Jakielo is an International Speaker & Consultant dedicated to the Medical Billing Industry, an Executive Coach, and
an Author, and is President of Seminars & Consulting. Dave
is a Founder and past President of Healthcare Business and
Management Association and the National Speakers Association,
Pittsburgh. Sign up for his FREE weekly Success Tips at www.
Davespeaks.com. Dave can be reached via email Dave@
Davespeaks.com; phone 412-921-0976.
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New product discounts and

Reviews

Title: E&M Comparison Chart
Price: Laminated Chart [+$7.99]
From: http://shop.namas.co/EM-Comparison-Chart_p_494.html
Clear the confusion! This easy-to-understand chart will detail all the upcoming E&M changes.
Each component of E&M is defined and all changes are explained in depth.
Download the .PDF version for FREE!
Or, order a full size laminated version for yourself or your providers for only $7.99 each!
Included with the laminated comparison chart is our medical necessity leveling charts for E&M services

Title: CPT® E/M Coding Tool
Price: $24.95
From: https://pmiconline.stores.yahoo.net/cptemcodtool.html
Effective January 1, 2021, E/M codes in the Office or Other Outpatient Services section
(99202-99215) and the Prolonged Services (99354-99XXX) must be chosen based on the
level of Medical Decision Making OR the total time for E/M services performed on the date
of the encounter.
This simple and easy-to-use, two-sided tool helps you choose and validate E/M codes. This
incredible gadget was described as “by far the most useful tool of this type I have seen...” by
Barry Eisenberg, Ph.D, former VP of the AMA. The coding tool is continuously revised and updated, makes E/M coding faster and easier
and is a great coding aid for both new and experienced coders.
HOW DOES IT WORK?
The E/M Coding Tool makes it easy to choose or validate E & M codes.
•
To choose the proper E/M code, first move the pointer to the correct service Category; for example Office and Other Outpatient
Services, New Patient. Then move the pointer to each code in the category until the dots in the window correspond to the level of
service provided.
•
To validate an E/M code that you have already chosen, first move the pointer to the code, then review the components in the window to confirm that the required history, examination, medical decision making, nature of the presenting problem, and time match
the service provided and the documentation in the medical record.

Comprehensive Healthcare
Compliance Management Solutions

CONFIDENCE INCLUDED
 EDUCATION

 RESOURCES

 SUPPORT

Looking for the best healthcare compliance
management software solution on the market?
The First Healthcare Compliance cloud-based software solution creates confidence
among compliance professionals through education, resources, and support in the
areas of HIPAA, OSHA, human resources compliance, and fraud waste and abuse laws.
Our flexible, scalable, secure, cloud-based software allow organizations to:
• Share, track, and manage their compliance processes with ease;
• View compliance status in real time, across all locations;
• Have peace of mind that they are current in all federal healthcare regulatory areas.

Have a new product or want BC Advantage to list your company / products here?
Send us your information and interest to sales@billing-coding.com
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