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The Team
e Division
0 CS&E Participant - Dheeraj Anand, MD
0 CS&E Participant - Laura E. Garcia, MD
o0 Team Member Elizabeth Packer
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Alm Statement

Improve the accuracy of coding by providers at
the VA Geriatric Clinic from 20% to 50% by
JUNE 10, 2013.



Project Milestones

Team Created Jan 2013
AlIM statement created Feb 2013
Weekly Team Meetings Jan 31 13-Date

Background Data, Brainstorm Sessions, Feb 1- Feb 28
Workflow and Fishbone Analyses

Interventions Implemented April 22 - Date
Data Analysis Jan 1 —JunelO
CS&E Presentation June 14t 2013

Graduation Date
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Background

« EXxisting system prior to intervention:

0 The VA system did not emphasis billing and coding among
providers training consisted of module at the time of the hire.

» This project was started secondary to low reimbursements and low
complexity calculations for visits generated by the GEM Geriatric
clinic.

» Given the high complexity, age, and interdisciplinary team needs
of GEM patients, this feedback revealed a coding gap between
documentation and level of service coded by service providers.
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Background

e Accurate coding is very important not only to justify
resources for patients and for the future practice of the
residents and trainees, but for accurate calculation of
budget requirements for the services provided.

e Long term goal Is to increase the accuracy of the various
providers of documentation/front end coding and
Increase understanding of the importance to patient and
provider.
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Measures and Targets

With the tools introduced by the CS&E course, the ALM
Geriatric VA Outpatient clinic was evaluated for effective
documentation and accurate front-end coding by its
health care providers.

Providers evaluated included Residents, Nurse
Practitioners, Fellows, and Faculty.
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Measures and Targets

e Random selection of GEM Clinic Records were audited
utilizing the 95 Medicare guidelines for appropriateness of
level of service coded by provider, service connection,
modifier 25, primary diagnosis and number of secondary

diagnoses.
e Baseline data was established Jan 1 - 31st through 20 chart
audits.

 Audit indicated a 20% accuracy rate.
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Selected Process Analysis Tools

 Brainstorming

e Flowchart
e Fishbone

e Survey
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Content of the Note

PROCESS FLOW CHART

Service Connection | ——

Coded For

Level of Service per
Medicare

Primary Diagnosis and
secondary diagnoses

Maodifier 25 if
procedure is done on
day of service

Encounter
formation Closed

Encounter Open.
1. Information Pending
2. Human Error

Encounter Report

Generated Daily

1. Darren Cortez
2. GEC Administration

Attending Signs
MNote

Encounter Closed

= T days from date of ~

service

CPAC (Consaolidated
Patient Account
Center) runs repaort
called Code Me

Posted on Morning
Dashboard Report

Available to Program
Managers and Above

Supervising Physician
for Responsible party
contacted through
Email to resolve
encounter

Workload has to be

captured by 6th of
every month in order
for facility to be
credited
1. Direct Impact on
resources alotted to
depariment




PROCESS FLOW CHART

a_

Report Filtered for:

Insurance

hird Party Billable

Coding 14 days from

date of service **

File sent to PCE
(Patient care

Documentation Issue

Query Sent to
Provider

Service connection

with insurance

Query Answered

Mo

UR Murse Utilization
Review

Encounter) which is a
part of the Patient
Financial Services

System

Query sent to chief of
staff

Sent to Coding Step™

ervice Connection

Yes

Sends to Billing
MSCPAC (Mid South

Consolidated Patient
Account Center)
Tennesse

Bills Sent Insurance

VERA (Veterans

Verified

Equitable Resource
Allocation) Process

Patient billed as VERA
patient (Mot reviewed
by coder) at this time

PAYMENTS
> RECIEVED

BUDGET AFFECTED
—| 2 YEARS AFTER
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People

Antitndes Culture

Policies

Mot & priccity for e

Lack of knowledge
VA |acks training for that under-coding is residemiis
requiremenis on coding s illegal
for residents
Precomceived motion that Mot a prionty for faculty

“VA" does not do billing e

Specific VA billing requitemenits s
arz ohscun:
Owverwhelming procedures oo e It ix better i0 under High volume of change
coding code over of residents
Mo systematic feed back on coding in Cioding is not my High Degree of
' profders vasiahility of knowledge s
betawen f2rpliy

place

It helps my patients bo
under code

VA lacks tremning reinforcemen? for faculty sl

Mudtidisciplimary iram nobtes
are separyie and no

mentioned in physicizn note

Education availabls
bl not utzlized

Lack of information on s
Auadils ame
volundary

resources W0 arrange chart audss Lack of checklist to

aplimize coding

Chuemies and feadback

Large institutiom with
only given i SUDERONE s

multiple departments with s

lack of communacation

Inadequaie mote template then
ENOVITREES poor —

documerniation
Educetion availahle b not Faculty net giving Zzedbeck (o ety
utilized residents on coding
Mo formal edurcaiion an
Lack of time sl coding for residers
Environment Material='Resouroes Procedures

Effect: Inaccurate Coding in
the VA GEM Geriatric
Clinic




Plan

Educate the faculty
O Improve supervisory role

o Increase faculty awareness of the importance of correct
coding at the VA

Resident Turnover is high and training interventions are
weak

o Change orientation policy to include completing a brief
training PowerPoint that includes:

e How to use the Laminated LOS Tool
e Example video using actual VA EMR environment

Reference card, short-teaching modules, and timely feedback
from attending to residents/learners will be introduced .



Training PowerPoint

South Texas
Veterans

E&M
Documentation
& Coding

STVHCS
Coding Education
May 2011

The Three Key Elements of E&M
» 1. History: HPI+ ROS+PFSH

» 2. Physical exam

» 3. Medical decision Making: is
the assessment and plan

Objectives

» New vs Established Pt

» Three Key Elements of E&M Leveling
History of Present lliness (HPI)
Review of Systems (ROS)
Medical Decision making (MDM)

History of Preset Iliness

A chronological description of he development of the patients present iliness
from the first sign and /or symptom to the present. This includes a
description of location, quality, severity, timing, context, modifying factors,
and associated signs and symptoms significantly related to the presenting
problem

Modifyir

56 yr male prgsents to clinic today with fevee, cough;-and asal congestion
for the past 2 days. Patient has taken OTC Robitussin 2nd Nyquil with no
improvement of symptoms. Cough i§ productive with yellow sputum. Fever is

running 102.5 at home. Cough is worse 2t night, naysea, vomiting, or
diarrhea, N

N
Symptoms

Problem focused: 1-3, Expanded problem focused: 1-3,

Detailed : 24, Comprehensive:24

New Patient

New patient codes E/M can only be used if any physician
within the same specialty in the clinic has not seen the
patient within three years.

Established Patient

Established patient codes E/M can be used if any
physician within the same specialty in the clinic has
seen the patient within three years

Review of Symptoms (ROS)

Problem focused: N/A

Expanded Problem focused: 1

Detailed : 2-9

Comprehensive: 10+ (complete)
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Coding Reference Card

of History HPI ROS PF5H
PF Brief (1-3) N/ N/
EPF Brief (1-3) Problem Pertinent (1) N/A
D Extended (4+] Extended (2-9) Pertinent (1)
C Extended (4+) Complete (10+) Complete (ED=2)
Physical Exam
PF 1 Body area and/or system
EPF Limited 2 to 4 body areas and/or system
D Extended 5 to 7 body areas and,or system
C & or more systems
MDM #0X Data Reviewed Risk
SF Minimal (1) Minimal/none (1) Minimal
L Limited (2] Limited (2] Lo
M Multiple (3) Multiple (3) Meoderate
H Extensive (4) Extensive (4) High

** Dx effected by documentation of condition

PF = Problem Focused M = Maderate

EPF = Expanded Problem Focused C = Comprehensive
SF = Straight Forward L = Low

D = Detailed H = High

Level of Service Breakdown Tool — Medicare 1995 Guidelines. *
Anand, D)., Garcia, L. 2013. ¥*VA utilizes Medicare 05 guidelines at this time.

New Patient
History PF EPF D C C
Physical Exam PF EPF D C C
MDM SF SF L It H
Code 99201 99202 99203 59204 99205
Established Patient
History Pinimal Problem PF EPF D C
Physical Exam That may not PF EPF D C
MDM require the LIP SF L it H
Code 98211 99212 89213 99214 99215

* If a procedure (injection, wax cleaning, vaccination) is done on the same day of
the visit add the modifier 25 listed in the first tab of the coding portion of vour note
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Training Video

-

CODING

UPDATE




Training Video

FEDUCE DOMALD TEST PATIENT [DUTPATIENT] | GEMAL Apr 06,13 1427 Péman Cae T Linassigresd Wizl e el ]f_"_'i’ Possirg
! 3 Sep 1B7320032) | Providar AlaND: DHEE RS Harmcis Tiata Cwial

T KOTE Aot 08 201 3E14:64 arand [heeta Charee
l-_- 5 Proar Expecied Cosigner; Qakes Sandia Lilana
o P with pal I DA typa 2, CHF,. iz, BL -‘
B Frary ¥ ¢ dementia pEpsents for
= E s dementim wd bhisz behpsriors SLil
B A E Y, il Le bort nasds assist =% erith his TaDLs
i sfving, His cognivdion i3 betcar per Camily and
8 A i
. iy Lk nob bean k mg mry fall
spalls. PaCiamnt .
L - 2 o donies depression. He emjoys worling in she loaowm, vatcohing ©.w and
fin [ + st ; time h his fami
B Aow 05 2 - ¥ PRt A10. dhall n radiating, worse with seanding, relaived
F i
TS i for kis diabetes and bhidd fadiving fugars at hone afs
= g spalls of hypoglycenia.
fen 5 I
ML
= A 3 REVIEW OF SYVETEA Ald her =ystems negative
5 Apr 5 £
! f
; [ h ar ga T
= 3 11 ®
B A £ im, [ TE [P
B A O ;
i I . i 4. Mbhla: ¢
e !
c TSR { 15
H ' i . "
— =0 ila: Comtinwe Aricept 10 wy PO deily, codnitlon 15
i ¥ pRCheT ERR-T- Led
I TELT ]l GBI ¥ F g 6 hre pra hack pair Mok, £o sxceed
=npesle e A
Reminder * K
E renurte o encolrer fomation endeed
Coves Sherd | P bieds | Coders  pplbes | Conciks | Suegery | DAC Summ | Labe | Reporls |

18



Flipcards

e Post Documentation
Tips and Guidelines
Flipcards In the
Faculty staffing
room.
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Attending Survey

Team 11 Quality Improvement Project Provider Checklist

Does the attending educate a new resident about billing and coding?
a. Yes
b. No
Does the attending review the level of service coded by the resident?
a. Yes
b. No
Does the attending provide feedback to the resident on encounter
information entered?
a. Yes
b. No
Does the attending check service connection?
a. Yes
b. Mo
Does the attending modify encounter (coding) information?
a. Yes
b. Mo
Does the attending discuss what the resident will code during the checkout of
the patient?
a. Yes
b. Mo




Do: Implement the Change

Schedule Faculty Training April 19" and April 26%

Upload training PowerPoint and video to YouTube for re-
training as needed

Flipcards placed in room April 19t

Laminated Cards distributed April 19t
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Results/Impact

Check:
e Baseline Data

e Survey Data

e Three follow-up data samples
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Baseline Data January 2013

100%
90%
80%
70%
60%
50%
40%
30%
20%
10%

0%

Correct Level of Service

N=20

Charts Coded Correctly

@23



Chart1

		Correct Level of Service



Charts Coded Correctly

0.2



Sheet1

				Charts Coded Correctly				Series 3

		Correct Level of Service		20%		2.4		2

		Category 2		2.5		4.4		2

		Category 3		3.5		1.8		3

		Category 4		4.5		2.8		5

				To update the chart, enter data into this table. The data is automatically saved in the chart.






Survey Data

B Never MRarely M Sometimes M Most of the time M All of the time

How Often do you review the residents =~ How often do you review the primary
coding for encounters? diagnosis entered by the resident?
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Chart1

		How Often do you review the residents coding for encounters?		How Often do you review the residents coding for encounters?		How Often do you review the residents coding for encounters?		How Often do you review the residents coding for encounters?		How Often do you review the residents coding for encounters?

		How often do you review the primary diagnosis entered by the resident?		How often do you review the primary diagnosis entered by the resident?		How often do you review the primary diagnosis entered by the resident?		How often do you review the primary diagnosis entered by the resident?		How often do you review the primary diagnosis entered by the resident?



Never

Rarely

Sometimes

Most of the time

All of the time

0

1

2

4

1

0

1

3

2

2



Sheet1

				Never		Rarely		Sometimes		Most of the time		All of the time

		How Often do you review the residents coding for encounters?		0		1		2		4		1

		How often do you review the primary diagnosis entered by the resident?		0		1		3		2		2

		Do you check to see if service connection is checked if appropriate?		1		0		2		2		3

		How frequently do you give resident feedback on level of service/encounter information?		4		2		0		2		0

				To update the chart, enter data into this table. The data is automatically saved in the chart.






Survey Data

B Never MRarely M Sometimes M Most of the time M All of the time

Do you check to see if service connection =~ How frequently do you give resident
is checked if appropriate? feedback on level of service/encounter
information?
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Chart1

		Do you check to see if service connection is checked if appropriate?		Do you check to see if service connection is checked if appropriate?		Do you check to see if service connection is checked if appropriate?		Do you check to see if service connection is checked if appropriate?		Do you check to see if service connection is checked if appropriate?

		How frequently do you give resident feedback on level of service/encounter information?		How frequently do you give resident feedback on level of service/encounter information?		How frequently do you give resident feedback on level of service/encounter information?		How frequently do you give resident feedback on level of service/encounter information?		How frequently do you give resident feedback on level of service/encounter information?



Never
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1
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2

2

3
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2
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2
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Sheet1

				Never		Rarely		Sometimes		Most of the time		All of the time

		Do you check to see if service connection is checked if appropriate?		1		0		2		2		3

		How frequently do you give resident feedback on level of service/encounter information?		4		2		0		2		0

		Category 3

				To update the chart, enter data into this table. The data is automatically saved in the chart.






Percent Accuracy

93%

83%

T73%

63%

53%

43%

33%

23%

13%

VA GEM Clinic Pre and Post Intervention
Coding Accuracy

86.67%

60%
0.531675

—Data l

Average

46%

20%

Baseline Post Obs1 Post Obs2 Post Obs3

Pre and Post Observations




Return of Investment

Our clinic was losing approx 46,000 dollars a year as there were only
20% charts coded correctly. Now that there are 60% charts coded
correctly we hope to save majority of this money as well as the
potential money that we can lose due to penalties from incorrect
coding.

By providing more education to the providers in the future and
Implementing these interventions to other clinics at the VA Hospital we
can potentially increase our revenue by a significant amount.

With proper documentation we can show the higher acuity of care
which will lead to an increase in the annual budget for the hospital.

Money spent = $ 5 for flip cards + $ 60 for laminated reference cards +
$ 3000 for the CSE course = 3065 $
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Expansion of Our Implementation

ACT:

e Project Dr. Oakes, our advisor, plans to continue to utilize these tools
with future residents.

e Plan for next class of residents:

o All residents in the clinic will undergo orientation by the attendings
and will be given a copy of the reference cards

o Flip-cards are attached to monitors in the attending checkout room
and will remain there for future reference. Plans include to obtain
more flip-cards for the work area.

o Clinic administration will take responsibility for keeping materials
current and accurate.
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Future Plans

This approach can be implemented at other clinics

Anticipated future interventions will include modifying
template to improve documentation.

Expanding education to include correct ICD9 codes.
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ducating for ality Improvement & Patient Safety

® 30



	Clinical Safety & Effectiveness�Cohort # 12
	Financial Disclosure
	The Team
	Aim Statement
	Project Milestones
	Background
	Background
	Measures and Targets
	Measures and Targets
	Selected Process Analysis Tools
	Slide Number 11
	Slide Number 12
	Slide Number 13
	Plan
	Training PowerPoint
	Coding Reference Card
	Training Video
	Training Video
	Flipcards
	Attending Survey
	Do: Implement the Change
	Results/Impact
	Baseline Data January 2013
	Survey Data
	Survey Data
	Slide Number 26
	Return of Investment
	Expansion of Our Implementation
	Future Plans
	Slide Number 30

