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Disclaimer/Disclosure

This presentation and any document(s) included
or referenced therein are for informational
purposes only, and nothing herein is intended to
be, or shall be construed as, legal or medical
advice, or as a substitute for legal or medical
advice. All information is being provided AS IS,

and any reliance on such information is expressly
at your own risk. A 1 am employed by the American Academy of

PAS.

A Medicare policy changes frequently. Be sure
to keep current by accessing the information
posted by your local Medicare Administrative
Contractor and by CMS onww.cms.gov

Although every reasonable effort has been made

to assure the accuracy of the information herein, A The American Medical Association has

the ultimate responsibility for the correct copyright and trademark protection of CPT ©.
submission of claims and response to any

remittance advice lies with the provider of the

service and those submitting claims. A o
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Aligning Practice Models for the Future

A Many hospitals, health systems and practices were shifting their
business/operations model before the pandemic.

A That shift includes transforming care delivery modelsjesigning locations of
care, developing payeasrovider partnerships and adjusting to vatbased care
and payment arrangements.

A During and posCOVID, there may be an enhanced need to accelerating cost
containment efforts, maximize reimbursement, better understand and manage risk
and improve workforce efficiencies.
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Revenue Cycle Management

A Fiscalfinancial process put in place to manage the administrative activities and
functions associated with claims processing, reimbursement and revenue
generation.

A Can start when a potential patient first attempts to make an appointment (wait
times/scheduling, available health professionals, determining if the patient is in
your network and has active coverage).

A Knowing the rules (billing, coding and coverage) of submitting claims to different
payers with potentially unique requirements.
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Revenue Cycle Management

A Maximizing payer contracts be intentional about the utilization, opportunities
and reimbursement for PAs.

A Understand PA practice state laws and regulations, PA scope of practice,
positive enhancements in Medicare/Medicaid policies.

A Avoid compliance concerns and prevent payment recoupment and penalties.
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Value-based Reimbursement (VBR): Slow Adoption

A One of the main problems is provider fear of downside. risk

A 5SALAGS 2 LI AcalsdiotpAyrant REdNIS LJ2 NI & £
Gpo 2F O2YYSNDAIf LI eéeyYSyda 2 K2a
could be designated as vak#®eNRA Sy (i SR ®¢

A The fact is the same report indicated:

90% of valueoriented payments were built on fee for service, with 6%
iInvolved downside financial riskabout the same % as in 2012.
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e
Value-based Reimbursement

A True VBR has risk sharing. Most reimbursement models we call VBR are
actuallypayfor performancetype programs (with payments only marginally
Impacted by quality or cost of providing care metrics).

A In many cases, the potential loss of predictable revenue from the existing fee
for-service payment system makes a transition to an uncertain vadsed model
unattractive.

A Because payers are reluctant to levy large penalties against poor performers as
part of a VBR model, payers have not been able to appropriately reward
(incentivize) high performers.

© American Academy of PAs. All rights reserved. These materials may not be duplicated without the express written permission of AAPA. l’ AA PA



Valuebased Reimbursement

A Accountable care organizations (ACOS)
appeared to be one answer to move
providers toward VBR.

A However, an April 2020 survey found that
of more than 220 ACOs contacted
nationwide almost 60% said they were
likely to drop out of their ristbased
model to avoid financial losses.

A During a financial crisis, the tendency
may be to rely on more familiar business
patterns, namely, fedor-service.
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PayerProvider Relationships

A Traditional payer-provider (health care professionals, facilities) relationships
have been transactional - - and adversarial.

A Value-based care delivery will require some level of cooperation/partnership
between payers and providers to successfully achieve improvements in
guality and outcomes, and lower costs.
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Improving PayetProvider Relationships

o

oD ih.

NEED TO OVERCOME WILLINGNESS TO SHARE RISK SHARED DATA MUST BE
HISTORICAL DISTRUST & FINANCIAL INCENTIVES  ACTIONABLE AND CONCISE
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Improving PayetProvider Relationships

¢ ©

Limited, mutually agreed  Consistent goals/metrics Recognizing social
upon & attainable across numerous public determinants of health;
goals/metrics and commercial payers non-traditional
Interventions
? d
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Examples of Flexibilities & Changes

Regulatory Change Authority

Medicare patients do not need to be "under the care of ¢

physician" and may be under the care of a PA or anothe Durgﬂlo; i Waiver
gualified practitioner

Physicians may delegate any tasks (such as physinign Duration of
requirements) in a SNF/LTCF to PAs and other gualified PHE Walver

practitioners

PAs and other qualified practitioners may provide requirt

.. . . . Permanent |IFC 5531
supervision of personnel performing diagnostic tests
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Examples of Flexibilities & Changes

Regulatory Change Authority

PAs and other gqualified practitioners do not need |

be licensed in the state they are performing servic RLIENIE) @) Waliver
. . PHE
as a condition of Medicare payment
Optedout practitioners may terminate their opdut  Duration of .
. . Walver
status early and enroll as a Medicare providers PHE
Duration of EIEE
Telehealth & telemedicine expansion and flexibiliti IFC 1744, IFC
PHE 5531

CARES Act, IFC
Home Health & DME Permanent 1744 IFC 5531

€
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Medicare Flexibilities During the

COVIDB19 Public Health Emergency

A The Administration indicates the PHE is extended until December 31, 2021.

A PHE flexibilities impacting telehealth, PAs delivering additional care in skilled
nursing facilities and not requiring a hospitalized patient to be under the care of a
physician continue.

A AAPA asking CMS to make many of the CQVexibilities permanent to ensure
continued patient access to care.
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Result of Increased Flexibilities

A Increased tilization of PAs (in most specialties) and other health professionals
with an eye toward broader range of offered services.

A Movement toward aedesign in clinical workflow.

A Regulatory changes on a national level (Medicare) causing changes in state laws,
regulations, state programs.
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Polling Question #1

Were you aware that the Medicare program made these coverage and
payment flexibilities available to PAs?

Yes
NO

7 AAPA
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Current Medicare Policy on PA Reimbursement

A Medical and surgical services delivered by PAs can be billed/have the claim submittec
12 aSRAOINBE dzyRSNIJ I t! Qa Yyl YSo

Al 26SOSNE aSRAOIFINBE Ydzad YIF{1S LIeyYSyid T2
could be a solo physician, physician group, hospital, nursing facility, ASC, professiona

corporation, or a professional/medical corporation substantially owned by a PA.

A There are limited examples of commercial payers paying directly to PAs/PA
corporations.

19 © American Academy of PAs. All rights reserved. These materials may not be duplicated without the express written permission of AAPA.



-
Why Is This an Issue?

AThe inability to be paid directly hinders PAs from fully participating in certain practice,
employment and/or ownership arrangements.

BKSY t!a OFyQu 06S LIAR RANBOUfEeT (GKSeé& I
similar tophysicians and APRNSs.

ACreates an unfair distinction between physicians and NPs.

AOne of the pillars in Optimal Team Practice.
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So what does this policy change mean?
The benefits of direct payment will be seen by PAs who:

( )

Practice as independent contractors

\ J

(Want to work parttime or as needed without having to deal with additional )
administrative paperwork associated with a formal employment relationship

> <
Choose to own their own practice/medical corporation

\ J

>
Work in rural health clinics (RHCs) and want to ensure they receive reimburseauent
F2N aOF NWSR 2dzié wl/ aSNIWAOSa
\

J
4 )
Work with staffing companies or medical groups and want the flexibility-of re

assigning reimbursement for their services
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Important Qualifiers

A The effective date of the provisiondanuary 1, 222

A The change in policy applies to tfezleral Medicare progranand does not change
reimbursement policies of state Medicaid programs or commercial payers

A Medicare regulationslefer to state law.If state law or regulation prohibit a PA from

receiving direct pay, those restrictions will have to be removed before Medicare will
directly pay PAs.

-
7 AAPA
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Medicare Officebased Outpatient
Documentation Changes for 2021
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24 © American Ac

Outpatient Level of Service Selection Based on Eithe

ademy of PAs. All rights reserve

The level of the MDM
(Medical Decision Making)

Total time for E/M services
performed on date of
encounter

d. These materials may not be duplicated without the express written permission of AAPA

Effective
January 1, 2021

Applies only to

New & Established
Outpatient

Office Visits



Components of

Care Outpatient Documentation Requirements

History As medically appropriate
(not used in code selection)

Examination As medically appropriate
(not used in code selection)

MDM* Amount and complexity of problems
addressed and data reviewed

Time Statement of specific time spent

25

(ex: total time spent on date of encounter is
22 minutes)
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Medical Decision Making (MDM)

Levels of MDM based on:

U Number & Complexity of Problems Addressed
U Amount & Complexity of Data Reviewed

U Risk of Complications, Mortality or Morbidity



Medical Decision Making 2 of 3 Determine Level

MDM
Element

Examples of Element

One versus multiple, severity, acute
versus chronic, stable or exacerbation

Review of external note(s), number of
Data tests ordered or reviewed, independent
interpretation of tests

Problems

Number & type of management options,
risk to patient, socioeconomic limitations,
level of needed care (outpatient versus
inpatient)




Clinical Example #1

A Established patient is in the office for a follayw of his diabetes
and hypertension. He is on metformin 500 mg BID and lisinopril
HCTZ 20/12.5 mg QD. He is doing well and has no complaints. E
(taken In the office and at home) and last HgbA1C were within

treatment goals.
A Assessment/Plan:
A Controlled hypertension. Continue current medications. Obtain a basit

metabolic profile.
A Controlled diabetes. Continue current medication. Recheck HgbA1C.

A Follow up in 6 months, sooner if needed Vo

American Academy of PAs. All rights reserved. These materials may not be duplicated without the express written permission of AAPA.



2021 Table of MDM for Exam

Level of MDM
(Basad on 2 out of 3
Ekemrants of MDM]

Number and Complexity
of Problems Addressed

MfA NiA

Straightforward Mirimal

& 1 self-limeted or menor prohiem

Lo
# 2 or more seif-limited ar mimar problems;

99203 & 99213 e chraie e
Low -

= 1 acute, uncamplicated iliness or injury

99204 | Moderate
99214

Moderate
# 1 or more chronic ilinesses with ssacsrhation

2 Or more
stable chronic
ilInesses

High
& 1 ar mare INic

99205 & 99215
H Ig h ¥ sute ar ehaanic dmess o inpury that peses a treat 1o

lite or Badily functsan

NESLEs with sev wacerhaisan,

or side effects of trestr

Elements of Medical Decision Making
Amount and/or Complexdty of Data to

be Rewvlewed and Analyzed
*Eoch unigue test, order, or docnment ik o the k af 2or k

N

Risk of Complications and /or Morbidity or Mortality of
Patlent Management

Nia
Minimal or none Mimimal risk of morbidity from additioral diagrostic testing or
treatment

Limited
[Must meet the requirements of ot ksast I of the 2 cotegaries)
Category 1: Tests amd documents
s Any combination of 2 from the following:
»  Rewew of pror external noteis) from each unsque source®;
& review of the result(s) of each unigues test®;
- ordering of each ureque test™

Low risk of morbidity from additional diagnostic testing or treatment

or
Category 2: Assessment requiring an independent historian(s)

[Far bhe cotegories of independent interpreteiion af fests ond discussion of menagement or test inferpreration, see
maderate or high)

¢ Any combo of 3 of the following:
" *Review of each unique test (1) = Example:
*Ordering of each unique test (2) - & RX Drug
* Review of each external note™ Management "
from unique source

A e L g e A e e ]2 L Ao e et b

Moderate risk of morbidity from sdditional diagmostic testing or
treatment

Estensive
[Mus meet the requirements of of lsast 2 owl of 7 caregories)

High risk of morbidity from additionsl diagrostic testing or treatment

Exomales momky
Category 1: Tests, documents, oF independent histonen(s)
*  Any combination of 3 from the iollowing

R ol pror estermal rateis) b

Drug therapy requenng snbensee rng for tooiony
Decision regarding elective major surgery with ientified patiem o
T EaCh unigue source®; procedure risk fackors

Revew ol the resull Decigon regarding smergemny MaQr surgery

. egarding hasprialization
ol 1o resuscitate or 1o de-sscalste care because of poor
or
Category 2: independent Intsrpretation of tesls
&  Imdependent interpretation of & test performed by another physidan fother gualified health cane professicnal
[net separsiely reparied);
or
Catagory 1: Discussion of managemesnt or test Inkenpretation
an of management ar besl interpretation with external physician fotbes qualifed heslih care

WistE WUFce (ot separsely reported)
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Clinical Example #2
A Established patient, has advanced dementia, stable CAD, and
controlled diabetes. You saw him one month ago for his CAD &
diabetes, but he Is in the office with his daughter to discuss
prognosis and treatment options for his dementia.

A Assessment/Plan:

A Advanced dementia. Continue current medication. Reviewed previot
evaluation note by neurologist.

A CAD and diabetes addressed at last office visit.
A Follow up in 6 months, sooner if needed.



2021 Table of MDM for Example #2

Level of MDM
(Basad on 2 out of 3
Ekemrants of MDM]

MfA

Straightforward

99204 | Moderate
99214

99204 & 99214
Moderate

99205 & 99215
High

Number and Complexity
of Problems Addressed

NiA

Mirimal

& 1 self-limeted or menor prohiem

1 stable
chronic illness

Moderate

& 1 or more chronic ilinesses with exacerbation,
progression, or side effects of treakment;

or

» 2 or more stable chronic dinesses;

o

» 1 undiagrased new prablem weth uncertan prognoses;

oF

® 1 acute lliness with systemic symptams;

o

® 1 acute complicated njury

High

« 1 ar mare chranic lnesses with severe exacerbatson,
progressan, or side effects of resiment

ar

» 1 acute or chronic dress or ingury that poses a threat 1o

lite or Badily functsan

Elements of Medical Decision Making
Amount and/or Complexdty of Data to

be Rewvlewed and Analyzed
*Eoch unigue test, order, or docnment . to the b af 2or binotion of 2 in Cotegory 1 below.

" Any combo of 2 of the following:
*Review/order of each test
*Review of each external note
from unique source
*Use of an historian

KModerate
[Must mest the requirements of of lsast 1 out of 3 categories)
Category 1: Tests, documents, or independent historian|s)
& Any combimation of 3 from the following
#  Review of prior exterral nabe(s] from esch unigue source®
. Review of the result|s) of each unigue test®;
Ordenng of each unigue best®;
*  Assessment requiring an independent histonan|s)
or
Category 2: independent interpretation of tests
s Independent snterpretatan of a test performed by anather physcian/'other gualified heaith care professonal [not
separately reparted);
or
Category 3: Discussion of management or test interpretation
= Desoussion of management ar best snterpret. nwith external physi
prefessional\appropriate sowrce (not separately reparted)

fother qualifsed healith care

Estensive
[Mus meet the requirements of of lsast 2 owl of 7 caregories)

Category 1: Tests, documents, oF independent histonen(s)
*  Any combination of 3 from the iollowing
Review af prior extermal rotels) from each unigue source®;
test®;

or

Category 2: independent Intsrpretation of tesls

&  Imdependent interpretation of & test performed by another physidan fother gualified health cane professicnal
[net separsiely reparied);

or

Catagory 1: Discussion of managemesnt or test Inkenpretation

' with external phy

agement ar best interpret ot qualifesd heslth care

risle BOUFCE [NOt separMely reponted)
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Risk of Complications and /or Morbidity or Mortality of
Patlent Management

N

Mimimal risk of morbidity from additioral diagrostic testing or
treatment

Low risk of morbidity from additional diagnostic testing or treatment

Moderate risk of morbidity from sdditional diagmostic testing or
treatment

Exomali
= Pre
& Det

Example:
= RXDrug
Management "™

High risk of morbidity from additionsl diagrostic testing or treatment

Exomales momky
W requinng nbense mi ring for fomicy
garding elective major surgery wath identifeed patient or
procedure risk fackors

Decison regarding emengercy maps surgery




Time-Based Example
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Clinical Example #2

But . ..

A 5 minutes prior to visit spent reviewing note from neurologist an
other data in the EHR

A 20 minutes spent fact-face with patient and daughter
discussing prognosis and treatment goals/options

A 20 minutes after visit spent documenting in the EHR and
completing home health plan of care and certification

© American Academy of PAs. All rights reserved. These materials may not be duplicated without the express written permission of AAPA.



Time Reporting for Office ViIsits

New Patient
E/M Code

Total Time
(2021)

code deleted
15-29 minutes
30-44 minutes

45-59 minutes
60-74 minutes

Established
Patient E/M
Code

Total Time
(2021)

component n/a
10-19 minutes
20-29 minutes
30-39 minutes
40-54 minutes
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Office-basedDocumentation Changes for 2021

A The American Medical Association states that commercial payers are
a2y 02 NR¢ GHAU0K YR dzaAy3da GKS y

A Less clear if electronic health record (EHR) systems have made the
transition.

A Due to COVIRY, less attention was paid to the documentation
guidelines changeover potentially slowing the implementation.



Additional Resources

A AAPA E/M Guidelines presentation now available on Leafémgral

A AMA CPT E/M Office or Other Outpatient and Prolonged Services Code &
Guideline Changes

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

A AMA CPT E/M Office Revisions Level of MDM Table

https://www.ama-assn.org/system/files/2019-06/cpt-revised-mdm-grid.pdf

© American Academy of PAs. All rights reserved. These materials may not be duplicated without the express written permission of AAPA.
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Polling Question #2

Have you personally received training regarding the new 2021 office
based evaluation and management documentation guidelines?

Yes
NO

© American Academy of PAs. All rights reserved. These materials may not be duplicated without the express written permission of AAPA.



Reduce The Risk of Fraud and Abuse Allegations

r




.
The Compliance Scenario

% A Ahospital in the Midwest paid back
>4 $210,739 for allegedly violating the Civil
Monetary Penalties Law.

The HHS Office of Inspector General
alleged improper billing for services
delivered by PAs but billed under the
LIKea A OAl yQa Yyl YS dzy R
split/shared billing provision.

A The OIG stated the documentation
requirements for a split/shared visit were
not properly met. The services should
have been billed under the PAs

\..
© American Academy of PAs. All rights r ved. These materials may not be duplicated without the express written permis: of AAPA. / AAPA



Who Is Responsible?

The chain of responsibility is multi-faceted.

U Health professionals are responsible for
claims submitted for services they deliver.

U Federal programs willtty ically expect
recoupment/repayment frrom the entity
that received the reimbursement.

U The biller (private billing company, practice
or hospital billing staff) may also share in
the responsibility if a mistake was made o
'[I’Ile_ll’ part in the electronic filing of the
claim.

© American Academy of PAs. All rights reserved. These materials may not be duplicated without the express written permission of AAPA.




.
Compliance

A In reality, moshealth professionals never
see the actual electronic claim being
submitted to Medicare, Medicaid or other =
payers.

dea

re———
5 &
A Suggests the need for communication o > F
between all parties to ensure a basic ool

7 %
fort level with
rulesirequirements, £SIECTR0NIC BILLING SYSTEMS
sfem '
A PAs should be proactive in supplying basic = J
reimbursement information to billers based

on payer mix and the practice sites where
PAs deliver care.

-
7 AAPA
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Following the Rules Depenads
on Where You Practice

Location, location, location

Office/clinic

Inpatient or outpatient hospital setting

Ambulatory surgical center (ASC)

Critical Access Hospital

Federally Qualified Health Center/Community Health Center
Certified Rural Health Clinic

Skilled nursing facility,

Inpatient rehabilitation facility or psych hospital

To To T Do Do To o Do
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Promise to the Federal Government

On the Medicare Enrollment Application

aL F3INBS G2 | 06A
program instructions that apply to
2NHI VALl FGA2Yy O

aL gAff y20 (1y2éAiay3Ifeée LINBasSyl
false or fraudulent claim for payment Ibjedicare, and

will not submit claims with deliberate ignorance or )
NEO1fSaa RAANBIFNR 2F GKSANI G NJ

CMS 855 application https://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/Downloads/cms855i.pdf



https://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/Downloads/cms855i.pdf

R
List of Excluded Individuals/Entities

A https://exclusions.oig.hhs.qov/
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