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How physicians can get paid for care coordination

New Current Procedural Termi-
nology codes mean that just about any
practice can bill for coordinating the care
of those discharged from a hospital or
with multiple chronic conditions, even
without having formally to transform
into a patient-centered medical home
or become part of an accountable care
organization.

What the codes cover

The first step for practices, coding
experts say, is to contact the various in-
surers to find out how they are respond-
ing to these new codes.

Medicare will pay for transitional
care management and expects to pay
out about $600 million for practices to
handle a patient’s move from a hospital
to other settings in 2013. No additional
money is on the table from Medicare
for complex chronic care coordination,
although that is expected to change.

The second step is to determine how
to use the codes to make proper payment
more likely.

For instance, the transitional care
management codes should be used when
a practice takes care of the issues of a pa-
tient returning home or going to another
care setting from a hospital or skilled
nursing facility. Both codes, 99496 and
99495, require a physician to have and
document some kind of medical discus-
sion, although not necessarily in person,
with the patient or their caregiver within
two business days of discharge.

The higher-level code, 99496, calls
for a face-to-face visit within a week. For
the lower-level code, 99495, the face-to-
face visit may be within two weeks.

The other set of new codes can be
used for patients a physician or insurer
considers in need of significant care
coordination services outside of usual
face-to-face visits. These services can

be provided by a physician, but coding
designers say they are a better fit for
nurses or others staffers within their
scope of practice.

The code 99487 should be used if
the patient is not actually seen by the
physician, but instead if other practice
staff spend an hour over a 30-day period
on care coordination involving that pa-
tient. Code 99488 includes this hour of
care coordination time and a face-to-face
visit. Code 99489 should be used for 30-
minute increments over the initial hour
of care coordination.

The key to the care coordination
codes, consultants say, is to develop
systems that track actual time spent. A
physician and medical practice staffers
may spend 10 minutes coordinating a
patient’s care one week and 15 minutes
the next, but these codes are to be used
only once per patient per month and
are dependent on the total number
of minutes spent on these activities
over 30 days. Other evaluation and
management services would be billed
separately.

The third step, coding experts say, is
to have contacts with other parts of the
health system to identify opportunities
to provide these services. For example,
strengthen links with local hospitals to
make it more likely that a practice is
notified when a patient is discharged.

Consultants say most hospitals
should be amenable, since improving
transitions can reduce readmissions and
Medicare penalties for having too many
of them. Patients who are good candi-
dates for complex chronic care coordina-
tion may be identified by the practice or
an insurer.

Excerpted from an article by Victoria
Stagg Elliot You can find the full article in
AMED News, January 21, 2013.
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SAVE THE DATE

All PCMS Members

The 8th Annual Tools for Success
Conference

at the Villanova Conference Center,
601 County Line Road,

Radnor, PA 19087

April 17 & 18,2013

Health Literacy and Your Practice

Join our panel of specialists for an
evening program on April 17th followed
by a full day of learning, support,
networking and, of course, a terrific
lunch!

Presentations will include information
and strategies for dealing with issues of
ICD 10, Meaningful Use, Patient Center
Medical Home, Medicare update, and
legislative and regulatory and payer
updates.

For information, call 610-892-7750.

All events are posted on the PCMS website.
These include CME programs and seminars
from outside sources. If you would like to
post your event on the website, call 215-
563-5343, Ext. 102

Special Thanks
The following physicians have
contributed to The Philadelphia
County Medical Society Educational
and Scientific Trust Fund. The Society
expresses its appreciation for this
generosity.
In Lieu of Reimbursement
for the House of Delegates
= Doris G. Bartuska, MD
= Martin Black, MD
» Albert S. Kroser, DO
» Lynn Lucas-Fehm, MD, JD
= Ricardo Morgenstern, MD
= Stephen Permut, MD, JD
= David Sass, MD

Contributions to the PCMS Educational and
Scientific Trust Fund are tax deductible. Wo
you please consider making a contribution
memory of or in honor of a loved one toda:
215-563-5343, Ext. 107
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Editorial

Time to eliminate the sustainable growth rate
by Harvey B. Lefton, MD

The Medicare sustainable
growth rate [SGR] is the
method that Medicare uses
to calculate payments for
physician services. It was
devised in 1997 to prevent
the yearly increase in the cost for each
Medicare beneficiary from exceeding the
growth of our gross domestic product.
The Payment Advisory Commission
receives a yearly calculation from CMS
about the yearly expenses and projections
on the coming year expense targets. If
payment for one year exceeds projec-
tions, the payment for the next year is
reduced to keep expenses in range. Con-
versely, if one year’s expenses were lower
then physician reimbursement would be
increased.

Since expenses have gone up every
year since 1997, there has been no in-
crease in physician fees but yearly threats
of decrease in doctor reimbursement
occur. Most recently, there was a threat
that payment for the coming year would
be reduced by 27.2%.

Each year we live with the specter
of pay cuts only to have Congress enact
stopgap legislation to freeze the cut at the
last minute. The net effect of this process
has been to keep payments near 2001 re-
imbursement levels. On January 1, 2013,
Congress enacted legislation to again
freeze reimbursement and avoid a pay
cut until January 1, 2014, in the hope of
a solution to this “kick the can down the
road” process. This one-year patch will
cost $7 billion.

Mixed in with this dilemma is the
implementation of Obamacare, which
may have no true funding as the bill was
written. Since no solution to funding
was provided in the past, it appears now
that all forms of healthcare might not
be funded. Pennsylvania recently chose
not to expand Medicaid funding, leaving
700,000 citizens without healthcare. If it
is not dealt with, we will all be forced to
pay for the healthcare for the needy with
physicians providing billions in unpaid
care.

This looming dilemma means that
government must consider alternative
healthcare solutions to control the cost of
care. Most parties agree that a transition-

al framework needs to be developed to
pay for our healthcare services. A number
of specialty and state societies, includ-
ing the Pennsylvania Medical Society,
have endorsed new payment models that
reward physicians for controlling costs
while improving healthcare quality. These
societies promote rewards for meeting
quality standards while eliminating pen-
alties. Also, new models must not punish
doctors for factors beyond their control.
Government must support shared saving
models and accountable care organiza-
tions that reward physicians for control-
ling costs.

Organized medicine must join the fight
to reform our health system. If we are
not vocal players in this debate, we and
our patients will be the victims of ill-
conceived policies that will benefit none
of us.

Representative Allyson Schwartz and
Joe Heck introduced legislation entitled
“The Medicare Physicians Payment In-
novation Act” which could eliminate the
27% Medicare pay cut of January 1, 2014,
and keep 2013 rates through the end of
2014. Thereafter, a shift towards reward-
ing quality from the present fee-for-service
methodology would be instituted. A 2.5%
rate increase for primary and preventive
care would occur yearly through 2018.
Under this act all other services would rise
by 0.5% yearly. By 2019, CMS would
have transitioned to alternative health
delivery systems such as accountable care
organizations or bundled care. There
would be emphasis on home healthcare.
After 2019, rates would decrease for those
still in the fee-for-service model. While
the AMA has yet to endorse this proposal,
they have supported it in an effort to get
rid of the SGR model.

It is clear there will be much debate
over funding in the next two years as we
search for affordable healthcare and try to
solve our funding dilemmas. Organized
medicine must join the fight to reform
our health system. If we are not vocal
players in this debate, we and our pa-
tients will be the victims of ill-conceived
policies that will benefit none of us.

Dr. Lefton is President of PCMS.
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How to validate your specialty for the
Medicaid Primary Care payment hoost
Certain primary care specialties are
eligible for increased fees in 2013-2014.
What this means is instead of getting
paid $31 for 99213 under the Medicaid
fee schedule, they will receive the Medi-
care fee of $67 for the next two years.

In order to qualify, you must be
board certified in either family care, inter-
nal medicine or pediatrics, or a subspe-
cialty of one of these as recognized by the
American Board of Medical Specialties.

DPW just released revised instruc-
tions and an attestation form that all
physicians must submit. A deadline to
submit the attestation has been extended
from March 1 to April 1. Because DPW
does not anticipate the fee schedule
to be updated to pay the increased
amounts until around April 1, they will
have to reprocess all claims paid prior
to the fee schedule update in order for
providers to retroactively receive the in-
creases but only if you file your attesta-
tion before April 2.

Anyone who previously submit-
ted any data or attestation prior to the
release of this attestation form will have
to resubmit the attestation. Access the
form at philamedsoc.org/wp-content/
uploads/2013/02/DPW-attestation. pdf.

PQRS reporting in 2013 is crucial
Reminder to all practices that if they
do not report PQRS by 2013, they
will automatically have their payments
adjusted via the value-based payment
modifier in 2017.

The cost of surgical mistakes

A review of medical liability settlements
and judgments in the National
Practitioner Data Bank between 1990
and 2010 sheds light on the financial
consequences of surgical “never events.”
Payouts ranged up to $7.1 million.
Source: “Surgical never events in the
United States,” Surgery, Dec. 17, 2012.

Type of “never event” Cases | Average payout
Wrong procedure 2,447 $232,035
Wrong site 2,413 $127,159
Wrong patient 27 $109,648
Retained foreign body 4,857 $86,247

Preparing for transitional care management services in 2013

In January, Medicare began reimbursing physicians and other qualified non-
physician professionals for time spent transitioning a patient out of institutional care
and back into the community setting. In order to get reimbursed, physicians need to
develop specific strategies and processes for delivering these critical services, being sure
to document the non-face-to-face activities of transitional care management (TCM) to
show that the criteria has been met.

Below is a summary of what you need to know, including the new CPT codes,
requirements for physicians and patients, and how to bill for TCM services.

TCM services will be reported using newly created codes CPT 99495 or 99496.
Some highlights of TCM include:

CPT 99495: TCM services with the following required elements:

« Communication (direct contact, telephone, electronic) with the patient or caregiver
within two business days of discharge

= Medical decision-making of at least moderate complexity during the service period

= Face-to-face visit within 14 calendar days of discharge.

CPT 99496: TCM services with the following required elements:

» Communication (direct contact, telephone, electronic) with the patient or caregiver
within two business days of discharge

= Medical decision-making of at least high complexity during the service period

= Face-to-face visit within seven calendar days of discharge.

Requirements for patients and physicians
To be eligible for the service, the patient’s condition must be of moderate to high
complexity as defined by evaluation and management (E/M) documentation guide-
lines.
During the time period for TCM services, which includes the 30-day period
beginning on the date of discharge, the physician must:
= Contact the patient within two business days of discharge. The physician must
have a face-to-face visit with the patient within the time frame listed for each code
above. This first E/M service is not separately reportable, meaning that the practice
may not bill for this E/M service if it intends to bill TCM codes. Medication rec-
onciliation is required during the visit. Any subsequent medically necessary E/M
service may be billed to Medicare.
Non-face-to-face services include: communication with the patient, caregiver,
family, home health agency or other community services involved in the patient’s care;
education to support activities of daily living; assessment and support of the treat-
ment regimen and medication management; identification of community and health
resources; and facilitating access to these resources.
= Review the discharge summary to: determine the need for pending or follow-up
tests and other services; interact with other healthcare professionals involved in the
patient’s care; provide education of patient, family or caregiver; establish or reestab-
lish referrals; and assist in scheduling medical care or community care.

Billing for TCM services

Physicians and other qualified non-physician practitioners may bill for TCM ser-
vices. The Centers for Medicare and Medicaid Services (CMS) is modifying the prefa-
tory instructions for the CPT TCM codes allowing a physician to bill these services for
new patients. There is no restriction on physician specialty designation.

Medicare will pay for only one TCM claim for the 30-day period following
discharge. Claims can be submitted no sooner than 30 days following discharge. The
first claim to be filed will be paid. Medicare will not pay a second TCM claim in con-
nection with a discharge that occurs within 30 days of the original discharge (i.e., the
patient is readmitted and discharged within the same 30-day period).

For a complete list of limitations on submitting claims for TCM services, visit
www.philamedsoc.org.

If you have any questions, call the PAMED Division of Practice Economics and
Payer Relations at 800-228-7823.
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Jerry A. Shields,
MD, PCMS 2011

has been named

the 2013 National
Physician of the Year
Awardee for Clinical
Excellence by Castle
Connolly Medical, Ltd.

Strittmatter Awardee,

pcms people

Family Medical Practice for Sale
Active long established.
Lumberton, New Jersey.

Contact Jack Goldstein, DO
609-502-3086

Host your event at PCMS

Host your next party or conference/
seminar at PCMS headquarters. Ample
free parking. Contact Louise Eder on
215-563-5343, Ext. 107 to schedule an

appointment.
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