Past Weekly Auditing Tips
· When auditing Critical Care services, the patient doesn’t have to be in the ICU to be considered critical care. Services for critical care can be performed anywhere.  A critical illness or injury acutely impairs one or more vital organ systems such that there is high  probability of imminent of life threatening deterioration in the patient’s condition is the definition of critical care by CPT.  Medical decision making is of high level, and critical care codes are timed based codes, with 99292 being an add on code.  A key issue in auditing critical care is to make sure that he provider is devoting his/her time to one patient at a time and not billing multiple critical care codes at the same time.  There are numerous procedures that are inclusive with the critical care codes.

· According to RAC reports, the early recognized focuses of the RAC physician audits include:
· Duplicate billings, where physicians billed for an office visit at a time when the patient was a hospital patient;
· Physician services billed after the patient enters a hospice for end-of-life care;
· Billing for services after the patient’s death;
· Incorrect unit billing, such as billing for all chemotherapy or physical therapy sessions at once instead of as they occur;
· Place of service discrepancies, such as billing a procedure as having occurred in the physician’s office when it was really performed in the hospital’s outpatient department;
· Unbundling of surgeries – billing for a separate visit during a procedure’s post op period;
· New vs. established patient errors.

· All visits should be evaluated on the medical necessity.  Information that is obtained from the history, examination, lab and radiology testing should support the medical necessity of the visit.  Example:  The patient is seen for migraine that started this am.  They took Imitrex at the onset of the migraine but it has not helped.  The patient denies shortness of breath, chest pain, diarrhea, blood in stool, easy bruising, painful intercourse, back pain, sore throat, fatigue and suicidal thoughts. 

Asking the questions; painful intercourse, and blood in stood does not meet medical necessity for migraines.  Some of the other review of systems could also be questionable as to why the questions were asked, such as suicidal thoughts.  

Providers can obtain a comprehensive history and exam by the questions they ask, the examination or testing that is performed but is it “medically necessary”?  Evaluate all audits on medical necessity of the visit. 






· When performing an audit don’t forget to check the dates.  Make sure your auditing includes a review of the following:
· Does the date of the documentation match the billed date of service?
· Does the dictated/publication date of the documentation meet the CMS guidelines?
· Does the transcribed date of the documentation cause the documentation to not meet the CMS guidelines? i.e., was the documentation dictated in the appropriate amount of time but not transcribed/produced in a timely manner?

CMS considers records produced 24 hours post-encounter to be late entries.  Records that are
 found to be outside of this window should be flagged as such, and the provider should be educated.

· ALL medical documentation must be signed by the provider of record.  We are continually reminded that only original signatures and electronic signatures are acceptable on medical documentation.  Rubber stamps are not an acceptable format.  Furthermore, the phrase Electronically Authenticated does not exactly meet the CMS guidelines either as “authenticated” does not imply signature.  

· Auditors involved in HIPAA compliance should understand the key standard of the HIPAA privacy rule, minimum necessary. According to HHS, “It is based on sound current practice that protected health information should not be used or disclosed when it is not necessary to satisfy a particular purpose or carry out a function. The minimum necessary standard requires covered entities to evaluate their practices and enhance safeguards as needed to limit unnecessary or inappropriate access to and disclosure of protected health information.” As an auditor and a valuable member of the compliance team, you should make it a priority that your organization abides by this key standard to ensure overall compliance with HIPPA law.

· Auditing discharge codes is simple but can be tricky!  Discharge codes are used for final disposition of a deceased patient.  Even with the patient being deceased, the provider must still, as appropriate, do a final examination of the patient. The provider must also discuss the hospital course and any other pertinent facts pertaining to the hospital course with any family members, if present.  The provider must then dictate a discharge summary using the appropriate discharge codes.  Discharge codes are time based codes.  Code 99238 30 minutes or less, and 99239 30 minutes or more.  This time must be documented in the medical record to bill the appropriate code.


· The auditor’s report regarding a records review should include a disclaimer of service. This disclaimer should inform the provider that the intent of this audit is to merely review a sample of their documentation and that these results are only specific to the records that were audited. In other words, never give bold general statements such as “this provider is not committing fraud”. Remember you can only attest to the 10 records you have audited not the remaining 10,000 they may have in their records room.

· When auditing the new Medicare preventive service G0438, is important the auditor understand and confirm the documentation of the requirements for this service: 
· Taking or updating his medical and family history; 
· Establishing a list of current providers and suppliers of medical care; 
· Height, weight, BMI calculation (or waist circumference), blood pressure, and "other routine 	measurements as deemed appropriate"; 
· Detection of any cognitive impairment that he may have by direct observation, with consideration of information from medical records, patient reports, concerns raised by family members; 
· Review for the potential for depression based on use of an appropriate screening instrument; 
· Review of his functional ability and level of safety, based on direct observation, or use of a screening questionnaire; 
· Establishment of a written screening schedule, such as a checklist, for the next 5-10 years 	based on recommendations of the US Preventive Task Force and Advisory Committee on 	Immunization Practices, and the patient's health status, screening history, and age-appropriate covered Medicare services; 
· Development of a list of risk factors and conditions for which primary, secondary, or tertiary 	interventions are recommended or are underway — including mental health conditions or risk factors, or conditions identified through an previously performed Welcome to Medicare Visit (or this visit), and a list of treatment options and their associated risks and benefits; and 
· Furnishing of personalized health advice and referral, as appropriate, to health education or preventive counseling programs aimed at reducing identified risk and improving self 	management — including weight loss, smoking cessation, fall prevention, and nutrition. 
· Criminal liability under the "duty to disclose" provision
The government has begun to use a little-known provision of the Social Security Act to discourage healthcare fraud. The "duty to disclose" provision of the 1977 amendments to the law [42 USC sec. 1320-7b(a)3] makes concealing from the government or failing to report Medicare overpayments a felony.                                                                      Under the "duty to disclose" provision, healthcare providers and others who conceal or fail to disclose that they have received larger payments than they are entitled to are guilty of a felony and could be imprisoned for up to five years and fined up to $25,000. Their employees, including auditors, who conceal these overpayments may be guilty of a misdemeanor and subject to fines.
· Electronic Health Records have pro’s and con’s.  They provide easy access of lab testing, previous visits and other information.  However it also has its downfalls.  One in particular is “canned” statements from the templates.  “Canned” statements make all the patient’s examinations, review of systems, etc look the same.  Per 2011 OIG Work Plan this is a concern and will be reviewed for potential improper payments.  The 2011 OIG Work Plan states the following; “Medicare contractors have noted an increased frequency of medical records with identical documentation across services.”  The following is an example of a “canned” statement used by a family practice I audit on a regular basis. 

“Conjunctiva are white and quiet without any signs or symptoms of infection.  Inspection of external ear reveals no gross abnormalities, no discharge or external sign of infection.”   

This statement is documented in every record no matter what the diagnosis, illness or reason for the visit.  This examination element is giving them two points for 97 and 97 guidelines.  If have seen this statement used on migraines, knee pain, skin lesions, etc. 
Watch for these “canned” statements because OIG is watching you

· Are your providers ready for ICD-10?  Not everyone likes change and sometimes we need to implement change in a settle way.  It is not too soon to start showing your provider what ICD-10 will look like.  When presenting the audit results, add one more piece to your information.  Show them what a diagnosis looks like in ICD-9 and then ICD-10.  You will also need to explain the extended detail that may be required for ICD-10.  

Here is an example:  

	Fracture of the finger, closed 

	ICD-9 
	       Fingers of one hand  -   816.00
                     with metacarpal bones, of same hand   -  817.0
                     thumb of same hand   -  816.03 
	ICD-10 
		Finger, distal displaced -  S62.63   
			nondisplaced  -  S62.66
 		Finger, index
    Distal displaced -  S62.63   
	nondisplaced – S62.66
    Medial displaced -  S62.62
	nondisplaced  -  S62.65
     
Finger category has 29 more of these finger fracture codes compared to only six ICD-9 codes for finger fracture in ICD-9.  As you can see the physicians will need to document more information than they have in the past.  More anatomical descriptions will be necessary for coding purposes. These particular fracture codes will also require if the visit is an initial encounter, subsequent encounter or sequel visit. If you start showing them the difference now, and do this often, it will become habit over time and hopefully more acceptable by 2013. 


· Do any of these acronyms looks familiar in your practice?  BP  , PD, MM, LOM
It is recommended that you have a list of those frequently used acronyms in your compliance plan.
Here are some examples of acronyms and their multiple meanings: 
BP    - Elevated blood pressure or hypertension?   
PD – Parkinson disease or psychotic depression or psychotic dementia
MM – Malignant melanoma or multiple myeloma 
LOM – Limitation of motion/movement or loss of motion/movement 

There is a difference in the proper diagnosis in each of these examples above.  Acronyms can have several different meanings and it is important as an auditor and coder that everyone is billing appropriately.  If you have an audit by Medicare or another agency, confirmation of the acronym usage in your compliance plan can support the medical record documentation.  JACHO also has acronyms that are not permitted to be used in the facility setting.  These acronyms should also be reviewed and agreed on by all physicians in the practice.
· Auditing records produced by any CMS recognized extender would follow the same guidelines as a medical physician provider does.  However, when auditing their services an auditor should verify if the services were billed incident-to (under the supervising physicians CMS billing number).  If this is the case than incident-to guidelines should be adhered to.  

A brief reminder of these rules for auditing:
· Physician must be onsite within the same working area
· New patients may be billed under the supervising physicians CMS billing number, but the record must be documented to state that the history was reviewed by the supervising physician, an exam was performed by the supervising physician, and the plan of care was orchestrated by the supervising physician
· Documentation of the established patients with new problems must include information that the encounter was reviewed by the supervising provider and that the plan of care was orchestrated by the supervising provider
· Established patients with established problems do not require any additional supervising physician face-to-face during the encounter, therefore, there is no additional documentation needs.  However, the supervising physician is required to remain an active participant in the care of this patient and their condition.  This is interpreted by CMS as having a face-to-face encounter with the supervising provider approximately every 3 visits.

If the documentation is lacking these components, it would then be deemed non-billable.

· A dermatology record is being audited.  The auditor reaches the exam it finds the following documentation of the exam:

Patient is a WNWD, 38 year old female with weight of 138 lbs, BP 120/80, and is approximately 5’7”.  
The skin was examined of the trunk, the R/L upper/lower extremity, and the face.

This record is being audited based on 97 guidelines, and using these guidelines would this exam represent:
a)  Problem focused exam
b) Expanded problem focus exam
c) Detailed exam
d) Comprehensive exam

The correct answer is a) Problem focused exam (5 bullets or less).  The rational is as follows:
· Bullet 1) General appearance
· Bullet 2) Documentation of at least 3 vital signs
· The skin exam bullet requires documentation of what the finding was of the inspected area- not merely documentation that area was examined.  Therefore, the documentation would not be valid.

· We are auditing Stanley Medical Practice and have found that they are billing the global component on stress test performed in their office.  Upon further review it is realized that Stanley Medical Practice does own the equipment utilized, but they utilize Dr. Jefferson across town to read the stress test.  What should the auditor review to ensure that this is being coded/billed correctly?
· CMS requires that any portion of a split service that is purchased must be billed on the claim for as single claim line entries of the TC and the -26 services.  According to the information above, the global component is being utilized so the services are not being billed appropriately.
· How much is being billed for the purchased component to CMS?  CMS should only be billed the amount of the purchase price or the reimbursement of the component, whichever is the lesser amount.  The auditor should be validating this information.
· The auditor should be analyzing the relationship to ensure that an “appropriate” relationship is established (preferably in writing) and that there is no potential “kickback” situation.
