TRISERVICE WORKFLOW (TSW) OWNER’S MANUAL

	For the purpose of this manual, the term technician will refer to medical assistants such as AF medical technicians, Army CRNA’s and Navy Corpsmen.


Executive Staff Summary

1. TSW is standardization of workflow starting at the check in desk and ending at the closing of the AHLTA note.
2. TSW requires a commitment to change management. The most important task of the MTF leadership is making the decision to adopt the TSW.  The TSW must be brought up on a clinic by clinic basis, not on an individual team level. 
3. TSW requires ongoing oversight; this means chart reviews and insuring new personnel receive training in the TSW.  Adherence to the workflow should be clinic policy.  Chart reviews are done to ensure compliance with the workflow and can be used as an objective measure for EPRs, OPRs, civilian and contract personnel evaluations, as well as credentialing for providers (please refer to “Maintenance of Workflow” in this manual for a more detailed discussion). 
4. The Pros
a. Increased staff satisfaction with AHLTA and clinic workflow
b. Increased readability of notes
c. Increased coding accuracy
d. Increased RVU’s per encounter due to getting credit for work that is already being done
e. Decreased time for coding auditors reviewing charts due to standardization of notes
f. Decreased time for peer reviews due standardization of notes
g. Workflow preservation even when AHLTA is unavailable 
h. Improved utilization of technicians
i. Uniform technician data entry eliminates tech variation in AHLTA documentation
j. Technicians do not have to memorize what every provider wants in their notes
k. Increased ease of tracking disease management measures & preventive health items 
l. More accurate medication and problem lists in AHLTA
m. Easier training for new technicians and providers due to standard workflow
n. TSW does not require any additional software or hardware
o. To date, clinics adopting the TSW have stayed with the workflow

5. The Cons
a. Patients will complain about having to fill out the TSW Encounter Worksheet
b. There will be resistance to change
c. In some clinics, the TSW AIM form will not work properly.  This is oftentimes confused with a problem with the AIM form itself. It is not. If clinic personnel cannot load the AIM form, then there is a problem with the workstation or CITRIX configuration.  Again, the AIM form works, if it does not, this is diagnostic of a problem with AHLTA or system configuration and the Systems shop should help determine what issues need to be addressed 
Additional Items for Clinic Directors/Senior Enlisted/Nursing Supervisors

1. TSW will become the clinic workflow and therefore should be incorporated into clinic policy.  Once it has become clinic policy, compliance with the workflow can be included on OPR’s, EPR’s, and civilian ratings.  It is one of the few true objective measures that can be used to rate personnel.
2. Chart reviews with the AHLTA trainer and coder should be part of the monthly review of the clinic.    These reviews give greater insight into what is occurring during patient visits (please refer to “Maintenance of Workflow” in this manual for a more detailed discussion).
3. Training new personnel:
a. All should be told that “Welcome to …. We use the TSW.  This is how to document care in this clinic”
b. AHLTA trainers will instruct incoming personnel on how to use the TSW AIM form and TSW. Additionally, all new personnel should shadow the best TSW users for a half day in clinic to observe the workflow
c. 
Providers should be shown the TSW Simplified Coding video (12min) (attachment #1) and given the TSW Simplified Coding quick reference sheet (attachment #2) 

TSW Background

AHLTA can be unstable and slow and many feel it is user unfriendly.  The transition from the paper record to AHLTA has been painful.  AHLTA training included instructing technicians and providers on how to build Medcin (list) templates. Additionally, staff was oftentimes introduced to numerous “favorite” AIM forms. This training emphasized maximum flexibility in the way providers could document their notes.  This led to a non-standard approach to workflow by clinicians which, in turn, resulted in a very inefficient clinic workflow.  Also, clinic workflow was not integrated into AHLTA training.
Before TSW, there was no standardized workflow for primary care.  Clinics functioned in a pre-industrial mindset.  Each provider and medical technician developed their own techniques of how to deliver care and document their work.  In industry these piecemeal approaches has led to inefficiency, lack of interchangeable parts, countless hours of workflow development lost, and complete lack of standardization.  The same holds true in medical practice.  Providers try to do the best they can with AHLTA, but there are inconsistent documentation styles that make notes hard to read.  Medical technicians have to learn what type of history to take based on the individual wants of the providers.  This leads to frustration for the technicians and providers.  Often, provider-technician teams are broken up after only a few months, or the team is often disrupted due to additional duties.  A consequence is the “just get the vitals and get them in the room” mentality.  The end result is medical technicians that are underutilized, undervalued, bored, and are poorly prepared for deployments.  Meanwhile, providers are tasked with many aspects of patient care that the technicians could be doing which has led to providers being overworked, frustrated and inclined to leave the Service when their commitment is up. 
Through standardization, TSW corrects the results of an inefficient workflow.  TSW was developed by clinicians and technicians to improve medical documentation processes for the benefit of our patients.  TSW is much like an assembly line for medical documentation.  Think of it as the electronic medical record version of a Honda Accord.  The Honda Accord is not a Lamborghini or a Rolls Royce.  However, it is dependable.  The Accord can be customized to improve owner satisfaction. Similarly, the TSW can be tweaked to better meet the needs of a particular clinic. But the essential elements of the workflow will be the same at every TSW clinic.
The TSW is the first workflow for AHLTA that was developed with the coordination of input from clinicians, technicians, policy writers, medical coders and IT specialists.  There are other AIM forms that are available, but only TSW is a workflow process.  Without the workflow, an AIM form has minimal impact on clinic function.  It is the coordination of all the stakeholders in the workflow which sets the TSW process apart from other products.  The TSW Team continuously receives feedback from the field and improves the workflow process.  Once a clinic adopts the TSW, they become part of the team for directing future improvements and capabilities for TSW.

Key Principles of the TSW

1. Simplicity- The TSW is a simple process.  It has to be.  For standardization, the workflow has to work for the least tech savvy medical technician, nurse and provider in the most remote locations.  Also, the landscape of medicine is full of the corpses of complex workflows and policies that had no chance of survival once the influential person who advocated for them is gone.  If a process is not simple, it cannot be sustained.  This must be kept in mind as there is always a temptation to add too much to workflow.  There is only a limited amount of space on the worksheet for extra questions without losing the reverse side of the form as a backup if AHTLA goes down.  Additionally, technicians must be able to check in a patient within a few minutes.  Most technicians who use TSW become very proficient in checking in patients within a reasonable time.  Think of the technician as an infantryman.  When equipment is added to an infantryman’s pack, a point is reached where the weight exceeds the load that can be carried.  For every extra item that is added to the technician’s check-in routine, there must be a consideration as to where the extra time will come from to accomplish this. 
2. Standardization- There are several layers of standardization in the TSW.  The TSW Encounter Worksheet standardizes the history that is given to the technician and provider.  It also standardizes the process of how to document if AHTLA is down.  There is no more scrambling for a paper SF600.  The TSW AIM form mirrors the worksheet and allows for standard appearing notes.  With TSW, the professional staff knows exactly where to go to find the important subjective and objective portions of the note as well as preventive health items.  Turning off the oftentimes inaccurate Autocites further enhances the standard look and readability of the AHLTA note.  With the standardized history delivered to the provider, the TSW Simplified Coding method can be used to accurately code and get full credit for the work that is being done in the clinic.  Standardization does come at the cost of some freedom.  Technicians must document according to the workflow.  Providers must utilize the TSW AIM as their “first look” AIM form to insure they have reviewed the technician’s input and to document in the HPI section so that it appears in the same place in every note.  After that, providers can use any template they wish.

The TSW in Detail

There are three parts to the TSW: the TSW Encounter Worksheet, the TSW AIM form and the TSW Simplified Coding method.
1. 
The TSW Encounter Worksheet:  (attachment #3) The worksheet is a Word document that is printed double sided and handed to the patients at every clinic visit.  It takes a standardized history which meets many Joint Commission and HSI items and delivers a detailed history (99214 level history) for purposes of coding.  Although electronic alternatives to the paper worksheet were explored, none proved to be as reliable and simple as paper.  On the first visit the patient fills out the front side of the worksheet in full.  This typically takes 5-8 minutes.  Since the average time spent in the waiting room is >10 minutes, clinics find this 5-8 minute time acceptable.  If the patient arrives too late to fill out the form, the technician may choose to bring the patient back and verbally ask the questions.  A technician may be tempted to do the questions verbally each time, but experience at numerous bases has demonstrated that this is very inefficient.   With the emphasis on patients taking a more active role in their medical care, knowing what their medications are along with their past history and recording it on the worksheet is consistent with that vision.  The technician takes the worksheet from the patient and asks any clarifying questions that are needed or performs any additional screens that are indicated from the answers on the worksheet.  A technician at one base picked up a suicidal teen that had not told anyone about suicidal ideations.  Based upon a “positive” PHQ-2 on the TSW Encounter Worksheet, the technician did the full PHQ-9 and the patient was subsequently admitted to the hospital as a result of this screen.  Based on adherence to the TSW, this technician probably saved a young person’s life.
After the technician enters information into the four historical boxes, in subsequent visits, the technician Copy Forwards this information, which greatly expedites the check-in process. Now, the technician only needs to update the information in AHLTA rather than having to enter it all in again. 
At the bottom of the worksheet, there is a blank space.  This permits the facility to add extra questions if so desired. 
The reverse side of the TSW Encounter Worksheet is an SF600.  When AHLTA is down, the workflow does not change as the patient still fills out the worksheet as before. The technician flips the worksheet over, fills in the patient demographic information and records the vital signs and gives it to the provider who can then document the encounter on this facsimile of the SF600.  If the provider completes the SF600, signs & stamps it, it must be filed in the paper record. Once AHLTA is back up, the diagnosis and code can be entered into AHLTA and a note stating “see paper record” can be added. Some facilities have the manpower to scan the worksheets into the Add Note section of the AHLTA encounter in order to preserve the data electronically.
2. 
The TSW AIM form (attachment #4) is the standard method for entering information into AHLTA and it will be the default encounter template for everyone in the clinic.  In the past, technicians did their documentation (chief complaint, etc.) in the vital signs section.  This did not make intuitive sense, broke up the flow of the note, and did not contribute to the RVU generation of the note since the providers had to explicitly state that they had reviewed all the data entered by the technician for coding credit to be given for the technician’s input.  In the TSW, technicians first verify allergies in the screening module and then enter just the vital signs in the vital signs section.  All other information will be entered into the TSW AIM form (i.e., pain scale, ETOH use, etc.).
The first tab of the AIM form is the HPI tab which mirrors the worksheet and is the responsibility of the technician.  The HPI tab is typically the only tab of the AIM form that the technician uses, further simplifying the process.  The technician transfers the information from the worksheet into the AIM form.   This is simple since the chronologic flow of the worksheet and AIM form match.  On complex medical patients, the first visit will take more time since the technician must fill in the medication list, past medical history, family history and surgical history.  In the medication list, medications should be typed in layman’s English with the dose, route and frequency written without abbreviations.  This is done so that the form and worksheet can be used for medication reconciliation if so desired.  Everything the patient swallows should be included.  A list of herbals, OTC medications, vitamins and supplements should be included in this free text box.  Please see the technician specific instruction section for further information and screen shots on how to enter the smoking, alcohol, exercise and depression screening information on the HPI tab.  At the bottom of the HPI tab, there is a large free text box that corresponds to the empty section at the bottom of the TSW Encounter Worksheet.  This is where clinic specific questions can be added to the AIM form.  One limitation of AIM forms is that they are not editable at a MTF.  This free text box gives a clinic the flexibility to add any questions desired as long as they fit into the free space on the worksheet.

When the patient returns to the clinic, the first thing they will probably say is, “I filled this out the last time I was here.”  This is a great prompt to remind the technician to Copy Forward.  Copy Forward gives the technician the ability to rapidly bring the majority of the items on the first tab into today’s note from a past visit.  This further simplifies the check in process and saves the technician a significant amount of time.  The technicians can only Copy Forward from notes after the start date of the TSW.  Key points: #1 Only Copy Forward from the PMH tab in the Copy Forward template, NEVER edit any information in the Copy Forward template.  Select auto-enter on the PMH tab and then proceed directly to the TSW AIM form from the favorites drop down list.  If these instructions are not followed, this will prevent the future use of Copy Forward for that patient.  Please see the PowerPoint slide presentation on Copy Forward (attachment #5).  Some technicians have found that Copy Forward decreases the check in time to less than three minutes.
When technicians use Copy Forward, they do not need to re-ask all the questions on the worksheet.  They only need to compare the responses on the paper worksheet to the ones that were copied forward and enter the data in the fields that did not copy forward.
Primary items that Copy Forward (latest version of AIM form has all the items that Copy Forward visually tagged):
a. PMH/PSH/Family History/Medication list
b. Exercise/Tobacco/Alcohol
c. Joint Commission free text box
d. Preventive health items free text box (in the Prevention & Counseling tab)
e. Disease management free text box (in the Prevention & Counseling tab)

Technicians have now delivered a standardized history to every provider that is equivalent to a detailed level history (history needed for a 99214 for established patients).  If the provider takes ownership of the technician note, then the tech has significantly contributed to the revenue generation for the clinic.  
When providers enter the S/O portion of the note, they will be asked if they want to start a new note or take ownership of the technician’s note.  Providers should always take ownership of the technician’s note.  This will allow the team to get credit for all the work that the technician did.  
In the TSW, the provider starts with the HPI tab and reviews the information the technician has put in. The HPI utilizes free text which greatly enhances the readability of notes.  The review includes the tech entered chief complaint, HPI, pain rating, PMH, PSH, Family Hx, and complete medication list including vitamins, herbals and OTC’s.  Additionally, tobacco, alcohol, exercise and depression screening answers are reviewed. Finally, Joint Commission and HSI type questions are reviewed.  The ROS tab can be used to enter in ROS items, but we recommend that all such historical information be placed in the HPI free text box for readability.  If providers have specific templates they like to use for special disease states, physical exams or procedures, they may use them after the core history in the HPI section has been completed.
The Physical Exam (PE) tab is next.  There is a standard multisystem physical exam at the top and a detailed check-box PE at the bottom of the tab. Providers are encouraged to use the Quick PE section at the top of the PE tab.  Providers know that the great majority of physical exam findings are normal.  The quick entry “normal buttons” document these normal findings.  If the “normal” button is selected, a coding credit of 2 bullets for that system is assigned.  If there is an abnormal finding, a free text box located by the name of that system can be selected and the CAPS LOCK key can be set on the keyboard.  Then the abnormal findings can be typed or dictated into the free text box.  This insures that when reviewing prior notes, abnormal findings can be readily spotted.  If dictation or preplaced text is used to document the physical exam, then the “other physical exam findings” free text box can be used as the dictation or text copying window. 
The third important feature of the TSW AIM form is the Secondary Screening and Prevention/Counseling tab.  These tabs track prevention measures and disease specific monitoring as well as counseling.  The TSW AIM permits a “quick look” for prevention and disease management items in AHLTA.    The secondary screening and prevention tabs are included in the Copy Forward method utilized by technicians. For nurses, this Prevention /Counseling tab is ideal for tracking HEDIS measures and documenting the preventive care for diabetics, asthmatics etc.  Also, when doing t-cons, nurses can Copy Forward into the TSW AIM form and have an accurate history and medication list of the patient to reference in their documentation.

3. 
The TSW Simplified Coding Method:  The TSW standardizes the history that the technician takes and it is structured in a way that meets the criteria for a detailed level history: a chief complaint, 4 bullets for the HPI (duration, severity, modifying factors, associated symptoms), 2 bullets from 2 different review of systems, and one element of past medical, family and surgical histories and medication list (all of these are delivered in every TSW note but only one is needed for a detailed level history).  Please see accompanying table (attachment #6) for what elements of the history qualify for the detailed history items.
The majority of encounters in any clinic are for established patients.  Coding guidelines require that a provider must use 2 out of 3 elements from history, physical exam and medical decision making (MDM) when determining the code for an established patient.  The DoD coding guidelines go further in stating that providers must use MDM as one of the 2 elements for an established patient.  The overwhelming majority of encounters for providers are either 99213’s or 99214’s.  99212’s and 99215’s are possible but are rare.  Therefore, the primary coding decision for a provider with an established patient is whether the visit meets a 99213 or a 99214.  Coding criteria are complex and providers typically allow AHLTA to code for them.  AHLTA’s coding engine has multiple limitations and leads to chronic under coding.  Providers need a simple and accurate coding method to get credit for the work that their team is doing.  The TSW Simplified Coding method achieves this goal.

The TSW provides a detailed level history if the provider takes ownership of the technician’s note.  Therefore, only MDM requirements are needed to distinguish between a 99213 and 99214 (and the rare occasion that the visit is a 99212).  The TSW Simplified Coding method consists of five questions contained on the TSW Simplified Coding quick reference sheet (attachment #2) which is placed as close to the provider’s computer screen as possible.  If the answer is yes to any of the five questions, then the visit is a 99214.  If the answer is no to all the questions, then the visit is almost always a 99213 (criteria for a 99212 are included on the TSW Simplified Coding quick reference sheet and explained in detail on the 12 minute TSW Simplified Coding video).  Providers are taught to determine their coding level when they are in the A/P module of AHLTA before going to the Disposition module where they will typically need to override the AHLTA coding calculator.  

The AHLTA coding calculator is inaccurate and has several flaws.  We do not recommend using it.  Reliance on the AHLTA coding calculator is also not a defense in an audit.  TSW providers are taught how to override the code in the Disposition module in AHLTA ( attachment #6).  Please note, TSW Simplified Coding does not teach how to code for a 99215.  The requirements for a 99215 are complex and only apply to a very small percent of outpatients- the facilities coding/auditor can give additional instruction if users require it.  




Additional Technician Specific Items

1. Technicians are the foundation of the TSW.  If they do not follow the workflow, then HSI/Joint Commission items will be missed, the providers cannot use the simplified coding and fellow technicians will be unable to Copy Forward from prior notes.  
2. Vital signs section:  Vital sign section is for vital signs. Pain rating scale, alcohol, tobacco or any other comments should not be documented in this section.  The team will not get credit for them if they are.  Instead, these items are included in the TSW Encounter Worksheet and documented in the HPI tab within the TSW AIM form. 
3. Entering in the history:  The chief complaint is a one sentence line as to why the patient has come for the visit.  The duration of the problem, whether or not the problem is getting better or worse, etc., do not belong in the chief complaint free text box.  These are the 2nd & 3rd questions on the TSW Worksheet.  Place these items into the HPI free text box.  Examples: The patient has had a sore throat for 4 days and it is getting worse.  The patient has had diabetes for 3 years and his home sugars are improving.  The patient has hypothyroidism, which has been stable now for 5 years.
4. Entering in Medical Conditions, Surgeries, Family History, and Medicines:  In order to be able to list one item for each line (vs a ‘paragraph’ form), you must hit “ctrl-enter” keys to get to each new line.  You can get a new line in any free text box in an AIM form by this method.  Although it is possible to copy from Autocites into these free text boxes, a great deal of editing will have to be done to make the copied text readable.  
5. Extra questions in the free text box at the bottom of the HPI tab: Have a WordPad document that has the questions and most common responses pre-populated in it.  With a new patient, copy and paste the WordPad document in and adjust the answers.  This will Copy Forward the next time when you follow the TSW method of Copy Forward.
6. It is imperative to follow the Copy Forward instructions exactly as demonstrated in the PowerPoint slides (especially important is NOT making any edits in the Copy Forward template in AHLTA). 

Provider Specific Items

1. There are three things that providers must do:  Take ownership of the technician’s note, use the TSW AIM form as the “first look” AIM, and use the TSW Simplified Coding method to help code more accurately and to get credit for the work that has been documented.  Please review the TSW Simplified Coding video and PowerPoint slides along with TSW Simplified Coding quick reference sheet.
2. Some providers have stated that they do not want technicians to contribute to history taking.  This greatly underutilizes the skills of the support staff and makes the provider very inefficient.  The time invested in training support staff will be returned many fold in the efficiency gained.  A trained support staff does help deliver better medical care.




Maintenance of the Workflow

1. When the TSW method is introduced to a new clinic, many technicians will be concerned that it requires too much data entry.  There is a requirement for an initial ‘front loading’ of data into AHLTA. It is critical to the success of the TSW that this burden be shared by all of the 4N staff so that Copy Forward can be utilized on returning patients. If only some technicians use the workflow, then a disproportionate amount of time will be spent on entering this data on a never-ending stream of ‘new patients.’  If some techs will not or cannot follow the TSW, then the clinic may want to consider one-on-one remedial training.  If this is unsuccessful, the clinic should consider further administrative action.
2. Although a great deal of effort has gone into streamlining the TSW for providers, some may still not want to follow it.  Critical to the process, is taking ownership of the technician’s note.  If clinic policy requires this be done, then non-compliance can be handled in the usual manner by leadership. Providers do have the option to use other tools to document after the “first look”, so use of the AIM form is usually not an issue.  Failure to use the TSW Simplified Coding will lead to continued under-coding and coding inaccuracy if AHLTA default coding is accepted.  Chart reviews with the local coder can provide coding feedback based on the TSW Simplified Coding method.  If some providers continue to under-code and have coding inaccuracy, then the clinic may want to consider one-on-one remedial training with the clear goal that these discrepancies will be corrected.  
3. Experience has taught the TSW Team that bases do a very good job maintaining the workflow. Nevertheless, clinics can become even more efficient if their leadership requires compliance checks through record review. The modest amount of time expended quickly identifies those technicians & providers who require the one-on-one remedial training to insure the success of the entire team. The local AHLTA trainer along with the local coder should conduct these AHLTA chart reviews and report their findings to leadership for action. Ideally the outcome of this review should be a standard agenda item at the SGH chaired professional staff meetings that exist at every MTF.  As this is such a critical aspect of insuring the success of the TSW, the TSW Team is available to assist in remotely training the AHLTA trainer and coding staff in conducting chart reviews through DCO (Defense Connect Online). 






Attachments:

1. Link to Overview, Copy Forward, Scenario Training Videos
2. TSW Simplified Coding Quick Reference Sheet
3. TSW Encounter Worksheet
4. TSW AIM form
5. Copy Forward presentation
6. TSW Simplified Coding Lecture
Microsoft Office Word Document
 (
TSWF
 ENCOUNTER WORKSHEET
 with SF600
 
(v20110309
)
) (
Date
: _______________
) (
     
Name
: _____________________              
Contact Phone #:________________________
)

What is the reason for today’s visit?



How long have you had this issue?

Is this issue getting better or worse?  

Please rate your pain level on a scale of 0 (no pain) to 10 (severe pain):  # ___/10

Please complete information below: If you have filled this form out before, please only list changes since last visit.

		Medical Conditions

		Surgeries/Hospitalizations (Dates)

		Family History 

		Current Medications



		Do you have any of the following? (circle)

High Blood pressure

High Cholesterol

Diabetes

Asthma

Heart Disease

Obesity

Cancer

Had a Heart Attack

Other:



		

		 HIGH BLOOD PRESSURE:



HIGH CHOLESTEROL:



DIABETES:



CANCER:



OTHER: 

		PLEASE INCLUDE DOSAGE. IF YOU HAVE A LIST WITH YOU HAVE IT READY.



















Please check if you take:      Vitamins     Over the counter meds       Dietary Supplements       Herbal meds      Weight loss meds

Please list any allergies you have (drug, food, latex) _________________

Yes  No      Do you consume any alcohol?  If yes, Type? __________frequency? __________ amount?_________  

Yes  No      Do you now or have you ever used  tobacco products? (If YES, check the box that applies to you)

		  I CURRENTLY USE TOBACCO PRODUCTS    What type of tobacco? __________ How much per day? _________

		  I  QUIT USING TOBACCO PRODUCTS          When did you quit?________________

Over the last 2 weeks, how often have you been bothered by any of the following problems? 

							 [ 0 ]                    [ 1 ]                            [ 2 ]                                         [ 3 ] 

    Little interest or pleasure in doing things    Not at all   Several days   More than half the days   Nearly every day

    Feeling down, depressed, or hopeless         Not at all   several days   More than half the days   Nearly every day

Female Questions:  Yes  No  Could you be pregnant?  Date of Last Period _________________

	Date Last Pap? ________  Normal?  Abnormal?           Postmenopausal?  Menopause at Age________

	Yes  No  Hysterectomy?  Type of Birth Control Used_____________ 

Would you say your general health is?   Excellent     Very Good      Good       Fair       Poor

Yes  No  Do you have any learning disabilities? _________________________________________

Yes  No  Is this visit deployment related?  If yes, when and where was deployment ___________________

What is your preferred method for learning:   Verbal      Written       Visual        Other: ____________

Yes  No     Do you feel safe at home? 

Yes  No     Do you have an advanced directive?

Yes  No     Do you have any cultural or religious beliefs that may affect your care?

Yes  No     Are you enrolled in EFMP?

Yes  No     Special Duty? If yes check which applies   PRP    SCI    PSP

Yes  No     Are you on active flying status? 



-----------------------------(This section NOT for patient use)----------------------------

		HEALTH 

		CHRONOLOGICAL RECORD OF MEDICAL CARE



		DATE

		SYMPTOMS, DIAGNOSIS, TREATMENT, TREATING ORGANIZATION (Sign each entry)













AHLTA was not accessible during this patient visit. Reviewed note & agree with the reverse side ____ (Provider Initial)

VITALS:  B/P _________  Pulse _______  RR ______  Temp _______  Ht _______  Wt ______   O2Sat ______



SUBJECTIVE:





OBJECTIVE:









ASSESSMENT:





PLAN:
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The AHLTA Highway
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Driver’s Ed 101

		Users: The Drivers

		AHLTA: The Car (a Fiat)

		EUD/Network: The Highway

		Workflow Division: Your Driver’s Education Instructor
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The AFMSA/SG6 Workflow Division

*





I n t e g r i t y  -  S e r v i c e  -  E x c e l l e n c e



		It’s a Workflow for AHLTA

		It works NOW

		It’s Simple

		It’s a Culture Change

		Uniform screening tools PC/ANG/MH/VA 

		It requires Leadership
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What is the Tri-Service Workflow (TSWF)?
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TSWF Optimization

		Paper encounter worksheet/ overprint SF 600

		TSWF AIM template

		Simplified coding
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TSWF Worksheet

(Front)
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TSWF Worksheet

(Reverse side)
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Alternate

TSWF Worksheet

(Reverse side)
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AHLTA Tri-Service Workflow

Provider takes over note

Provider reviews tech input

Tri-Service AIM Form
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HPI
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HPI (continued)







Secondary Screening

Prevention/Counseling









Secondary Screening







Secondary Screening







Secondary Screening







Prevention/Counseling
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Prevention/Counseling
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ROS/PE



*











I n t e g r i t y  -  S e r v i c e  -  E x c e l l e n c e



Military-PHA







CPG







Coding
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Simplified Coding



*



Medical Decision Making (MDM) be utilized in obtaining a 99214 per UBU published 1 March 2009. Following is a direct quote:



“DoD Rule



DoD requires the utilization of medical decision making as a mandatory component of an established patient E&M assignment.  

The facility may choose between History or Physical Exam for the second component to determine E&M code assignment for the encounter.”  



The Tri-Service workflow utilizes history as the second component. 

*
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What’s It Worth?*

*

$90 per RVU (DoD value)

*As of late 2009

		Description		E&M 		RVU

		Prev Visit Est 1-4		99392		1.19

		Prev Visit Est 5-11		99393		1.19

		Prev Visit Est 12-17		99394		1.36

		Prev Visit Est 18-39		99395		1.36

		Prev Visit Est 40-64		99396		1.53

		Compr Med Reevl Est 65+		99397		1.71



		E/M Code		RVU 

		99211		0.17

		99212		0.45

		99213		0.92

		99214		1.42

		99215		2.00

















































*



We only need one “What’s it worth” slide
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Top 10 Reasons to Use 

Tri-Service Workflow

Tech contributes to documentation of HPI/PFSH/ROS 

Tech delivers a Detailed Hx for review by provider

PFSH are Pt. generated & Copy Forward used for future visits

Provider time reduced for HPI & PE portion of notes

MDM Simplified Coding insures credit for work documented

When AHLTA down, workflow unchanged

Note readability make Peer Reviews easier 

Uniform screening tools PC/ANG/MH/VA

JC/AAAHC/HSI required items now OUTCOME of workflow

 Training for techs and providers simplified and consistent









*



AAAHC=Accreditation Association for Ambulatory Health Care

*
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Workflow Research Results  JC/HSI

*
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Workflow Research Results RVU’s

*

                                      RVU per encounter Provider Entered  Corrected Pre Compass Staff 0.972 1.054 Post Compass Staff 1.269 1.241 Provider Entered  Corrected Pre Compass Intern 0.943 1.067 Post Compass Intern 0.971 1.045 
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Workflow Research Results  Coding Accuracy

*
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*

Coding accuracy percentage:

 

NW Staff 49%

NW Interns 27%

W   Staff 64%

W   Interns 73%



NW vs W P value

Staff              Interns

z=2.289       z=4.666 

p=<.05         p=<.05 

At time of Data Collection: 

No Workflow (NW) 

Workflow  (W)

CODING ACCURACY COMPARISON

		C		C		NC		NC		difference statistical		Staff T/N		Intern T/N

		141 total		%		116 total		%		47/87		29/26

		Pain		141		100%		98		84%		z=7.296		p=<.05		Y

		Alcohol		141		100%		91		78%		z=8.668		p=<.05		Y

		Tobacco		141		100%		93		80%		z=8.228		p=<.05		Y

		Medication		141		100%		111		96%		z=3.557		p=<.05		Y

		PMH		117		83%		92		79%		z=1.152		p=.25		N

		Allergies		138		98%		85		73%		z=8.594		p=<.05		Y

		Family History		141		100%		81		70%		z=1.306		p=.19		Y

		Surgery History		109		77%		69		59%		z=4.391		p=<.05		Y

		OTC vitamin supp		88		62%		32		28%		z=7.625		p=<.05		Y

		Learning Disability		129		91%		73		63%		z=7.801		p=<.05		Y

		Deployment related		90		64%		76		66%		z=.469		p=.64		N

		Anti-depressant/suicide		132		94%		76		66%		z=8.296		p=<.05		Y



		Average compliance %		89%		70%		z=5.465		Y		z=2.289		z=4.666

		p=<.05		p=<.05



































Background: Electronic medical records are touted to be able to improve the documentation of medical care.  To date there are no studies applying a standardized clinical workflow to an electronic medical record.  AIMS: To determine if the COMPASS workflow improves the documentation and coding of family physicians using the military’s electronic medical record (AHLTA).  Method: 257 charts were reviewed retrospectively from two Air Force family medicine residency sites.  Primary outcomes were compliance with Joint Commission (JC) and Health Services Inspection (HSI) requirements for outpatient documentation, relative value units (RVU’s) per encounter, coding accuracy, and readability of notes.  Results: The COMPASS workflow is associated with a significant increase in JC and HSI requirements (P<.05), a significant increase in RVU’s per encounter (P<.05), a significant increase in coding accuracy (P<.05) and a significant increase in readability of notes (P<.05).

*
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“TRUSTED CARE ANYWHERE”
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TSWF ENCOUNTER WORKSHEET with SF600 (v20101214)
Name: Date:
Whatis the reason for today’s visit?
How long have you had this issue?
Is this issue getting better or worse?
Please rate your pain level on a scale of 0 (no pain) to 10 (severe pain): # __/10

Please complete information below:

Do you have any of the FIGH BLOOD PRESSURE. | PLEASE INCLUDE DOSAGE. 1FVOU RAVE ATET
following? (circle) ‘WITH YOU HAVE IT READY.

OTHER:

Please chedk fyou take:{() Vitamins_JOver the counter medf]) Dietary Supplements ] Herbal med{ ) Weightloss meds
Please list any allergies you have (drug, food, latex)

Qves ONo  Doyou consume any alcohol? If yes, Type? frequency? amount?,
QvYes ONo  Doyou now or have you ever used tobacco products? (If YES, checkthe box that applies toyou)
O ICURRENTLY USE TOBACCO PRODUCTS  Whattype of tobacco? How much per day?

Q | QUIT USING TOBACCO PRODUCTS ‘When did you quit?.
‘Over the last 2 weeks, how often have you been bothered by any of the following problems?
o] &3] 2] 3]
Little interest or pleasure in doing things O Not atall O Several days O More than half the days O Nearly every day
Feeling down, depressed, orhopeless O Notatall O several days 0 More than half the days O Nearly every day
Female Questions: OYes ONo Could you be pregnant? Date of Last Period
Menstrual Bleeding Lasts, days  OlYes ONo Periods are Regular? QYes ONo Severe Menstrual Pain?
How Frequent are Periods?. Qves ONo Bleeding Between Periods?
Date Last Pap? QNormal? QAbnormal? QPostmenopausal? Menopause at Age._
DOYes ONo Hysterectomy? Type of Birth Control Used,
Wouldyou sayyour general healthis? O Excellent O VeryGood D Good O Fair O Poor
QyYes ONo Doyou have any learning disabilities?
DOYes ONo Is this visit deployment related? If yes, when and where was deployment.
‘Whatis your preferred method for learning: O Verbal QWritten  Qvisual O Other:

Qves ONo Do you feel safe athome?
Qves ONo Do you have an advanced directive?
Qves ONo  Special Duty? If yes check which applies JPRP 3 SCI PSP

QYes ONo  Areyou on active flying status?
(REVERSE SIDE FOR STAFF USE ONLY)









(This side NOT for patient use) DO NOT FILE IN MEDICAL RECORD UNLESS THIS BOX IS CHECKED [ ]

HEALTH CHRONOLOGICAL RECORD OF MEDICAL CARE
DATE SYMPTONS, DIAGNOSIS, TREATMENT, TREATING ORGANIZATION (Sign €ach enfry)

Dlasara was not accessible during this patient visit. Reviewed note & agree with the reverse side (Provider initial)

VITALS: BP Pulse RR Temp Ht Wt 028at

SUBJECTIVE:

[SSNIDENTIFICATION NO.









Preventive Health Questions (If you have filled this out before, please only list changes since last visit):

Have you ever had any of the following?

Aspirin Prophylaxis.... ONo |OVYes|(when?____ ) DDonotknow
Colonoscopy/Flex sig(circle one) ONO | O Yes | (when? ) | C Do not know
Cholesterol screening.... ONO | O Yes | (when?. ) | ODo not know
Diabetes screening.... ONO | OVYes | (when? ) | O Do not know
Diet Counselingf at risk. ONO | O Yes | (when?, ) | ODo not know
HIV Screening.... ONO | O VYes | (when? ) | ODo not know
InfluenzaVaccine.. ONO | O Yes | (when? ) | T Do not know
Pneumovax (pneumonia vaccine).. ONO | O Yes | (when? ) | O Do not know
Tetanus boosterin last 10 yrs?.. ONO | O Yes | (when? ) | ODo not know
Female Specific Screening:
Date of Last Mammogram?. History of Abnormals? TNO O Yes
Pap Smear..... ONO | OVYes | (when? ) | O Do not know
Chlamydia screening. ONO | O Yes | (when? ) | O Do not know
Calcium Supplementation. ONO |Oves | (when?_______ )| ODonotknow
Folic Acid Use ONO | O VYes | (when? ) | ODo not know
Bone Density Scan (DEXA). ONO | O Yes | (when? ) | O Do not know
Male Specific Screening:
PSA/Prostate Exam.. ] 0 ves [ (when?. ) [ CDo not know
For Office Staff Use Only:
Vs T, BP, HR. RR, 02sat
Ht Wt VA 0D20/. 0520/





Patient completes
encounter worksheet or

SF600 overprint





Med Tech completes '
1

HPI/ROS in AHLTA





Start




































TSWF ENCOUNTER WORKSHET with SF600 iz
Name: [
Whatiste ressonfortade's ik
Howlonghare you g this sue?
sthsisue eting et or wose?
Pesseate ur pinlevelon sclecf rogai o0 seeregain) £ _/10
Please completenformation elow:f youhavefld ti form out before, please oy st chongessice lostvisit.

P T -
Doyouhoveany of e RORBGOORCE. | ARG G FOURTA ST
Joovig?cic) Doy e T,

‘High Blood pressure WonOOUSTEROL

High Choesterol

Dietes

st e

HeanDisease

Onesiy anar

ancer

Hodobean Atack

over: omex

‘Pl che o take [ VieaminOer the coutr ) Diery Soppements (] Hera e ] Weion meds-
Pleaselstany allergies you ave (41, food aten)

Qtes ONo  Doyou consume any alcohl e, Tpe? frequncy’ o
Oes ONo Doyou row o haveyouever used tobaceo producs? (Y, checkthe box that applis o)
2 ICURRENTLY USE TOBACCOPRODUCTS Whatiypectobacc? Howmuchper ay?

21 QUITUSNG TOBACCOPRODUCTS  Whenddyouqu?_______
Overthelat2 weeks,howoften ave you ben bxhered by any oftheolwingprobems?
o 12) 18]

Unteierestorpeasreindongtings QNokatal Qe s Qhoretan alfnecas O Nearyevenycay
Feeingdoun, Spressed ortcseless Dotatal Qseverlcays O Morethan afthe s INearyeeny Sy

FemaleQuestions: Des ONo Gadyou be pregnne? DaefLastPeid
MersraBleesinglas___ s 2ves o PecssareRegua? s Do Severeersra
HouFrequertare erios? ves o BeesrgBerveenPers?
Dateastbag Qamar? Dhbromar?  DPostmencpacsal? Mercpaseathge____
Dtes Do Hyserectomy? Tpe o inh ool U,

Wouldyousyyou geenlnesinis? Qbxcelere QeryGoos Qoo Dfair Dboor

Des ONo Doyou ave aryearingGisabiis?

Dves Do s this it depoymentetea? e, when anduhere vasdelomer:

Whatis s prefered methodforlearing: Vel Qiten sl DOt

Otes Do Doyouteeisafeathame?

Oves Do Doyou e amadancesdece?

Dves Do SpeialDuy? yescheck whichapses IPRP IS0 PSP

Dves QMo Areyaucn cie g sats?









o[@fatowrzn <] - Undo|  Detals] mromse| sntoronse| tote view|

HPY_| Sccanday Steering| revention/Coursling | RUS/PE | HeaeNeok/Spine | MK (spper)| WK owen | MikassFHa | wallwomen | Viion / Audonely / ECG /FFT | CFis | Cadig| Ouine View

T Patient is taking Antidepressants. click on the (>>] next (o Depression below and complete the ‘Suicide’ and ‘Homicide’ questions
For Tobacco, Alcohal and Exercise. document Counseling on the Counseling and Prevention Tab

Do You Drink Alcohol? | Yes—> [ Type Frequency: At © No

> [Tobacos: DEveuNoworHavevas o

Eversed Tobaceo? | ©© ¥&%

@ Never 052 1CD3 Cods 3051 fo curent tabaca use.
Fosiive FH 2 (Score 3or TFes. Alert Frovider. Document Suicidal and /or Hormicidal
> |pepression: Giogieronwinkahen | © Y Bl | © Mo Idealion Below and complete Full PHO. ot Screeringtah

> |Female ONLY Data

Joint Commission / AAAHC 7 HSI Related

Patient's Overall Feeling | (5 Excelent / Very Good / Good O| | & Fair/Poor o
Learning/Understanding [ (G NO Learing Disablily, Language or Leaming Bariers [ | (5 Leamning Disabilly, Language or Learing Bariers o
Deployment - Related | (G NOT DeploymentRelsted 0| [ © DeploymentRekted Ente Locaton/Date »>> 0]

[ Additional JC / AAAHC 7 HSI

NWhat s Your Prefered Method ofLeatring? [ 1¥erbsl[ IWwiten [ 1Visual [ ]0ther (Speci:

Do You FeelSafe at Home? [17es [No

|advanced Dieclives Conpleled? [17es [INo

D0 v have ary culural o elgous befef that may afectyour care? [ JYes [ [No

|Are you envoled in EFMP? [1ves [INo

PRP 7 SCI / PSP / SPECIAL DUTY @ Yes O @ No O [See HELP Tab for Definiions and Reference for PRP, SC1 and PSP

T PRP (Personnel Reliability Program) T[T | T PSP (Presidential Support Program) EE]
[7 SCI (Sensitive Compartmented Information) Authorized | ] | [ Special Duty [ Jacive FymgStas (J5MOD





<ol ffam-Towrao <] o aueied -] Undo|  Detok|  prowse| snbromse| Noteve|

HPY | Secanday Sreering| Frevention/Coursling | ROS/FE | Head/Neok/Spine | MK (spper]| MK fowen | MikassFHa | wellwomen | Viion / Audonely  ECG /FFT | CFis | Cadig| Ouine View

7 Chiet Complaint ™ Pain Lovel [FanSovety /10

Type <CTALENTERS forren ne ]

<<Note sccomplshed in TiSerice Core AlM 305>

(Inclue D

7 [T Medcaton Conplirce 0 7 Medication it eviewed, reconcied withpatiet T

7 [Curent Alegies Reviened |

















<] Hfam - 15w 30 |

Wi [ S5685 S5 rovention/Coursling | ROS/PE | Hood/Neok/Spine | MK (upper]| MK fowen | MikagsFHé | wWellwomen | Viion /Audonely / ECG /FFT | CPi | Codig| Ouine View

undo]

Detas]

sronse

sftaronse] _ote vie|

»

Depression Screening / PHO-9

»

[Alcohol Screening/Counseling

PTSD Screening

»

TBI Screening

TBI Cliical Tools & Resources 55> ~[ |

»

L

Other Screening









indo|  Deta|  conse|  swtoonse| ot ve|

<] @ [Jam - TswF 30 | M

WP | Secanday Sreering  Preventon/Courseing | ROS/FE | HoacNeck/Spine | MK (upper]| MK fowen | MikagsFHa | wWellwomen | Viion /Audonely / ECG /FFT | CP | Cadig| Ouine view

Proventive Medicine for TriService AIM Form
Info gathered from U.S. Preventive Services Task Force (USPSTF) and Centers for Disease Control and Prevention (CDC)

To Access the latest Immunization and Screening Recommendations from the CDC and USPSTF - click the 2 to the right of Recommendations

Screening Exams - Current USPSTF Recommendations >>> (2| Current Immunization Schedule All Ages - CDC Recommendations >>> =2

Preventive Medicine Services Curront USPSTF Recommendations »>>

> |Disease-Specific Monitoring / Comprehensive Care Plan

> |Tobacco Counseling

> |Exercise Screening/Counseling CDC Exercise / Activity Page >>>

> | Other Counseling

1

[~ Patient Information Sheet: Given For: | Diagnasis Date









<] G [Jam - TswF 30 | M

W Secanday Steering | Frevention/Courslng | ROS/FE | Hoad/Neok/Spine | MK (upper]| MK fowen | MiagsFHé | Welloman | Viion / Audonly / ECG /FFT | CPis | Codig| Ouine View

< |Depression Screening / PHO-9

[ Screening for Depression

Depression
] Litle Interestorplesurein ding things

[ ] Fesing down deptessed o hopeless

[ ] Trouble sleeping or sleeping tos much

[ ] Fecling red or ite eneray

[ ] Poot appette o overeating

[ ] Fecling bad abou sel

[ ] Trouble concentiating on things

[ 1 Moving ot spesking sowly ot being resless
[ 1 Thoughis that you would be beterof dead Fow dificul s i or you to do your work. take care o tings o home, or
(gt clong with lher people?

— [ WNotatal [ JSomenhat [ Vey [ Estemely

7 Ability to cope with daily activities

|Add point values from each response. Total (PHO-) Score =

lcohol Screening/Counseling

PTSD Screening

|
181 Scroening
_» |

Other Screening





oo|@fpmTswrn ol undo|  vetis|  erowse| shiftbrowse|  notevew|

HPI

Seconday Sereering | reveton/Counseing | ROS/FE | HeadNeck/Spine | MSK (pper| MSK (o) | Mitag-PHa | WelWanan| Vison /udemety /ECG /FFT | CPGs | Coing| Gutine Vi

5> |Deprossion Screening / PHO-9
[ Aloohol Screening/Counseling

7 [T Aleohol Consumption Screening/Counseling AUDIT-C >>>

AUDIT-C (printable) >>> Full AUDIT Questionnaire >>>

SCREENING for Alcahal Use (ALDIT-C)

[ TNegative AUDITC | ]Posiive AUDIT-C>>Provider Aleted<<  AUDIT-CScore=  DATE ACCOMPLISHED:

[ ]lcshol use exceeds masimum recommended fmits ( Men > 14 dirks/week.or > 4 dinks/occasion, Women > 7 dinks/week or > 3 dirks/oocasion )

[ TPast histor of alcohol related eatment or counseiing (Consider eferal to ADAPT i patient unable to abstain/teduce alcohol use afer counseling DR AUDIT €>7)

ICOUNSELING for atisk alocho use:
Discussed ALIDIT C Secreering sl

[ ]AUDIT-C Score 57 (mer OR 47 (women] AND use exceeds ma s
BRIEF Counseling

B fng aflention to elevated level of dinking

R ecommend imiting use or abstairing

1 rform about th effects of alcohol on healh

€ splore and help/suppot n choosing a dinking gosl

F ollowup eferal or specialty eatment f indicated

[ AUDIT-C Score >= 8 (men and women)
Consider eferal o specialy care
BRIEF Counseling 3s above.

Access Alcohol Use. AUDIT-C Score” Men: 5-7; Women: 47 | AUDIT-C Score Men and Women: >=8

‘Alechol use WITHIN recommended limis:

Adviss patent [0 stay below

Men: <=14 diinks per weck OR tecommended s

4 dinks on any occasion

‘Women: <=7 dirk per week OB <= 3 diks on any occasion Consider eferal o specialy care
AND
‘Alechol use EXCEEDS recommended lmis: condiuct BRIEF counseling™
Consider eferal o specialy care
Men:> 14 diiks per week OR > 4 diiks on anp occasion AND conduct BRIEF counseling™

Women: > 7 ik per wesk OR'> 3 dirks on any occasion

“IFALIDIT-C Scare s <= 4 in men o1 <= 3 n women: na ntervention recured

= BRIEF: Bring atention to elevated level of diiking; Recommend limiting use or abstaining; Irform abou the effects of acahal o health; Explare and help/suppartin
choosing a dinking goal; Follow-up eferal for specisly ealmen, f ndcated




<] G [Jam - TswF 30 - B

W Secanday Steering | Frevention/Courslng | ROS/FE | Hoad/Neok/Spine | MK (upper]| MK fowen | MiagsFHé | Welloman | Viion / Audonly / ECG /FFT | CPis | Codig| Ouine View

> |Depression Screening / PHO-9
> |Alcohol Screening/Counseling
[CZ&]PTsD Sereening

[ 4 Question Primary Care PTSD Screen

I you e, have you ever had any experisnce that was so fightering, horible of upseting that n the past month, you
[ INo  Have had rightmares about tor thought about t when you did ot want to?

I¥es [ INo  Tried heid not to thk about  or wert out of your way {0 avoid stuatons that reminded you o i?
[ INo  Were constanty on guerd, walchiu, o easly statled?

[ TNo  Felt rumb ot detached from others, actviies, or you suroundings?

1 score of 3ot highes should prompt addiional evalustion

[ 1Discussed screeing resils and need forfuther evaluation with BHOP or the menta health clric

Below s a list of problems and complaints that persons sometimes have in response to stiessful ife experiences.
Put a score in the box which indicates how much you have been bothered by that problem in the last month. Please answer all 19 questions.

[ PTSD Screen PELE)

PTSD Screen

[ T Repeated, distubing memorss,thoughts, of mages of a stiessful expeience fiom the past?

[ ]Repeated, disturbing dreams of a stressful evperience from the past?

[ ]5uddenly acting o fesing s i a sttessfu experisnce were happening again (as i you were refving )7

[ ]Feeing very upset when something remindd you of a siessful experience fram the past?

[ ]Having physical reactions (e.q.. heat pounding, iouble breathing, of swealing) when samething teminded you of a stiessful experence fiom the past?
[ ]void thinking about o talking sbov  stesslul wperienc o the past o avoid having feeings related o t7

[ ] void activies or siuations becatse they remind you o a stressul experience from the past?

[ ] Trouble emembering impotart parts of a stessful expetience fiom the past?

[ ]Loss of interest in tings that you used 1o enioy?

[ ]Feeing distart or cut o from ather people?

[ ]Feeing emotionall nurb o being unable to have loving feslings for those close to you?

[ 1Feeiing as i your future il somehow be cut short?

[ I Troublefaling ot staping asleep?

[ IFeeing ntable or having angry outbursis?
[ Having dificuly concentating?
[ ]Being ‘super alert of watchil on guard?
[ IFeeing jumpy or sasiy started?

|Add point values from sach response. Total Score =

IF you hid a posiive score on any of the above problems, how dificult have these problems mads it or you o do your work, take care of tings at home, or get slong
with other people? [ ot dificut []Somewhat dificult [ ]Very difficul [ ] Extemelydificuit

Duting the last 2 wesks have you had thoughis that you would be better of dea, or of huting yoursel in some way?  [1Yes  [INo
I es' how often?  []Severaldays | |Morsthan hal the days [ ] Amost sveryday





<] @ [Jam - TswF 30 | M

WP | Secanday Sreering  Preventon/Courseing | ROS/FE | HoacNeck/Spine | MK (upper]| MK fowen | MikagsFHa | wWellwomen | Viion /Audonely / ECG /FFT | CP | Cadig| Ouine view

Undo|  Detol|  Browse| shifterowse|  Note vien|

Proventive Medicine for TriService AIM Form
Info gathered from U.S. Preventive Services Task Force (USPSTF) and Centers for Disease Control and Prevention (CDC)

To Access the latest Immunization and Screening Recommendations from the CDC and USPSTF - click the 2 to the right of Recommendations

Screening Exams - Current USPSTF Recommendations >>> Current Immunization Schedule Al Ages - CDC Recommendations >>>

Preventive Medicine Services Curront USPSTF Recommendations »>>
T~ Prevertve Medcie Senvices (2000 Character i)

|ASA 1o prevent CVD: [ ] Cardiovascular Risk Assessment Completed  Date: [ 1454 use recommended | 1454 contisindicsted
|Annual At Fisk Alcshol Screen: Date: [ TN/A - Does not use dlcoial

Colarectal Cancer Sereering. Date: [ JFOBT [ IFlexSig [ ]Cobnoscopy  Resuls:

Liid Disarder Screering: Date: Resul:

Disbetes screering i al sk Daie Resul:

Diet Counseling f arisk: Date:
HIV Screeningil at isk: Date:
Immunzations:

[ Jinierza  Date

[ IPreunovs  Date:

[ Tetanus  Date

IWOMEN:

Breast Cancer Screening. Date: Resul:
Cervical Cancer Screening. Dats: Fesul:

Chiamydi screening: Date: Resul: [ 1Mot required
Calcum Supplemertatio Dt

Folc AcidUse: Date:

Dsteaporosis Screering Dae:

MEN
Frostate Cances Scresring i atisk: Date: Resul:









<o G |[rowF 19 1aDeet0 « =] J| unde|  vetwis|  orowse| shftmomse| notevie
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TRISERVICE WORKFLOW SIMPLIFIED CODING
NOTE: Dliical necessity determines gous work D not wosk lomand 2 code.

O AYes response to any one of the items below ives a 99214 = (Est P{ ™=
= 3 Established Problems Stable or Improving (addressed in Subjective)
= 1 Established Problem + 1 Established Prablem Warsening (both addressed in Subijective)
= 1 New Problem (not self-imited of minor. new to the provider) + Rx (not OTC med)
= Review and Summation of 0ld Note + Rx [not OTC med)
= Order Rad/EC + Independent Review + Rx (ot 0TC med)

* Three assumptions: 1. Detailed History has been accomplished (CC:4:2:1) 2. This is an established patient. 3. CODING IS BASED UPON
DOCUMENTATION Il THE NOTE (eg., new problem must be stated as such in note, etc)

*If the answer is 0 to all questions above, the code is a 99213 UNLESS the patient has 1. Only one problem which is selflimited/established
stable AND 2. Minimal data review or minimal management (rest, Band-Aids, salt water gargles, etc.) - then it is a 99212,

O AYes response to any one of the items below aives 2 99203 [New PY
= 2Established Problems Stable or Improving (addressed in Subjective]
= 1 Established Problem Worsening (addressed in Subjective) + 0TC med
= 1 New Problem (not self-imited of minor. new to the provider) + 0TC med
= Review and Summation of 0ld Note + 0TC med
= Order Rad/ECE + Independent Review + OTC med

*Three assumptions: 1. Detailed History has been accomplished (CC:4:2:1) 2. Detailed Exam has been done (12 bullets in 2 systems or 2 bullets
in6+ systems = al clinically appropriate) 3. CODING IS BASED UPON DOCUMENTATION I THE NOTE (eg., new problem must be stated as such in
note, etc)

O AYes response to any one of the items below aives 2 99204 = [New PY
= 3 Established Problems Stable or Improving (addressed in Subjective)
= 1 Established Problem + 1 Established Prablem Warsening (both addressed in Subijective)
= 1 New Problem (not self-imited of minor. new to the provider) + Rx (not OTC med)
= Review and Summation of 0ld Note + Rx [not OTC med)
= Order Rad/EC + Independent Review + Rx (ot 0TC med)

“Three assumptions: 1. Comprehensive History has been accomplished (4 elements of HPI + 10 system ROS + complete
PFSH-Medical/Surgical Family history documented) 2. Comprehensive Exam has been done (2 bullets from EACH of 9 systems - all clinically
appropriate) 3. CODING IS BASED UPON DOCUMENTATION I THE HOTE (eg., new problem must be stated as such in note, etc)
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Simplified Coding 28 Jan 2011
NOTE: Clinical necessity determines your work. Do not work toward a code.
A “Yes” response to any one of the items below gives a 99214 * (Est Pt)**

= 3Established Problems Stable or Improving (addressed in Subj)
1 Established Problem +1 Established Problem Worsening (both addressed in Subj)

.
= 1New Problem (not self-limited or minor, new to the provider) + Rx (not OTC med)
.

Review and Summation of Old Note + R (not OTC med)

= Order Rad/ECG + Independent Review + R (not OTC med)

*Three assumptions: 1. Detailed History has been accomplished (CC:4:2:1) 2. This is an estabiished patient3. CODING
15 BASED UPON DOCUMENTATION IN THE NOTE (eg., new problem must be stated as suchin note,etc)

*¥1f the answeris “no” to all questions above, the codeis a 99213 UNLESS the patient has 1. Only one problem which is
selfimited/established stable AND 2. Minimal data review or minimal management (rest/Band-Aids, salt water gargles,
etc.)-thenit is 2 99212

B A “Yes” response to any one of the items below gives a 99203 * (New Pt)

2 Established Problems Stable or Improving (addressed in Subj)
1 Established Problem Worsening (addressed in Subj) + OTC med
1 New Problem (not self-limited or minor, new to the provider) + OTC med
Review and Summation of Old Note + OTC med
Order Rad/ECG + Independent Review + OTC med

*Three assumptions: 1. Detailed History has been accomplished (CC:4:2:1) 2.Detailed Exam has been

done (12 bullets in 2 systems or 2 bullets in 6+ systems- all clinically appropriate) 3. CODING IS BASED
UPON DOCUMENTATION IN THE NOTE (eg., new problem must be stated as such in note, etc)

A “Yes” response to any one of the items below gives a 99204* (New Pt)

3 Established Problems Stable or Improving (addressed in Subj)
1 Established Problem + 1 Established Problem Worsening (both addressed in Subj)

1 New Problem (not self-limited or minor, new to the provider) +Rx (not OTC
med)

®  Review and Summation of Old Note + Rx (not OTC med)

®  OrderRad/ECG +IndependentReview + Rx (not OTC med)
*Three assumptions: 1. Comprehensive History has been accomplished (4 elements of HPI + 10 system ROS +
complete PFSH-Medical/Surgical/Family history documented) 2. Comprehensive Exam has been done (2
bullets from EACH of 9 systems- all clinically appropriate) 3. CODING IS BASED UPON DOCUMENTATION IN
THE NOTE (eg., new problem must be stated as such in note, etc)
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Critical Assumptions

You must Copy Forward from a compatible AIM form (same form, same version)

For example, you started using the Tri-Service AIM form (or COMPASS Core 2.0 AIM) on 10 Jan 2011, then you can Copy Forward from previous encounters dated 10 Jan 2011 forward. 9 Jan 2011 (and prior) encounters will NOT Copy Forward correctly 

DO NOT ENTER S/O UNTIL AFTER COPYING FORWARD PRIOR ENCOUNTER 

DO NOT MAKE EDITS IN THE COPY FORWARD TEMPLATE

DO NOT ENTER INFORMATION FROM THE MEDCIN LIST TEMPLATES AND THEN ATTEMPT TO COPY FORWARD INTO THE TRI-SERVICE AIM (or COMPASS AIM) FORM (i.e., PFSH information must be entered into the Tri-Service AIM form and not in the Medcin List Templates) 

If these conditions are NOT met, then you must highlight areas with mouse in the Previous Encounter and use ‘Ctrl C’ command and then ‘Ctrl V’ to paste into the new encounter (using Notepad to park multiple pastes will save time when going back to paste into the current encounter)
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Double-Click on Patient in Appt view
-this takes you to the view on this slide

NOTE:  DO NOT OPEN S/O UNTIL AFTER COPYING FORWARD PRIOR ENCOUNTER!!
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Select Previous Encounter to Copy Forward (click on previous encounters, scroll through them to find the one you want; it needs to be from your clinic), click “Copy Forward”
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Now click on “Copy Forward” –AHLTA returns to the screen on this slide, then click on “S/O”
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Notice “Copy Forward Template" below the patient’s name as the template.
Select PMH Tab, note “yellow boxes” by pertinent items





Copy forward ONLY from the PMH tab unless specifically directed to do otherwise
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NO EDITS HERE!!

NO EDITS HERE!!

Select “AutoEnter” and all of the yellow boxes are entered into AHLTA. 

DO NOT MAKE ANY EDITS WITHIN THE COPY FORWORD TEMPLATE! 
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Here is an example of various procedures that have been done on a patient documented with the COMPASS Procedure AIM form. It was decided to copy forward from this note. After “AutoEnter” has been selected, the yellow “+” will change to red “+”. These must be selected to clear them otherwise they will be copied forward as well. 
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2. Now, select your Compass Encounter Template or COMPASS AIM form from the drop down Favorites window, and you’ll see the items you copied forward. 

NO EDITS HERE!!

NO EDITS HERE!!
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YOU CAN EDIT IN THIS TEMPLATE

MAKE EDITS IN HERE

Remember: You MUST review the fields copied forward within the AIM template and update this information for today’s visit





Backup slides 
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Tutorial on Copy & paste in AHLTA 
(the “hard Way”)

12
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Step 1.  In Windows, go to “Programs”, then “Accessories” then select “Notepad”. Notepad  serves as a parking lot for multiple pastes from AHLTA so it will not be necessary to go back and forth from Previous Encounters to AHLTA
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Step 2. Bring up the “Current Encounter” view for the patient needing the previous encounter information copied  and then Go to “Previous Encounters” folder and select the note that you want to copy from

Step 3. Use your mouse and position the pointer at the bottom and to the right of where you want to begin copying (yes, this is opposite from the usual way to copy with a mouse- remember, it’s AHLTA!) and then drag to the left and up. Hit “Ctrl C” on your keyboard- this copies the selection. Now, select Notepad and put cursor in it and then hit “Ctrl V” on keyboard and this pastes into Notepad. Go back to the Previous Encounter and copy whatever else needing transfer to patient’s note today.  In this example, Family history was chosen next and copied in same manner and then pasted into Notepad just like above. 







Start to copy here

Finish copy here
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Step 4. Now several selections have been copied to Notepad which await pasting into appropriate sections of today’s AHLTA note.  Now begin selecting the various sections of the notes from Notepad and with “Ctrl C” and “Ctrl V”, place into the proper places in AHLTA







These have already been copied & pasted from Notepad

This demonstrates use of “Ctrl C” and then “Ctrl V”
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Simplified E&M coding

E&M coding is complex

Providers need tools to quickly and accurately determine E&M coding

AHLTA coding calculator is unreliable and inaccurate

Simplified coding method delivers tools for accurate, rapid E&M coding
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Guidelines for E&M coding

There are 3 components of E&M coding

History

Physical exam

Medical Decision Making (MDM) 

DoD guidelines mandate use of MDM in the determination of E&M coding

Established patients: Need 2 out of 3 components

New patients: Need all 3 components
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Focus on History and MDM (2 of the 3)

History

All encounters should have a detailed history

“CC/ 4:2:1” = detailed history

Chief Complaint

4 bullets for HPI “what, where, how bad, modifying factors”

2 Review of Systems (ROS), 1 bullet from 2 systems

1 Element from PMHx, PSHx, Family Hx, Medications

5

Established Patients
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Established Patients-MDM

A “Yes” response to any one of the items below gives a 99214 * (Est Pt)

3 Established Problems Stable or Improving (must be addressed in Subjective)

1 Established Problem + 1 Established Problem Worsening

1 New Problem (not self-limited or minor, new to the provider) + Rx (not OTC med)

 Review and Summation of Old Note + Rx (not OTC med)

Order Rad/ECG + Independent Review + Rx (not OTC med)



*Three assumptions:  1. Detailed History has been accomplished (CC:4:2:1)   2. This is an established patient 3. Coding is based upon the documentation in the note (e.g., new problem must be stated as such in note, etc.)

**If the answer is “no” to all questions above, the code is a 99213 UNLESS the patient has 1. Only one problem which is self-limited/established stable AND 2. Minimal data review or minimal management (rest/Band-Aids, salt water gargles, etc.)- then it is a 99212

6

NOTE: Clinic necessity determines your work.  Do not work toward a code.
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New Patients

All 3 elements required

History is detailed or comprehensive

CC/4:2:1 = detailed

CC/4:10:4 = comprehensive

Chief Complaint

4 bullets for HPI “what, where, how bad, modifying factors”

10 Review of Systems (ROS), 1 bullet from 10 systems

4 Elements (Complete PMHx, PSHx, Family Hx, Rx)  

Physical exam: determining bullets is challenging

12 bullets in 2 systems or 2 bullets in 6+ systems = detailed

2 bullets from EACH of 9 systems = comprehensive

MDM
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New Patient MDM

A “Yes” response to any one of the items below gives a 99203 * (New Pt)

2 Established Problems Stable or Improving (must be addressed in Subjective) 

1 Established  Problem Worsening + OTC med 

1 New Problem (not self-limited, new to the provider) + OTC med

Review and Summation of Old Note + OTC med 

Order Rad/ECG + Independent Review + OTC med

	*Three assumptions:  1. Detailed History has been accomplished (CC:4:2:1) 2.Detailed Exam has been done (12 bullets in 2 systems or 2 bullets in 6+ systems- all clinically appropriate) 3. Coding is based upon the documentation in the note (eg., new problem must be stated as such in note, etc)

A “Yes” response to any one of the items below gives a 99204* (New Pt)

3 Established Problems Stable or Improving (must be addressed in Subjective)

1 Established Problem + 1 Established Problem Worsening

1 New Problem (not self-limited or minor, new to the provider) + Rx (not OTC med)

Review and Summation of Old Note + Rx (not OTC med)

Order Rad/ECG + Independent Review + Rx (not OTC med)

*Three assumptions:  1. Comprehensive History has been accomplished (4 elements of HPI + 10 system ROS + complete PFSH-Medical/Surgical/Family history documented)  2. Comprehensive Exam has been done (2 bullets from EACH of 9 systems- all clinically appropriate) 3. Coding is based upon the documentation in the note (eg., new problem must be stated as such in note, etc)

8

NOTE: Clinic necessity determines your work.  Do not work toward a code.
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When to trust AHLTA

Override coding calculator – see quick reference sheet

Override AHLTA for New and Established patients

You can trust AHLTA for

Coding based on time

Must document counseling and coordination time

Coding Preventive Health Visits
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Microsoft Office PowerPoint Presentation
 Simplified Coding
NOTE: Clinical necessity determines your work.  Do not work toward a code.          

A “Yes” response to any one of the items below gives a 99214 * (Est Pt)**

3 Established Problems Stable or Improving (addressed in Subj)

1 Established Problem  + 1 Established Problem Worsening (both addressed in Subj)

1 New Problem (not self-limited or minor, new to the provider) + Rx (not OTC med)

Review and Summation of Old Note + Rx (not OTC med)

Order Rad/ECG + Independent Review + Rx (not OTC med)



*Three assumptions:  1. Detailed History has been accomplished (CC:4:2:1)   2. This is an established patient 3. CODING IS BASED UPON DOCUMENTATION IN THE NOTE (eg., new problem must be stated as such in note,etc)

**If the answer is “no” to all questions above, the code is a 99213 UNLESS the patient has 1. Only one problem which is self-limited/established stable AND 2. Minimal data review or minimal management (rest/Band-Aids, salt water gargles, etc.)- then it is a 99212





A “Yes” response to any one of the items below gives a 99203 * (New Pt)

2 Established Problems Stable or Improving (addressed in Subj) 

1 Established  Problem Worsening (addressed in Subj) + OTC med 

1 New Problem (not self-limited or minor, new to the provider) + OTC med

Review and Summation of Old Note + OTC med 

Order Rad/ECG + Independent Review + OTC med

	*Three assumptions:  1. Detailed History has been accomplished (CC:4:2:1) 2.Detailed Exam has been done (12 bullets in 2 systems or 2 bullets in 6+ systems- all clinically appropriate) 3. CODING IS BASED UPON DOCUMENTATION IN THE NOTE (eg., new problem must be stated as such in note, etc)

A “Yes” response to any one of the items below gives a 99204* (New Pt)

3 Established Problems Stable or Improving (addressed in Subj)

1 Established Problem + 1 Established Problem Worsening (both addressed in Subj)

1 New Problem (not self-limited or minor, new to the provider) + Rx (not OTC med)

Review and Summation of Old Note + Rx (not OTC med)

Order Rad/ECG + Independent Review + Rx (not OTC med)

*Three assumptions:  1. Comprehensive History has been accomplished (4 elements of HPI + 10 system ROS + complete PFSH-Medical/Surgical/Family history documented)  2. Comprehensive Exam has been done (2 bullets from EACH of 9 systems- all clinically appropriate) 3. CODING IS BASED UPON DOCUMENTATION IN THE NOTE (eg., new problem must be stated as such in note, etc)

10 Mar 2011







To Override AHLTA’s Coding Calculator

From the Disposition screen select the SELECTION tab





Now highlight the code you want to assign to this encounter.





4 Nov 2009

		Tobacco Cessation Counseling (3-10 min)		0.24 RVU		99406 (Disposition E&M)

		Tobacco Cessation Counseling (10+ min)		0.50 RVU		99407 (Disposition E&M)

		Cerumen Removal requires provider skill		0.61 RVU		69210

		Skin Tag Removal up to 15 lesion		0.79 RVU		11200

		Shave Skin Lesion (site & length required)		1.05 RVU		11300-11313

		I&D Abscess		1.19 RVU		10060

		Bx, Skin, Tiss/Mucous Membr		0.81 RVU		11100

		IV Fluid, 1 hour for hydration		0.17 RVU		96360

		ECG w/interpretation and report		0.17 RVU		93000

		Cryosurgery of Skin up to 14 lesions		0.67 RVU		17110

		Screening Pap Obtain		0.37 RVU		Q0091 (HCPCS)

		IM/SC Injection		0.17 RVU		96372

		Digital Rectal Exam (annual)		0.17 RVU		S0605 (HCPCS)

		Foot Incision FB in Foot (splinter)		1.98 RVU		28190

		Drainage finger abscess (felon)		2.21 RVU		26011

		Surgery penile lesion destruction (cryosurgery)		1.26 RVU		54050

		Ablation vulvar lesion (cryosurgery)		1.55 RVU		56501

		Skin debridement		0.80 RVU		11042

		Closed tx of phalanx fx		1.12 RVU		28510

		Closed tx of great toe		1.12 RVU		28490

		Incision & removal of foreign body, 
     subcutaneous, simple		1.23 RVU		10120

		Excision of nail/matrix, permanent		2.40 RVU		11750

		Repair  Superficial Wound (site & length req)		1.38 RVU		12001-12020

		Drain/Inject Joint/Bursa (major joint)		0.79 RVU		20610

		Removal of Sperm duct(s) Vasectomy		3.32 RVU		55250  (2009 CPT code)

		Updated 10 Nov 09 from:  http://www.cms.hhs.gov/pfslookup/02_PFSsearch.asp 				



Sample Procedures with RVU’s  
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Simplified E&M coding

E&M coding is complex

Providers need tools to quickly and accurately determine E&M coding

AHLTA coding calculator is unreliable and inaccurate

Simplified coding method delivers tools for accurate, rapid E&M coding







3





I n t e g r i t y  -  S e r v i c e  -  E x c e l l e n c e





Guidelines for E&M coding

There are 3 components of E&M coding

History

Physical exam

Medical Decision Making (MDM) 

DoD guidelines mandate use of MDM in the determination of E&M coding

Established patients: Need 2 out of 3 components

New patients: Need all 3 components
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Focus on History and MDM (2 of the 3)

History

All encounters should have a detailed history

“CC/ 4:2:1” = detailed history

Chief Complaint

4 bullets for HPI “what, where, how bad, modifying factors”

2 Review of Systems (ROS), 1 bullet from 2 systems

1 Element from PMHx, PSHx, Family Hx, Medications

5

Established Patients
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Established Patients-MDM

A “Yes” response to any one of the items below gives a 99214 * (Est Pt)

3 Established Problems Stable or Improving (must be addressed in Subjective)

1 Established Problem + 1 Established Problem Worsening

1 New Problem (not self-limited or minor, new to the provider) + Rx (not OTC med)

 Review and Summation of Old Note + Rx (not OTC med)

Order Rad/ECG + Independent Review + Rx (not OTC med)



*Three assumptions:  1. Detailed History has been accomplished (CC:4:2:1)   2. This is an established patient 3. Coding is based upon the documentation in the note (e.g., new problem must be stated as such in note, etc.)

**If the answer is “no” to all questions above, the code is a 99213 UNLESS the patient has 1. Only one problem which is self-limited/established stable AND 2. Minimal data review or minimal management (rest/Band-Aids, salt water gargles, etc.)- then it is a 99212

6

NOTE: Clinic necessity determines your work.  Do not work toward a code.
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New Patients

All 3 elements required

History is detailed or comprehensive

CC/4:2:1 = detailed

CC/4:10:4 = comprehensive

Chief Complaint

4 bullets for HPI “what, where, how bad, modifying factors”

10 Review of Systems (ROS), 1 bullet from 10 systems

4 Elements (Complete PMHx, PSHx, Family Hx, Rx)  

Physical exam: determining bullets is challenging

12 bullets in 2 systems or 2 bullets in 6+ systems = detailed

2 bullets from EACH of 9 systems = comprehensive

MDM
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New Patient MDM

A “Yes” response to any one of the items below gives a 99203 * (New Pt)

2 Established Problems Stable or Improving (must be addressed in Subjective) 

1 Established  Problem Worsening + OTC med 

1 New Problem (not self-limited, new to the provider) + OTC med

Review and Summation of Old Note + OTC med 

Order Rad/ECG + Independent Review + OTC med

	*Three assumptions:  1. Detailed History has been accomplished (CC:4:2:1) 2.Detailed Exam has been done (12 bullets in 2 systems or 2 bullets in 6+ systems- all clinically appropriate) 3. Coding is based upon the documentation in the note (eg., new problem must be stated as such in note, etc)

A “Yes” response to any one of the items below gives a 99204* (New Pt)

3 Established Problems Stable or Improving (must be addressed in Subjective)

1 Established Problem + 1 Established Problem Worsening

1 New Problem (not self-limited or minor, new to the provider) + Rx (not OTC med)

Review and Summation of Old Note + Rx (not OTC med)

Order Rad/ECG + Independent Review + Rx (not OTC med)

*Three assumptions:  1. Comprehensive History has been accomplished (4 elements of HPI + 10 system ROS + complete PFSH-Medical/Surgical/Family history documented)  2. Comprehensive Exam has been done (2 bullets from EACH of 9 systems- all clinically appropriate) 3. Coding is based upon the documentation in the note (eg., new problem must be stated as such in note, etc)

8

NOTE: Clinic necessity determines your work.  Do not work toward a code.
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When to trust AHLTA

Override coding calculator – see quick reference sheet

Override AHLTA for New and Established patients

You can trust AHLTA for

Coding based on time

Must document counseling and coordination time

Coding Preventive Health Visits
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= 1 Established Problem + 1 Established Problem Worsening (both addressed in Subj)
= 1New Problem (notsef limitedor minor, new to the provider) +Rx (not OTC med)
= Review and Summation of Old Note + Rx (notOTC med)

= Order Rad/ECG + Independent Review + Rx (not OTC med)

“Thvee asumptions: 1. Detaled istory ha been accomplished (CCAi:1) 2. This s sn etabished patient 3. CODING.
IS BASED UPON OCUMENTATION I THE ROTE (e, new Problem st be ated 3 soch in ote,etc

1t thesnswer s “no” to sl quetions abov, the codesa 99213 UNLESS th patient has 1. Only ane problem which s
el imitea]ssablished xable AND 2. Mimmal dsts evieuor minimalmansgament (est/GondAids, S iater ErEles,
S menit sty

® A “Yes” response to any one of the items below gives 2 99203 * (New Pt)
= 2 Established Problems stable or Improving (addressed in Subj)
= 1Established Problem Worsening (addressed in Subj) + OTC med

= 1NewProblem (not self limited or minor, new to the provider) +0TC med

= Reviewand Summation of Old Note + OTC med

= Order Rad/ECG + Independent Review + OTC med

“Three assumptions: 1. Detailed History has been accomplished (CC:4:2:1) 2.Detailed Exam has been
done (12 bullets in 2 systems or 2 bullets in 6+ systems- all clinically appropriate) 3. CODING IS BASED
UPON DOCUMENTATION IN THE NOTE (eg., new problem must be stated as such in note, etc)

® A “Yes” response to any one of the items below gives a 99204* (New Pt
= 3EstablishedProblemsstable or Improving (addressed n subj)
= 1EstablishedProblem + 1 Established Problem Worsening both addressedin Subj)
= 1 New Problem not self limited or minor, new to the provider) + Rx (not OTC med)
= Reviewand summationof Old Note+ Rx (not OTC med)

= OrderRad/ECG + Independent Review + Rx (not OTC med)

“Three assumptions: 1. Comprehensive  History has been accomplished (4 elements of HPI + 10 system ROS +
‘complete PFSH-Medical/Surgical/Family history documented) 2. Comprehensive Exam has been done (2
bullets from EACH of 9 systems- sl linically appropriate) 3. CODING IS BASED UPON DOCUMENTATION IN
THE NOTE (eg. new problem must be stated as such in not, etc)
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Microsoft Office  PowerPoint Presentation


Microsoft Office PowerPoint Presentation
 Simplified Coding
NOTE: Clinical necessity determines your work.  Do not work toward a code.          

A “Yes” response to any one of the items below gives a 99214 * (Est Pt)**

3 Established Problems Stable or Improving (addressed in Subj)

1 Established Problem  + 1 Established Problem Worsening (both addressed in Subj)

1 New Problem (not self-limited or minor, new to the provider) + Rx (not OTC med)

Review and Summation of Old Note + Rx (not OTC med)

Order Rad/ECG + Independent Review + Rx (not OTC med)



*Three assumptions:  1. Detailed History has been accomplished (CC:4:2:1)   2. This is an established patient 3. CODING IS BASED UPON DOCUMENTATION IN THE NOTE (eg., new problem must be stated as such in note,etc)

**If the answer is “no” to all questions above, the code is a 99213 UNLESS the patient has 1. Only one problem which is self-limited/established stable AND 2. Minimal data review or minimal management (rest/Band-Aids, salt water gargles, etc.)- then it is a 99212





A “Yes” response to any one of the items below gives a 99203 * (New Pt)

2 Established Problems Stable or Improving (addressed in Subj) 

1 Established  Problem Worsening (addressed in Subj) + OTC med 

1 New Problem (not self-limited or minor, new to the provider) + OTC med

Review and Summation of Old Note + OTC med 

Order Rad/ECG + Independent Review + OTC med

	*Three assumptions:  1. Detailed History has been accomplished (CC:4:2:1) 2.Detailed Exam has been done (12 bullets in 2 systems or 2 bullets in 6+ systems- all clinically appropriate) 3. CODING IS BASED UPON DOCUMENTATION IN THE NOTE (eg., new problem must be stated as such in note, etc)

A “Yes” response to any one of the items below gives a 99204* (New Pt)

3 Established Problems Stable or Improving (addressed in Subj)

1 Established Problem + 1 Established Problem Worsening (both addressed in Subj)

1 New Problem (not self-limited or minor, new to the provider) + Rx (not OTC med)

Review and Summation of Old Note + Rx (not OTC med)

Order Rad/ECG + Independent Review + Rx (not OTC med)

*Three assumptions:  1. Comprehensive History has been accomplished (4 elements of HPI + 10 system ROS + complete PFSH-Medical/Surgical/Family history documented)  2. Comprehensive Exam has been done (2 bullets from EACH of 9 systems- all clinically appropriate) 3. CODING IS BASED UPON DOCUMENTATION IN THE NOTE (eg., new problem must be stated as such in note, etc)

10 Mar 2011







To Override AHLTA’s Coding Calculator

From the Disposition screen select the SELECTION tab





Now highlight the code you want to assign to this encounter.





4 Nov 2009

		Tobacco Cessation Counseling (3-10 min)		0.24 RVU		99406 (Disposition E&M)

		Tobacco Cessation Counseling (10+ min)		0.50 RVU		99407 (Disposition E&M)

		Cerumen Removal requires provider skill		0.61 RVU		69210

		Skin Tag Removal up to 15 lesion		0.79 RVU		11200

		Shave Skin Lesion (site & length required)		1.05 RVU		11300-11313

		I&D Abscess		1.19 RVU		10060

		Bx, Skin, Tiss/Mucous Membr		0.81 RVU		11100

		IV Fluid, 1 hour for hydration		0.17 RVU		96360

		ECG w/interpretation and report		0.17 RVU		93000

		Cryosurgery of Skin up to 14 lesions		0.67 RVU		17110

		Screening Pap Obtain		0.37 RVU		Q0091 (HCPCS)

		IM/SC Injection		0.17 RVU		96372

		Digital Rectal Exam (annual)		0.17 RVU		S0605 (HCPCS)

		Foot Incision FB in Foot (splinter)		1.98 RVU		28190

		Drainage finger abscess (felon)		2.21 RVU		26011

		Surgery penile lesion destruction (cryosurgery)		1.26 RVU		54050

		Ablation vulvar lesion (cryosurgery)		1.55 RVU		56501

		Skin debridement		0.80 RVU		11042

		Closed tx of phalanx fx		1.12 RVU		28510

		Closed tx of great toe		1.12 RVU		28490

		Incision & removal of foreign body, 
     subcutaneous, simple		1.23 RVU		10120

		Excision of nail/matrix, permanent		2.40 RVU		11750

		Repair  Superficial Wound (site & length req)		1.38 RVU		12001-12020

		Drain/Inject Joint/Bursa (major joint)		0.79 RVU		20610

		Removal of Sperm duct(s) Vasectomy		3.32 RVU		55250  (2009 CPT code)

		Updated 10 Nov 09 from:  http://www.cms.hhs.gov/pfslookup/02_PFSsearch.asp 				



Sample Procedures with RVU’s  
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