AHLTA Coding Tips

E&M Issues
On Disposition Screen at Bottom:
Patient status = 

Existing Patient if seen in your CLINIC in the last 3 year

New Patient if not seen in your CLINIC in the last 3 years

Service Type=

Outpatient Visit if a visit for a new or existing problem or problems

Prev Med Eval / Mgt if the PRIMARY purpose of the visit was for
annual/preventative visit
Consult if patient was REFERRED to you for evaluation

Why Do this? (ex.)  

RVUs

$

Est Outpatient Visit (99213)     0.67

25.02
Est Prev Med Visit (99395)
1.36

50.78
Same work, same documentation, difference is changing the service type to the Prev Med code
CPT Issues

Must be associated with the correct diagnosis – just like medications, labs, etc.

Picklists can be standardized for clinic to speed entry by using LIST MANAGER

Some codes are listed under HCPCS

CPT/HCPCS codes that do have added value that routinely are not included are:

Q 0091 (a HCPCS code) – Pap Smear   RVU value= 0.37  $13.81

G 0101 (a HCPCS code) – Breast and Pelvic Exam   No longer a valid code & should not be used
Q0111 (a HCPCS code) – Wet Prep/KOH (sent to lab)
87210 (a CPT code) – Wet Prep/KOH (done in clinic)
82272 (a CPT code) – Hemoccult from DRE (done in clinic)
An extra step to add, but can lead to significant RVU benefit (in some cases, essentially added more than another visit by taking the time to include these codes)
TIP:

USE YOUR FAVORITE LISTS for V-codes and CPT codes

Caveats:

Any time you use a preventative visit, you must code the V-code for the first diagnosis
Must be the primary reason for the visit

Additional E&Ms can be used if the patient has a significant second (or more) condition

That requires evaluation and management
Check with your clinic coders for more and also see the “Documenting Procedures” How To…….
