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Billing

-these notes are supplemental, not exhaustive
(if get into your office and you need forms, send Dr. Fucinari an email and he’ll send them to you)

m/c stroke symptom:

Worst headache of life:


-suboccipital pain radiating up to the front of the head, or temporomandibular region


-5 D’s and 3 N’s:


diplopia; dysarthria; dysphagia; dysphonia; dysmetria; ataxia; nausea; nystagmus; numbness
-biggest mistake by chiropractors is to re-manipulate the patient after they have a stroke
-to check for VBAI: have patients flex shoulders bringing the arms up, and have them show you their teeth

-37yo female is m/c age for stroke



-likely because females are seen more than males

-stroke = a tear of the vertebral artery forms a clot, then the clot breaks off and enters the brain


-occurs in 1 out of 200,000 people

-not HCFA anymore, but rather it is the CMS form

-CPT codes:  5-digit code for services that you perform (**owned by AMA)
-ICD-9:  diagnosis codes

-HCPCS:  for supplies, products, services

-ie  ambulance, prosthetics, medical supplies

-“patient has improved” will not work for Assessment portion of SOAP notes


-how (& how much) she’s improving is what is important

-**Lawrence Weed = father of SOAP notes (1960’s)

Avoid these software packages:


-ProSoft (doesn’t give you the ability to edit the program)


-Medisoft?

-DocumentPlus 

(Acom’s EMR is the documentation software that Mario is starting to use)
-Imbibition is the main way that we help people

-nutrient flow to and from the disc only occurs by changing the joint pressures, which happens with movement


-therefore, joint movement is a requirement for optimum joint health
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-anytime your Medicare claim is denied, then you should appeal it

-APPEAL EVERY DENIAL


-when they deny any of your claims, it is listed as a percent error rate (against you, your state, and profession)

-insufficient documentation is the number one “type of error”

*New vs Established patient

New patient:  not seen within last three years (99201-99205) ( 4th digit = “0”

Established (99211-99215) ( 4th digit = “1”

*When you provide a consultation, make sure to cover the 3 R’s:  

-Request (written request by the patient)

-Render opinion
-Report documented in the file

*Know consultation vs referral
-diabetes is a complicating factor in treatment/healing


-they heal slower than the average person (will take more visits to get them better)
-we’re required to ask about drugs/alcohol/tobacco use for every person over the age of 14

-geriatrics:  first tell them whether or not they have cancer or need surgery for anything


-that is the main thing they want to know

99203


-must examine 3 out of 13 systems

Consultation - OPQRST

Onset


-the date of onset/exacerbation is box 14 of the claim form

BORG scale:  from 0-10 how bad is the pain?


-don’t use in court because it is entirely subjective



-and don’t ask every visit because they will memorize it; rather ask about every 3rd visit
VAS is considered objective


(90% of the diagnosis comes out of the patient’s mouth)

Statin drug (ie lipitor) side effects:  muscle ache/weakness especially in lower extremities
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Personal Injury Consultation


-Obtain a police report to verify the injury


-Mechanism of injury?


-Direction of force?


-Preparedness for impact?
-always verify as much as you can over the telephone (who their insurance is, etc)

(Arthur Croft:  PI seminars, $8000/weekend)


-What position in the auto were you? (driver, passenger)

-Document care obtained after the accident


-Home care?


-progression of pain since the accident


-OPQRST each complaint

The Worker’s Compensation consultation


-What happened?



-Mechanics of the Injury



-**The injury must occur “in the course of normal work duties”


-Date of onset

-Time of onset


-Who did they report the injury to?  (supervisor gets a bonus if fewer work-related injuries)

-Who did they receive medical care from?  Factory nurse?


-**TTD (temporary total disability)?



-taking off work (work comp pays them their wages) ( 3 days is typical


(the longer they’re off work, the less likely they will go back to work)

CHAPTER 4

Non-Pregnancy Verification


-Get it in writing (Is there any chance you might be pregnant?)



-If parent is in the room, ask them then, and then ask again in the xray room (away from the parent)


-Have witness countersign (not initials)


-LMP – when was last menstrual period?


-required prior to:



-xray


-therapy (except ice, heat, massage)

Treatment of a Minor


-Have permission slip signed by the parent/guardian prior to treatment


-remember, you (& your staff) are a “point of contact” for abuse or neglect observance



-anytime abuse or neglect is suspected, you must report it to DCFS (Department of Child & Family Services)

 

(If you fail to report, you could lose your license)

-A parent has the right to obtain child’s health information except when…



a.  State law does not require parental consent for chiropractic care



b.  Guardian is appointed by the court



c.  When the parent agrees to the confidential relationship



d.  When the provider suspects abuse or neglect


-when the guardian gives permission, they give permission for your staff (not just you) to treat the child
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Look for the Clues (child abuse)


-Discrepant history


-Multiple histories


-No history


-Vague history


-Delay in seeking care

-Unusually shy or avoidant history


-Use of multiple hospitals or providers


EXAM



-bruises, burns and cuts



-welts from belts or cords



-pinch, slap, or bite marks (human bite marks are most common)



-cigarette burns



-scalding immersion burns

-whenever touching the patient under their clothing or touch in sensitive areas, ALWAYS ask permission first

-leave the exam door open if you’re in the office by yourself with a patient (ie on the weekends)

Summary

-pay attention to the little things


-get a good history (be detail-oriented)


-do a thorough exam


-err on the side of child safety


-to report suspected abuse, YOU call DCFS

-you can refuse to see a patient for any reason as long as you are not discriminating age, sex, color, or sexual orientation

Informed Consent


-either verbal or written, but written is always best


-inherent or foreseeable risks



-soreness



-VBAI (not common and not foreseeable)




-37yo female is m/c age for Vertebral artery dissection



-rib fracture


-write down any questions that the patient asks, and write down what you told the patient



-ie “in rare instances, stroke after c/s manipulation has been reported”



-homocysteine level is the only known predictor for VBAI (homocysteine is a marker for atherosclerosis)




-levels will be 2-3x higher than normal

-*page 14 in note packet*

The patient underwent their report of findings today.  The patient indicated an understanding of the findings and recommendations.  All questions were answered for the patient.  The patient voiced approval of the recommendations and further treatment. …
www.ncmic.com/3806

-Contact State board for state-approved informed consent
www.startingintopractice.com
SOAP Notes

General Questions


Subjective:  What’s going on?

Components of the S


-reporting of patient pain, limitations, concerns and problems


-info that cannot be verified or measured during the encounter


-you may want to use a quote or summarize what the patient reported (but don’t have to use a quote)


-a well-done interview (seems like a conversation on the surface)

Writing the S


-address their symptoms


-have you had any new slips, trips, or falls?


-any change in palliatives or provoking


-has the quality, intensity or radiation of pain changed?


-changes in ADL?


-are they compliant with their home care? (about 10% will actually do home exercises)

-new injuries or new conditions?


-any questions or comments?

Chief Complaint

-CPT Guides:  c/c is a “concise statement describing the symptom… usually stated in the patient’s own words”


-must be clearly documented

-90% of the diagnosis comes out of the patient’s own mouth

CHAPTER 5

OBJECTIVE


-what did you find?


-does not depend on the patient reporting (vision, hearing, smell, touch)


-use judgment when using abbreviations and keep them standard


-include functional status and the positive AND significant negative tests (ie disc) that you performed
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-measurable, quantifiable, and observable data obtained during the encounter with the patient


-present a picture by reporting anything that the provider used their senses


-does not depend on patient reporting

SUBJECTIVE


-what is going on with the patient

Evaluation and Management (E/M) codes

**Seven components of the E/M service** (2 exam questions on this slide)

Key components (drives the codes):


-History



-Exam



-Medical decision making (differential diagnosis)


Contributing Components:



-Counseling



-Coordination of care (aka Report of Findings)



-Nature of presenting problem



-Time (we’re not paid based on time)

www.chirocode.com

-true sciatica:  the pain must be below the knee

-it is important to document what the ortho test is positive for (define how a test is positive)
Documentation Rules for E/M

1. Exam templates and checklists are acceptable documentation provided the provider has clearly indicated what was examined and the findings to support the level of service billed.

2. A brief statement or notation indicating “negative” or “normal” is sufficient to document normal findings

-if you didn’t write it down, then it didn’t happen

3. Abnormal or unexpected findings of the exam of the unaffected or asymptomatic body areas must be described
4. a key explaining checklist symbols, (and must be available, if requested)

5. Signature requirements remain the same in the use of checklists (sign all notes)

Physical Exam


-the E/M code level of the exam should be appropriate for the condition and differential diagnosis


-you must, at a minimum, examine the area of c/c


-examine all areas which will undergo chiropractic adjustment


-examine the area to which the chief complaint refers pain


(99203 is the most commonly used)

E/M CPT codes are based on the level of service

New vs Established patient requires different codes


-new patient is not treated in the last three years

New patient codes:  99201-99205

Established patient codes:  99211-99215

99211 (nurse’s code) (also 99201)


-office or other outpatient visit for eval and mgmt of established patient that does NOT require presence of physician


-not typically used

Comprehensive exam (*rarely used in chiro office) ( 99205 / 99215


-each of the systems examined must be listed to be considered as part of the exam


-if there are no pertinent findings, then indicate, “all other systems are negative”


-must examine everything, and must notate that

-insurance company will ask for records if you perform comprehensive exam

99203 – should include findings from 3-8 body areas or organ systems


Body areas:  head, neck, chest, abdomen, genitals, etc

OBJECTIVE (cont)


-on initial exam, note the following:



-patient build (BMI, from a height/weight chart)




-morbidly obese = patient is 100 lbs overweight (BMI will be over 30)



-carriage and gait cycle



-patient movement



-examine the shoes



-scoliosis



-antalgia (direction and degree of antalgia)



-skin appearance



-biomechanical inspection


-vital signs:



-height, weight, temp, resp, B/L pulse, B/L BP




(patients with recent URTI are more prone to vert artery dissection)




-pain pattern with VAD:  suboccipital going into parietal-temporal area





-patient presents with worst HA of their life (know 5 D’s and 3 N’s)

-diplopia; dysarthria; dysphagia; dysphonia; dysmetria; nausea; nystagmus; numbness





-if patient has a migraine, then always check BP before adjusting them





-MRA is the test of choice (send them to ER, preferably by ambulance)





-VAD’s occur in 1 out of 200,000 people in the population



-the standard of care is that we perform Bilateral BP on everybody




-B/L BP: systolic should be within 10 mm Hg, otherwise indicates a cardiovascular problem

Spinal Manipulation and Cervical Arterial Incidents, NCMIC, Chapter 8, page 48:


“In contrast to earlier clinical practice recommendations, auscultation of the neck and use of functional vascular test variations (e.g., George’s, Estridge’s, DeKleyn’s, Hautant’s, Houle’s, Maigne’s, Smith’s, Wallenberg’s test, etc) now are known to have no diagnostic value in identifying patients with cervical vascular susceptibility.”


OBJECTIVE (cont)

Palpation



Static




-muscular spasm (involuntary reaction to injury or pain ( spasm is an acute problem)





hypertonicity:  asymmetry of muscle do to fatiguing of the muscle






-usually shows a postural fault (hypertonicity is a chronic problem)






-if hypertonicity, patient takes much longer to get better




-edema




-tenderness on palpation



Motion




-Segmental motion




-List any crepitus

In summary, the physical exam should include:

-ortho tests


-palpation findings


-pinprick sensitivity tests


-reflexes


-ROM (always give the degree)

-you can eyeball it, unless you’re going to court & need to show permanent loss of ROM in a joint



-goniometer is NEVER to be used on the spine


-muscle strength


-outcome questionnaires

Ortho test nuances:


-decreased muscle strength (always give the grade)


-SLR (positive for what?)


-Kemp’s (give level of the pain and whether it is radiating or not)


-Yeoman’s 


-Valsalva


-Cervical compression

-finger opposition (ring finger to thumb):  for C7, carpal tunnel
-lumbar extensors (superman or bridging)
95831 – muscle testing with report


-rationale for the separate procedure must be documented


-this is typically done with a measuring device such as a dual inclinometer or J-Tech


-Not routinely done separately from the normal E/M code


-report of findings and report must be in the chart with rationale and treatment plan formed from the procedure

95851 – ROM measurements and report

96000-96004 – Gait analysis


-services performed as part of a major therapeutic or diagnostic decision-making process


-must have cameras with it

Check the Shoes


Size - ball fit (from heel to ball of the foot)

Shape - last, toe box, vamp, heel counter (Sketcher’s and Ked’s are the worst shoes)

Support - shank

-get foot measured once per year (foot lengthens as get older, as ligaments loosen up; or could lose weight, get smaller)


-hyperpronation of foot can cause slouching forward (lower crossed syndrome?)
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1500 Health Claim Form


-this is the uniform, standardized form to be used by providers

-*box 14 & 21


-top portion is patient info


-**box 14:  date of loss/injury/exacerbation


-**box 21:  diagnosis


-box 24b:  place of service indicating your office = “11”



-“12” = home visit/service (Medicare doesn’t reimburse as much for home visit as for office visit)

CHAPTER 6

Evidence-based Outcomes Assessment Tools ( Functional Impairment Rating


-how the patient is impaired with function


-objective measure of patient’s functional impairment



-patient fills out the assessment form


-provides objective documentation & helps the doctor, patient and insurer to make informed decisions


-these tests quantify the amount of patient deconditioning (muscle atrophy)


**Three Gold Standard assessment tests:  

1)  Revised Oswestry low back pain disability questionnaire



2)  Roland-Morris Disability



3)  Neck pain disability index questionnaire




0-8% = none; 10-28% = mild; 30-48% = moderate; 50-68% = severe; >70% = crippled



( write in your notes both the number and severity: ie “32% moderate functional impairment”


-Zung psychological Assessment Questionnaire (for personal injury)


-*to be significant, the assessment test must have a minimum of a 30% change in score to be clinically significant


-a 30% change in score is typically a 50% change in symptoms

-50% of chiropractors that appeal payment denials will get paid, and 50% of those that appeal the second denial will get paid


(but only 5% of chiropractors appeal the denials)

( very important to appeal every denial (especially when first starting out practice) b/c companies are profiling all doctors

Re-examination

( treat patient for 2 weeks, and change treatment plan if they don’t improve within 2 weeks


-do a re-exam after 4 weeks of care (**should be done every 10-15 visits or every 30-45 days)


-this is for active care



-recheck all positive findings and significant negatives (mensuration, muscle strength, grip strength, etc)


-you will be denied payment if you don’t do a re-exam


-re-exam should include:



-VAS or Borg Scale 

-Borg scale is verbal & therefore very subjective ( “What are you on scale of 1-10?”



-a brief consultation about current condition



-repeat of significant orthopedic tests



-outcome measures test repeated

-after re-exam, update record with interim note:


-any change in diagnosis


-treatment frequency/schedule & treatment goals (decrease pain, incr ROM, specific ADL, decr spasm/edema, etc)



-restrictions



-referrals or further tests



-exercise/rehab (start exercise day 1)
-treatment goals in acute phase:

-decrease pain, incr ROM, specific ADL (ie to be able to pick up children/grandchildren), decr spasm/edema, etc

-treatment goals in subacute phase:


-decr pain, incr ROM (specific, ie l/s ROM on flexion), incr specific muscle strength, etc
-with tx goals, always put a time limit:


-ie “decr pain, incr active l/s ROM, within the next four weeks”

-within 2 weeks of L/S subluxation, there is 40% atrophy of multifidus

After the re-exam:  if the patient IS improving, the following needs to happen:


-fewer weekly visits


-fewer modalities


-move toward active care rather than passive

-if the patient has NOT made significant improvement, the following needs to happen:

-change the treatment


-referral for a second opinion to another DC, MD, or DO


-or a referral for advanced testing such as CT, MRI, EMG, or MRA (if suspect vert artery dissection)
-rib pain and pelvic pain over the age of 50:  Multiple Myeloma

-cannot give anything free to Medicare patients ($10,000 fine per occurrence)


-free exams/services “excludes Medicare, Medicaid, and Champis” (the three government programs)
-if don’t know what color-sensitive film you need, open the cassette you have and xray it to see what color it glows

-cervical kyphosis:  headaches, lower C/S pain, and suboccipital pain


-causes increased stress of discs leading to DDD


-anytime that your head is more than 4-inches away from the center of gravity, there is fatigue of postural muscles

-radiosensitive tissues:  breast tissue (female), gonads, thyroid, eyes, and hands

-the billing of poor quality x-rays is FRAUD
-Quality control (factors that affect x-ray quality):


-processor clean?, chemistry, darkroom light leaks, technique chart, lack of filters, screen-film mismatch, patient position

-*typical x-ray series:  two orthogonal views (90deg to each other); except:


-C/S (3 views):  APOM, AP lower cervical, lateral c/s


-L/S (3 view): AP, Lateral, L5/S1 spot (Ferguson)


-some extremities


Clinical Indications for Plain Films

-Diff dx from the history and phys exam


-**Indications for plain films ( to rule out:



-degenerative conditions



-inflammatory conditions



-fractures



-neoplasms



-infection

Radiology Red Flags (usually will trigger closer scrutiny by third party payers)


-x-rays that are outside of the area of chief complaint


-full spine xray for trauma case or on everyone (can’t see fractures on full spine)


-the larger the FFD, the more penumbra (full spine is typically only for scoliosis)


-unbundling of xrays


-repeat studies


-repeating films recently taken at another facility
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Identification of Information on xray (need flash, not just a label)


-complete patient name


-clinic or doctor’s name


-address location of clinic


-date of service


-age of patient

-NO CPT code for cold laser

-anytime a CPT code ends in number “9” it is an unspecified code, and requires further explanation of therapy used

Radiology Reports


-standard of care is that all radiographic studies are performed to reach a diagnostic conclusion


-a written, usually typed, interpretation of the study is included as part of the patient’s permanent record


-reports are signed and dated by the individual performing the interpretation


-checklists are not considered appropriate

-checklists confine your interpretive eye and therefore, findings may be missed

-“TC” if just taking the xray and not reading it

-technical component is usually about 2/3 of the xray price
******************************************* END of MT material ************************************
-homocysteine levels are correlated with VAD


( B-complex brings homocysteine levels down








Indications for MRI or CT


-non-responsive, deteriorating or lingering symptoms 


after 4 weeks





-when ordering MRI, write “indications:” <symptoms>








the guy with the bow tie


