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ABOUT THE SPEAKER

Dr. Delo is a private practice family physician with over 25 years experience. Her
practice is part of an ACO and a certified level 3, Patient Centered Medical Home.

Dr. Delo currently serves on the board of the American Osteopathic Association of
Medical Informatics (AOAMI) and was the president of the Florida Osteopathic
Medical Association in 2010-2011. She is a physician advisor for Florida Blue and
Health Services Advisor Group (HSAG) the Medicare Quality Improvement
Organization for Florida.



THE ANNUAL WELLNESS
VISIT




Why Do These Exams?

- Good Care
- Medical Legal

- Revenue Enhancement 2015
AWellness exams: $80,000

AAdditional codes: $70,000

o Alcohol and depression screening
- $45,000
o Others: $26,000




Financial Analysis At CPT Level (With Procedure Code Group)

Date Range: Jan 1, 2015 - Dec 31, 2015

Filter Charges: Claim Date  Transaction Type: Unassociated
Insurance: All Resource Provider: All
Procedure Codes: All Procedure Code Group: MCR
IPPE IST 12 me. G0402 $5,484.80
SmoKINeT £ 1o miN. G0436 $3,734.92
SMOAIN- 2 10 min. G0437 $0.00
INITIAL PeE G0438 $7.448.09
SORSEDROENT AnnuPL G0439 $67,175.53
ALLoHOL ScReEENINS G0442 $19.252.21
b ' CoonSE LINE 15 min 60443 $620.26
D? )'m N G0444 $25.278.92
STD CounSeun G0445 $193.20
(@YD al-10 e — TR Ta) G0446 $3,677.55
OBESI\TY ConSEUNIS" 15 AnaG0447 $17,422.36
Summary $150,287.84




Initial Preventive Physical Exam (IPPE)
and Annual Wellness Visit (AWV)

- Both exams require a review and (if needed)
administration of a health risk assessment

- Not a head-to-toe physical exam



Eligibility
- IPPE: (HCPCS G0402) initial preventive exam
A Within 12 months of effective date

A Once in a lifetime
A Approximate 2015 Medicare reimbursement $175

- AWV: Initial/First Annual wellness visit (HCPCS G0438)
A Once Iin a lifetime
A No limitation on Medicare effective date
A Approximate 2015 Medicare reimbursement $180

- AWV: Subsequent annual wellness exams (HCPCS G0439)

A Must be AFTER 12 months from effective date of first coverage period
and

A Has not received an IPPE or AMV within the preceding 12 months
A Approximate 2015 Medicare reimbursement $122

- Recommend to schedule 365 + 1 day



B
Cost to the Patient

- Deductible and co-insurance is waived

- Services provided in addition to the wellness exams may
be charged with a modifier 25



Covered and Non-covered Services

- Other screening services not included require an
Advanced Beneficiary Notice (ABN)

- Procedures to monitor or diagnose a symptom, medical
condition, or treatment are covered based on medical
necessity, and

- Are subject to deductibles and coinsurance



Using Modifier 25 with AWV

- Must provide significant separately identifiable medically
necessary E/M service in addition to IPPE or AWV

- CPT codes 99201-99215

- Components of the IPPE or AWV such as the history and
physical should not be included in determining the E/M
level of service



Who Can Perform Exam?

- D.O. or M.D.

- Remember incident to billing for
AA.R.N.P.
A Physician Assistant

A Clinical Nurse Specialist
¢ RN with Masters and licensed in the state

A Medical Professional: health educator, registered dietitian, nutrition
professional, etc. under direct supervision



Testing Included in the IPPE

- ECG (once In a lifetime screening)
A(HCPCS G0403) tracing, interpretation, and report

A Must be within first year of Medicare

A Subject to deductible and co-insurance



IPPE Required Documentation

1. Review medical and social history (AWV) family hx*
A Attention to modifiable risk factors

2. Review risk for depression or mood disorder*

3. Functional ability and level of safety*

4. Exam: Ht., Wt., BMI, BP, visual acuity screen, others as
appropriate*

* AWV documentation



IPPE Required Documentation (cont.)

5. End-of-life planning, upon agreement of the individual

A Discussion of advanced directive, patient preference, healthcare
surrogate documented

6. Education, counseling, and referral, as appropriate

7. Education, counseling, and referral with brief written
plan to include: referrals, preventive services, and
screening recommendations




Covered Screening Services

- DEXA once
A Every two years with payable diagnosis
- Glaucoma
A Diabetes Mellitus (DM), African American, family hx, >50, Hispanic >65
- Medical nutrition therapy
A For individuals with diabetes or renal disease
- Cardiovascular blood tests (lipids)
A Every five years
- Diabetes screening
A Every three years if risk factors

- AAA screening
A Men 65—-75 who smoked 100 cigarettes in lifetime, family hx, or USPSTF
A Order at IPPE and within first year of effective date

- HIV screening
A Annually if high-risk



Covered Preventive Services

- Influenza, pneumococcal, and Hepatitis B vaccines
administration fees
Alf at risk

- Screening Tests
AMammography (baseline 35—-39,then annually)
A Pap, pelvic exam (annual for high-risk, otherwise biannual)
A Prostate Specific Antigen (PSA) (annually after age 50)

A Colorectal cancer (fecal occult blood test [FOBT], sigmoid, barium
enema [BE], colonoscopy)

A Glaucoma (by optometrist or ophthalmologist)
A Hepatitis C screening
o Born 1945-1965, transfusion before 1992, high-risk)
- Diabetes outpatient self-management training
A Consider group sessions in your office)



Documentation Requirements AWV

- Medical and Family history

- List of current providers and suppliers, regularly involved
In care

- Vitals: HT, WT, BMI (or waist circumference), BP
- Cognitive impairment*
AMood, affect, appearance, caregiver input

- Risk for depression (screening)

A Code: GO444 (included in IPPE and G0438, covered with
additional payment in G0439)

- Alcohol Misuse screening (G0442)
ANot required, but is covered annually

- Functional Ability and Safety
A Screening? Or standardized questionnaire

*not required for IPPE



Documentation Requirements AWV

- Written screening schedule
A Checklist for next 5-10 years
AUSPSTF, ACIP, based on risk assessment

- List of risk factors and conditions with recommended
Interventions, and a list of treatment options and their
associated risks and benefits

- Furnish personalized health advice and referral for
health education, counseling services, or programs to
reduce risk factors and improve self management of
wellness, including weight loss, physical activity, smoking
cessation, fall prevention, nutrition, etc.



Subsequent AWV Documentation

- Medical and family history

- Providers of care

- Vitals

- Cognitive evaluation

- Update screening schedule

- Update risk factors and conditions requiring interventions

- Provide personalized health advice and or referrals for
health education and preventive services or counseling

- (HCPCS: GO438)
- Remember 365 +1 day from prior AWV



Coding for Revenue Enhancement

- Depression screening: GO444 ($19)
Alncluded in initial exams G0402,G0438
A Payable annually with G0439

- Alcohol Misuse screening: GO442 ($19)

- Counseling codes
A Obesity G0447 ($27)
A Cardiovascular risk G0446 ($27)
ASTD: GO445 ($ 27)
A Smoking cessation G0436 ($14-30)
A Alcohol misuse G0O443 ($27)

(Approximate Medicare reimbursement amounts)



Template Ideas for
Goals/Screenings/Prevention

- Annual flu shot in September or October

Continue follow-up with specialists: as listed in current providers of care
Annual eye exam, regular dental care, sunscreen

Mammography, female exams every two years to age 70

Healthy diet and exercise

A Exercise goal: example: 30 minutes, five days per week
A DASH diet: handout given, maintain healthy weight >Goal weight=xx

PSA (?) and DRE annually to age 75
Colonoscopy due: DATE

Referrals:

A Gl: for colonoscopy screening
A Eye exam

A Podiatry

A Counseling: smoking cessation, obesity, DM education, nutrition, disease
management, stress management

A Fall prevention program: Physical therapy



Disease Management Templates

- Diabetes Care Plan:
AHgbAlc every (3—6) months
A Urine microalbumin annually
A Pneumonia and Prevnar vaccines due: date
A Eye exam every 1-2 years, last exam: date: (month/yr)
A Foot exam: annually, last exam: date
A Diabetes education: completed/ ordered
A Self-monitors BS
AWeight loss, dietary counseling
ABP at goal, ACE or ARB, aspirin, statin

A Lifestyle(risk factor modification) recommendations: smoking, diet,
weight loss, exercise, stress management, adequate rest

A Referrals: podiatry, eye exam, GI, CV evaluation, Derm., Diabetes
educator, smoking cessation, silver sneakers, weight loss program



Functional Ability

- Hearing
A Document impairment, hearing aides
- Vision
A Document impairment
ADLs

A Assistance needed: assistive devices for ambulation, shopping, meal prep,
housework, laundry, meds, finances, toileting, bathing, dressing, incontinence

Fall risk

A Document a plan for high risk, refer for PT, strength and balance training
Home Safety

A Loose rugs, smoke detectors, small pets, grab bars, stairs, life-alert system
Functional ability

A Timed up and go test unsteady or >30 sec

REFERRAL if any of these are problem areas:

RISKS and ADVICE: INCLUDED in written plan for the patient



Social History Components

- Tobacco

- Drug abuse and alcohol use
- Diet

- Caffeine

- Occupation

- Exercise: type and frequency

- Home environment

A Private, living alone (family and friend support system), assisted
living, domestic violence, elder abuse, other

- RISKS and Recommendations: included in written plan for
the patient



Active Problem List Example

- COPD, stable followed by pulmonary Dr. Xyz

- DM controlled, continue current diet and exercise plan, follow-up Alc
in four months (May), lipid testing due in October at least annually,
see DM plan of care

- Atrial Fibrillation: asymptomatic, stable anticoagulation managed by
Dr. Abc

- HTN, at goal, continue to monitor BP at least weekly, maintain weight
loss program, low salt diet, DASH diet, eye exam due, see referral

- Sleep apnea, using CPAP, reviewed importance of continued
compliance and risks associated with apnea, continue weight loss

- High-risk for fall: referral- PT balance and strength training, reviewed
home safety, patient handout reviewed

If this can be printed, it provides an individualized plan of care with
referrals and recommendations, and discussion of risk and benefits of
treatment, which is REQUIRED for these exams.



ALL in ONE: Inclusive Template

- PMH

- Active Problem List
A Include risk assessments
A Recommendations, treatment: risk, benefits and alternatives
A Plan for follow up

- Family Hx

- List of healthcare providers



ALL in ONE: Inclusive Template (cont.)

- Social History:
A Alcohol screen
A Depression screen
A Exercise
A Fall risk
A Education/literacy/language
A Home safety assessment and education

A INCLUDE identified risks and recommendations in printed patient
visit summary/plan



ALL in ONE: Inclusive Template (cont.)

- ADL assessments
A Eating, shopping, meal prep, dressing, bathing, incontinence
A Assistance with ambulation: cane, walker, etc.
A Handles finances
A Needs assistance with medication
A Financial hardship/ barriers to care

A**RISKS and ADVICE: included in written plan for the patient



ALL in ONE: Inclusive Template (cont.)

- End-of-life planning:
A Advanced directives
A Healthcare surrogate

- Cognitive evaluation
- Vision and hearing impairments

- Blood pressure (BP), height, weight, body mass index
(BMI)

- Medications: includes over the counter (OTC vitamins and
supplements)



ALL in ONE: Inclusive Template (cont.)

- Written list of preventive and health maintenance

recommendations over the next 5-10 years (update
annually)

- Provide written health risk assessment and
recommendations with education and referrals

A Counseling: cardio vascular risk, diet, smoking, obesity, fall
prevention, etc.



Resources

- Health risk assessment form
A http://www.aafp.org/fpm/2012/0300/p11.html

- An excellent pre-visit form patients could complete online
A http://lwww.medicarehealthassess.org
Alncludes printable action plan for provider, or could be emailed

- Short Medicare action and planning form

Awww.cms.gov/Outreach-and-Education/Medicare-Learning-
Network-
MLN/MLNProducts/downloads/AWV Chart ICN905706.pdf



http://www.aafp.org/fpm/2012/0300/p11.html
http://www.medicarehealthassess.org/
http://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/downloads/AWV_Chart_ICN905706.pdf
http://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/downloads/AWV_Chart_ICN905706.pdf
http://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/downloads/AWV_Chart_ICN905706.pdf
http://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/downloads/AWV_Chart_ICN905706.pdf
http://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/downloads/AWV_Chart_ICN905706.pdf
http://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/downloads/AWV_Chart_ICN905706.pdf
http://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/downloads/AWV_Chart_ICN905706.pdf
http://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/downloads/AWV_Chart_ICN905706.pdf
http://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/downloads/AWV_Chart_ICN905706.pdf
http://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/downloads/AWV_Chart_ICN905706.pdf
http://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/downloads/AWV_Chart_ICN905706.pdf

Fall Risk/Home Safety Resources

- STEADI (Stopping Elderly Accidents, Deaths, and
Injuries) toolkit for healthcare providers

www.cdc.gov/homeandrecreationalsafety/Falls/steadi/index.html?s
cid=tw Injdirl5



http://www.cdc.gov/homeandrecreationalsafety/Falls/steadi/index.html?s_cid=tw_injdir15
http://www.cdc.gov/homeandrecreationalsafety/Falls/steadi/index.html?s_cid=tw_injdir15

Practice Management Communications

* Free, timely and relevant practice managemesnnail
communications from the AOA.

« Office Management(Tidbits newsletter

* Physicians, practice staff, consultants and other healt
care partners are invited to sign up.

Register at:

Wove www.osteopathic.org/pmsubscribe
1

Hea


http://www.osteopathic.org/pmsubscribe

Please support our work through
your AOA membership.

Join today!

To become a member call the AOA toll-free at
800.621.1773, press 1 or join online

www.osteopathic.org/membership




QUESTIONS?

LindaDelo@gmail.com



mailto:LindaDelo@gmail.com

Health Services Advisory Group (HSAG):

Your Partner in Healthcare Quality

HSAG is the Medicare Quality Innovation NetwQukality
Improvement Organization (Qi§10) for Arizona, California,
Florida, Ohio, and the U.S. Virgin Islands.

[ a
Nearly 25 percent of th
Medicare beneficiaries
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PrimaryCare Settings: Increase Screenings

Depression and Alcohol UBasorder

www.hsag.com/behavioralhealth

A Collaborative to Improve Behavioral Health Screenings and Care Transitions

ﬂ ioral Health
Moo dikord Join the Collaborative for Physician Office Resources
00 Isoraers z = : §
Improvement in Behavioral Health * Join the Collaborative
have the + PHQ-2- Palient Health
2 n d h i h est CMS encourages inpatient psychiatric facilities to collaborate Questionnaire for Depression,
% g 2 with HSAG to receive no-cost assistance for reducing . Eﬁgﬁf’;‘;“m i
rea d mission rate 5 readmissions and increasing 7-day and 30-day discharge follow- Questionnaire for Depression
up rates. Seveiily
. . . = AUDIT-C: Alcohol Screening
Inpatient Psychiatric Facility
. . . . Resources
Join HSAG to enhance patient outcomes and reduce readmissions.
= Join the Collaborative
Seniors with alcohol use disorder or depression suffer from a lack of sufficient treatment due to being underdiagnosed, while those = IPF Prospective Payment System
afflicted with serious mental iliness are at risk for readmission because of ineffective care transitions. Final Rule
« IPFQR Program Update (Dec.
To address this growing concern, the Centers for Medicare & Medicaid Services (CMS) has set national goals to improve behavioral 2015)

health outcomes among patients, specifically in primary care settings and inpatient psychiatric facilities (IPFs).

Health Services Advisory Group (HSAG), the Medicare Quality Innovation Network-Quality Improvement Organization (QIN-QIO) for

Arizona, California, Florida, Ohio, and the U.S. Virgin Islands, works directly with physician offices and IPFs to make strides in
improving behavioral health outcomes. Together, we can give the communities we serve the quality care they need. . .

Primary Care Settings ....

Objective: Increase the identification of persons with depression or alcohol use disorder in primary care settings.

1in 4 persons

How HSAG Can Help!
55+ suffers
- Provides assistance to integrate depression and alcohol screenings into your practice’s existing workflow. from a behavioral
- Conducts learning sessions that include guidance on proper screening and coding. h ea |th diSO r.der 3
- Offers technical assistance for implementing evidence-based best practices and providing reperis, analysis, and insights on .
your data.

- Connects you with peers, key stakeholders, community erganizations, and natienally recognized experts to address depression
and alcohol abuse

Inpatient Psychiatric Facilities

Objectives: Reduce the 30-day readmission rate and increase 7-day and 30-day outpatient follow-up rates for psychiatric
discharges

Behavioral Health Resources
Physician Office Resources

= Join the Collaborative
= PHQ-2Z: Patient Health
Questionnaire for Depression
Freguency
= PHQ-2: Patient Health
Questionnaire for Depression
Severity
= AUDIT-C: Alcohol Screening
Inpatient Psychiatric Facility
Resources

= Join the Collaborafive

* |PF Prospective Payment System
Final Rule

= IPFQR Program Update (Dec.
2015)
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http://www.hsag.com/behavioralhealth

ealth Service8dvisory Group

Where Do | Find ResourceS? Frequently Asked Questions (FAQs)

https:

uestions.cms.gov,

MLN Connects™ Provider eNews
http://cms. gov/Outreach-and-

Education/Outreach/
EFSProvPartProg/Index.html

PQRS and EHR Listservs

https:/fpublic-

dc2 govdelivery.com/accounts/USCAS,
subscriber/new?opic_id=USCMS 520

* Subscribeto eHealth University

https:/fwwwcms. gov/eHealth/eHealthU
niversity html

Resources

PORS Program: hitg:/ fwww.cms.gov/PORS

= PORS orEIDM questions, contact QuaktyNet Help Desk: 1.866.288 8512 (TTY
1.877.715.6222); M-F; B:00 a.m.—B:00 p.m. EST, gnetsupport@hcgisorg

* EHR Incentive Programs: https:/fwww.cms.gov/Regulations-and-

WWW.CMS.. Guidance/Legislarion/EHRIncentivePrograms/in dex. htm Fredirect=/ehrincentivepr

ograms
= CMS EHR [Meaningful Use) Incentive Program: 1.888.734 6433 (TTY

www.h .com/physiciznoffice 1.888.734 6563); 8:30 a.m.—7:30 p.m.EST

*  (QRUR orVM guestions, cortact Physidan Value Help Desk: 1.8BB.734.6433
(option 3); M-F; 8:00a.m.—8:00 p.m. EST

*  Understanding Your QRUR: https:/ fuwwwe cnﬁgmeedlcarg‘Medlcare—Fee—fcr—

@:: Service-Paym PhysicianFeedbackProgram/Diownloa 014

UndersandingYourGRUR. pdf

* VM Program: http./ fwww.cms.gov/PhysicianFeedback Program
O oo i micare s pnise ancompare
*  H3AGwebsite: www.HSAG.com
FL HSAG Team email: IHFC@hsag.com
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Sharing Knowledge. Improving Health Care.
CENTERS FOR MEDICARE & MEDICAID SERVICES

Diane Chronis
IHPC@hsag.com
813.865.3170

This material was prepared by Health Services Advisory Group, Inc., the Medicare Quality Improvement Organigktiadafor
under contract with the Centers for Medicare & Medicaid Services (CMS), an agency of the U.S. Department of Health and Human
Services. The contents presented do not necessarily reflect CMS policy. Publicatiorl N@OMYG.1-:0202201601
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