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Continuing Education Information

States Eligible
for PACE Continuing
Education Credits

The following states offer
CE credits for at this event

Continuing Education
PACE Eligible States

- Alaska - New Jersey

- Connecticut - New York

- District of Columbia - North Dakota
- Idaho - Ohio

- Indiana - Oregon

- lowa - Puerto Rico

- Kansas - Rhode Island
- Maine - South Carolina
- Michigan - South Dakota
- Minnesota - Tennessee

- Missouri* - Utah

- Montana - Vermont

- Nebraska - Washington
- New Hampshire - Wyoming**
*Missouri: Record Keeping = formal hours; Risk = informal
*Wyoming - Recoding keeping/coding only (2 Hours)

855-832-6562

Steps to Obtain
CE Credits

Follow these simple steps below:
- Fill out the CE certificate

- Return it to KMC representative

- KMCU to submit to Pace for approval

- You will receive your certificate via email

Today'’s Objectives

Identify Recognize Develop

Identify the OIG Recognize the Develop an

regulations and risk factors that action list to

oversight that regulators look begin

apply to for in an audit implementing an

chiropractors 0IG Compliance

and their teams Program for
your clinic

Apply

= Apply the

seven elements =
of a compliance
program to your
practice

Please Note!

- The views and opinions expressed
in this presentation are solely those
of the author, Kathy Weidner

- Kathy and/or KMC University
does not set practice standards

- We offer this only to educate
and inform

- Medicare information provided
today is available in the
public domain
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Know the Messenger;
Hear the Message

- 42 years serving the Chiropractic profi

- American Chiropractic Assaciation 1999-2

- Founded KMC University 2007

- Medical Compliance Specialist-Physician (M!;‘_Svﬂ' {

- Certified Professional Chiropractic Coder (CCPC) 2015

- Certified Professional Compliance Officer (CPC0) 20225

JUMPﬂNGE ’

[
MEDICARE

CONTROL AUDIT

LAWS SOAP NOTES

| 4 J INSURANCE

N
RISK CODING

STRATEGY HIPAA

L

.

Know the Messenger;
Hear the Message

- Second generation chiropractor

- Practiced for over 20 years

- Completed 100 hour Insurance Consultant/Peer
Review Certification e

- Medical Compliance Specialist-Physician (MCS-P)

- Joined KMC University 2020 iy,

- Certified Professional Medical Auditor (CPMA) 2022,

- Director of Education 2024

- Certified Professional Compliance Officer (CPC0) 2024

855-832-6562

0IG Audit
Experience

OIG Audit Experience

- Received initial announcement
letter requesting 5 charts

- Submitted the requested charts

- Received a Denial Letter

OIG Audit Experience

- In-Office Interview and Records
Request for an additional 100 charts

- Requested a copy of the practice’s
written compliance program

- Audited over two calendar years’
worth of dates of service
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OIG Audit Experience

- A Medical Review Contractor was as-
signed to determine whether the services
were allowable

- After many months, they executed a draft
report of findings

- Exit conference call was held with
all parties

OIG Audit Experience

- Opportunity to submit written comments
in response to the draft report
- Final report issued to the practice

OIG Audit Process 4 Operating Components

fora CcMs lnyestigation

CNE

- Office of ; Office of Counsel
Office of A Office of
Draft report: The OIG prepares and issues a draft report Audit Services E‘,’:L‘;,aetg,-,:,:’s'd Investigations i thg;::f:lctor

Exit conference: The OIG holds an exit conference with the operating unit and stakeholders

Final report: The OIG prepares and issues a final report, usually within a year of the announcement date

i}

855-832-6562
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OIG Findings What Does Medicare Cove

“Medicare covers chiropractic services provided by a qualified
chiropractor. Medicare requires that these services be reasonable and
necessary for the treatment of a beneficiary’s illness or injury. Medicare
limits coverage of chiropractic services to manual manipulation of the
spine to correct a subluxation (when spinal bones lose their normal
position). To receive payment from Medicare, a chiropractor must
document the services as required by the Centers for Medicare

& Medicaid Services’ Medicare Benefit Policy Manual and the
applicable Local Coverage Determination for chiropractic services.

In addition, depending on the number of spinal regions treated,
chiropractors may bill Medicare for chiropractic manipulative
treatment using one of three procedure codes.”

The practice did not comply
with Medicare billing
requirements for the

chiropractic service line
items that we sampled.

Specifically, the medical
records did not support the
medical necessity for any of
the sampled chiropractic
service line items.

Based on the sample results,
an estimated amount was
" determined as unallowable
 forMedicare reimbursement.

These overpayments occurred
because of lack of adequate
policies and procedures to
ensure that the medical necessity
of chiropractic services billed to
Medicare was adequately
documented in the
medical records.

This amount included claims
outside of the 3-year claims
recovery period.

OIG Recommendations

Chiropractic Services

- Chiropractic services focus on the body’s main
structures—the skeleton, the muscles, and the
nerves. Chiropractors make adjustments to these

Refund to the estimated
overpayments for claims
incorrectly billed that were
within the 3-year claims re-
covery period

855-832-6562

iith the Medicare
Administrative Contractor
that processed and paid the
Medicare claims to return
overpayments outside of
the 3-year claims recovery
period in accordance with
the 60-day repayment rule

Establish adequate policies

and procedures to ensure
that chiropractic services
billed to Medicare are
adequately documented in
the medical records

structures, particularly the spinal column. They do
not prescribe drugs or perform surgical procedures,
although they refer patients for these services if
they are medically indicated. Most patients seek
chiropractic care for back pain, neck pain, and joint
problems.
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Chiropractic Services

- The most common therapeutic procedure performed
by chiropractors is known as spinal manipulation, also
called chiropractic adjustment. The purpose of spinal
manipulation is to restore joint mobility by manually
applying a controlled force into joints that have become
restricted in their movement as a result of a tissue injury.
When other medical conditions exist, chiropractic care
may complement or support medical treatment.

Medicare Coverage

of Chiropractic Services

Medicare requires that
chiropractic services be
reasonable and necessary
for the treatment of a ben-
eficiary’s illness or injury,

Medicare Part B covers
chiropractic services pro-
vided by a qualified chiro-

practor. To provide such and Medicare limits cover-
services, a chiropractor age of chiropractic services
must be licensed or legally to manual manipulation (ie.

by using the hands) of the
spine to correct a sublux-
ation. Chiropractors may
also use manual devices to
manipulate the spine.

services are provided.

Medicare Coverage

To substantiate a claim for
manipulation of the spine,
the chiropractor must spec-
ity the precise level of sub-
luxation. Depending on the
number of spinal regions
treated, chiropractors may
bill Medicare for chiroprac-
tic manipulative treatment
using one of three Current
Procedural Terminology
(CPT)5 codes: 98940 (for
treatment of one to two re-
gions), 98941 (for treatment
of three to four regions), and
98942 (for treatment of five
regions).

of Chiropractic Services

Medicare requires chiropractors to place
the AT (Acute Treatment) modifier on

a claim when providing active/correc-
tive treatment for subluxation. Because
Medicare considers claims without the
AT modifier to be claims for services that
are maintenance therapy, it will deny
these claims. However, inclusion of the
AT modifier does not always indicate that
the service provided was reasonable and
necessary.

855-832-6562

To receive payment from Medicare, a
chiropractor must document the
services provided during the initial and
subsequent visits as required by the
Manual and the applicable MAC's LCD
for chiropractic services. Medicare pays
the beneficiary or the chiropractor the
amount allowed for payment according
to the physician fee schedule, less the
beneficiary share (i.e., deductibles and
coinsurance).

Medicare Appeals Process

There are five levels in First Level of Appeal:
the Medicare Part Aand Redetermination by a
Part B appeals process. Medicare Administrative

The levels are: Contractor (MAC)

Second Level of Appeal:
'Reconsideration by a
Qualified Independent
Contractor (QIC)

Third Level of Appeal:

Fifth Level of Appeal: Fourth Level of Appeal: D
S % 5 4 ecision by the Office of
Judicial Review @ Review by the Medicare Mocicars Hoariags ard

n Federal District Court Appeals Council Appeals (OMHA)

What Next?

-Training

-Compliance Certifications
-Implementation

-Patient Education

-Written Policies and Procedures

MANAGEMENT STYLES

Checks and
Balances

REACTIVE

PROACTIVE
ing to a pi ing problems
after it arises. before they arise.
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Federal Register Vol. 81, No. 2
February 12, 2016

(pg. 7661) We believe tha taking no
or minimal compliance activities to
monitor the accuracy and appropriateness
of a provider or supplier's Medicare claims
would expose a provider or supplier

to liability under the ide fied standard
articulated in this rule based on the failure

We also recognize that compliance

rograms are not uniform in size and
scope and that compliance activities in a
smaller setting, such as a solo
practitioner’s office, may look very
different than those in larger setting, such
as a multi-specialty group.

to exercise reasonable diligence if the
provider or supplier received an
overpayment.

0IG Website

@ Office of Inspector General

[ [ —

AboutOIG v Reportsw  Fraud v €OVID 19 Portal

What's Trending

What's New Enforcement Actions

September 17,2024 September 16, 2024; U.S. Department of

Justice

September 16,2024
+ Updated: Work Pla

September 13,2024

Read More Enforcement Actions

32

WA et
HHS 0IG |8
Portfolio o
February s
2018

!

g\@ MEDICARE NEEDS BETTER
CONTROLS TO PREVENT
FRAUD, WASTE, AND
ABUSE RELATED TO
CHIROPRACTIC SERVICES

‘ An OIG Portfolio

33

855-832-6562

Office of Inspector General

General Guidance

General
Compliance
Program
Guidance

November 2023

34

Medicare Benefit Policy Manual
Chapter 15 - Covered Medical and Other Health Sgrvices )

Table of Contents
(Rev. 12599; Issued: 05-02-24)
(Rev. 12600; Issued: 05-02-24)
(Rev. 12786; Issued: 08-15-24)
(Rev. 12865; Issued: 10-04-24)

35

240 - Chiropractic Services - General
240.1 - Coverage of Chiropractic Services
240.1.1 - Manual Manipulation

240.1.2 - Subluxation May Be Demonstrated by X-Ray or Physician’s
Exam

240.1.3 - Necessity for Treatment
240.1.4 - Location of Subluxation
240.1.5 - Treatment Parameters

36
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240 - Chiropractic Services - General
(Rev. 1, 10-01-03)
B3-2250, B3-4118

Subscribe to eNews

The term “physician” under Part B includes a chiropractor who meets the specified Email*
qualifying requirements set forth in §30.5 but only for treatment by means of manual
‘manipulation of the spine to correct a subluxation.

NPI

Effective for claims with dates of services on or after January 1, 2000, an x-ray is not
required to demonsirate the subluxation.

Implementation of the chiropractic benefit requires an appreciation of the differences
between chiropractic theory and experience and traditional medicine due to fundamental
differences regarding etiology and theories of the pathogenesis of disease. Judgments
about the reasonableness of chiropractic treatment must be based on the application of
chiropractic principles. So that Medicare beneficiaries receive equitable adjudication of
claims based on such principles and are not deprived of the benefits intended by the law,
carriers may use chiropractic consultation in carrier review of Medicare chiropractic
claims.

Please choose at least one:*

([ Part Anews

(0 PartB news

() PartAand B Electronic data interchange (EDI)

Payment is based on the physician fee schedule and made to the beneficiary or, on
assignment, to the chiropractor.

40

Entire site (Excluding archives) v 423

» Coronavirus / telehealth
» Processing issues

T » Foo schedules
Sﬁ feature highlight: » Aniualdeduciblesicoinsurance

» Modifiers

What An OIG
Compliance
Program IS

> Enroll as a provider

Provider Data Summary s ——

» Claims processing codes
Testimonials SPOT features

Search for LCDs Application status

» Missed it? View a recap &

Biling on Coding At

g and Coding: Chiropractic Services

i OOO Compliance
e Program Purpose

Contractor Information ~

- Integrate policies and procedures

ContactorName ContractTpe Contract Nurmber Jisdicion Stctes into the physician’s practice that
Fest Coast Senvi Options.n Aemdnhac 09101 - MACA N g are necessary to promote

adherence to federal and state
laws and statutes and

First oast Service Opions.Inc Aond BMAC 09102 MACE N Fiorido

st Coast S Optons . AmaBhAC 0s201-wacA rogulations applicablo to ThD
st Serie Optons. e AanaBMAC 09202 wacs N delivery of healthcare services

Service Options, Inc. AsndBMAC 09302 MACE N Virgin llands

39

855-832-6562
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Parts of an Effective
Office Compliance
Program

- 0lG compliance

- HIPAA

- OSHA

-CLIA

- Anti-Kickback Laws
- Stark Laws

- State laws

- Employment Laws

Elements of an
0IG Compliance Progra

Establish and Assign a Enforce
implement policies compliance official disciplinary
and procedures or contact = standards

Research and Maintai i Perform internal Respond swiftly
document all staff 7"' ain OP?" ; .nes auditing and to detected
and providers of communcaton monitoring offenses

The Small Provider Version-

Compliance Contact - The GCPG takes into consideration that most small entities cannot

a full-time or part-time compliance officer. The recommendation is to have a point of contay

for compliance related activities.

Policies, Procedures and Training - a clinic needs to develop written policies, customized
procedures on how to perform duties in line with healthcare compliance along with doci

training.

Open Lines of Communication - a clinic should ensure all workforce members are aware of
practice’s compliance stance, potential issues, and method of reporting concerns:

(anonymously when possible).

Risk Assessment, Auditing & Monitoring - a clinic must identify potential risk through auditing and
risk assessment. Once risks are identified, the compliance officer must monitor for new

or unidentified risks, updates, and revised standards. Clinics should conduct at least one annual
risk assessment/audit.

Enforcing Standards - a clinic must establish disciplinary action and enforcement activities

and permit workforce members to ask questions and report mistakes. Enforcement can include
incentives for compliance performance.

Responding to Detected Offenses & Developing Corrective Action Initiatives - audits may reveal
potential legal violations which require written corrective actions. These should include detailed
corrective steps, an assigned workforce member, target dates for completion and any

reporting fo law enforcement agency if necessary.

855-832-6562

What An OIG
Compliance

Program Isn’'t

I

RESPONSE &
PREVENTION

A “Program”
is Not a "Manual”

ENFORCEMENT
&DISCIPLINE

COMPLIANCE

REPORTING

LEADERSHIP,
ACCOUNTABILITY
& STRUCTURE

ELEMENTS OF AN
EFFECTIVE

EDUCATION
&TRAINING

PROGRAM

AUDITING & MONITORING

47

- Submitted claims for services that
were never provided

- Submitted claims for medically
unnecessary services

- Offered incentives to patients to
receive unnecessary services

- Provided services without a valid
chiropractic license

- Falsified patient records, and

- Billed for chiropractic services but provided
services not covered by Medicare
(e.g., massage and acupuncture)
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Red Flags for
Chiro tors
-Medicare claim data

-Spinal CMT Coding percentage
-Beneficiary Complaints

Dr. Jill's Chiropractic OFFICE

51

855-832-6562

Dr. Jill's Chiropractic OFFICE

Dr. Jill's Chiropractic OFFICE

:

CLINICAL

53

Dr. Jill's Chiropractic OFFICE

CLINICAL BUSINESS

54
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Dr. Jill's Chiropractic OFFICE

Policy and Procedure Govern Both
Sides of the House

55

Dr. Jill's Chiropractic OFFICE

CLINICAL BUSINESS

56

Dr. Jill's Chiropractic OFFICE

Policy and Procedure is the Foundation

855-832-6562

i}

Dr. Jill's Chiropractic OFFICE

1. Medical review
policy

2. Medical
necessity
policy

3. Active vs.
maintenance
care procedure

4. case
management
procedures

5. Patient
education
policies J

6. Documentation
policy and
procedure

Policy and Procedure is the Foundation

ol

Dr. Jill's Chiropractic OFFICE

1. Medical review
policy

2. Medical
necessity
policy

3. Active vs.
maintenance
care procedure

4. Case
management
procedures

5. Patient
education
policies |

6. Documentation
policy and
procedure

Policy and Procedure is the Foundation

jul

Dr. Jill's Chiropractic OFFICE
1. Medical review
policy
2. Medical
necessity
policy
3. Active vs. Documentation
maintenance
care procedure
4. Case
management
procedures
5. Patient
education
policies |
6. Documentation
policy and
procedure

Policy and Procedure is the Foundation

ol

10
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0IG Recommends
Policies and Procedures
to Address THESE Risks

Most Significant
Compliance Risks
We See

Lack of understanding of the Big Four Steps to
compliance as we see it

Disconnecting from the rules of billing because
“I'm the Provider of Service” not the biller

The attitude that the rules don’t apply to me
because I run a cash practice

And, by the way, | don’t keep up with the rules
because I'm too busy... but I try to belong to lots of
random free Facebook groups to get my advice

What We Call
“The Big Four”

855-832-6562

What the Office Must Know

Did I compare the
services lintend to
render to the
payer's medical

- review policy to
Is the patient Havs lvelifledins check for services

eligible for E> pectichencltaibh E> that may be deemed
services today? - ,n::: by experimental,
£ unproven, or

investigational? And

am | clear about the

payer’s definition of

medical necessity?

Did I review the
coding and
documentation
requirements in the
payer’s medical
review policy to
ensure we know the
rules of engagement
and can produce a
valid, reimbursable
claim?

What the Office Must Know

3

Did I compare the
services | intend to
render to the
Ppayer’s medical
review policy to

Is the patient e check for services
eligible for spociic benelite ion that may be deemed

the services

lintend to render? saporiieniy

unproven, or
investigational? And
am | clear about the
payer’s definition of
medical necessity?

services today?

Did I review the
‘coding and
documentation
requirements in the

payer’s medical
review policy to
ensure we know the

rules of engagement
and can produce a
valid, reimbursable
claim?

What the Office Must Know

3

Did I compare the
services | intend to
render to the
Ppayer’s medical
review policy to

Have I verified the Boiptrlane) .
E:> specitc bensits for |:> Bl L
services today? e experimental,

lintend to render? unproven, or

investigational? And
am | clear about the
payer’s definition of
medical necessity?

4 Did I review the
- ‘coding and
documentation
requirements in the

Ppayer’s medical

> raiowsoiirs
ensure we know the
rules of engagement

and can produce a
valid, reimbursable
claim?

1.

11
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1 Is the Patient Eligible for Ser

- Online portals are useful here

- Compliance Risk = using effective
date on the card

- Compliance Risk = not checking
eligibility at all

&Y% Availity

2. Have I verified
the specific benefits
for the services

_Iintend t_o (ender?

855-832-6562

Why Verify

Medicare?

-Is it so easy that it doesn't
require verification?

-Everyone has the same
coverage, right?

Verify ALL Coverage |

- Confirm Medicare Part B eligibility

- Confirm secondary or supplemental eligibility

- Confirm actual chiropractic benefits/
for any secondary or supplemental
- If Medicare Part C, confirm all benefits

»

P Description ¢

12
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3. Locate and Review
Payer’s Medical
Review Policy

4. Understand and
Implement Coding
and Documentation
Policy

Risk #1

855-832-6562

Did | compare the sery
to the payer’s medical rev
for services that
experimental, unprove
And am I clear about
of medical

Cigna Chiropractic MRP

Did I review the coding
requirements in the
policy to ensui
of engagement and
reimbur:

Cigna Chiropractic MRP

Is All Care Medically Necess

Clinically Appropriate Care

- Maintenance care

- Supportive care - Care that can provide

- Palliative care measurable functional

- Life enhancing and wellness care improvement

- Symptom relieving only - Chronic care with expected

- Care that doesn’t have as its functional improvement
goal improved function - Often defined by the carrier’s
and correction medical policy

Medically Necessary Care
- Acute problems

#1 Failure: Active vs. Mainte

WHAT THE WHAT THE
e SAYS

“Allithecare  “I'llbetyou ‘
Ideliveris  really don’t
‘active’sol  know the
bill withthe AT  definition of
. ‘ modifier 100% medical necessity
o\ if that's the case.”

Both Doctor and Patie
Must Know When It's A

and When It's Maintenan

13
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MEDICALLY

How is care
defined?

NECESSARY

MEDICALLY
NECESSARY PER 3RD

PARTY CARRIER

TYPES OF EPISODES OF CARE

S~ N

Ay
/

s

»

Patient Functional Improvement

INCIDENT BURST

[

FULL EPISODE
Patient Financial Responsibility
80
TYPES OF EPISODES OF CARE
Y
= ) I S
£
H 5
H ¥
£ INCIDENT FULL EPISODE

Patient Financial Responsibility

81

855-832-6562

TYPES OF EPISODES OF CARE

TN /

Patient Functional Improvement

NCIDEN BURST FULL EPISODE

Patient Financial Responsibility

82

TYPES OF EPISODES OF CARE

Patient Functional Improvement

Patient Financial Responsibility

83

TYPES OF EPISODES OF CARE

i~ PN /

A

i

Patient Functional Improvement

i “ i

Patient Financial Responsibility

84

14
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TYPES OF EPISODES OF CARE

N S

% \/
INCIDENT BURST FULL EPISODE

Patient Financial Responsibility

Patient Functional Improvement

85

TYPES OF EPISODES OF CARE

N VN

A

o

Patient Functional Improvement

v \/
INCIDENT BURST FULL EPISODE

Patient Financial Responsibility

86

TYPES OF EPISODES OF CARE

e /N

&
».

INCIDENT BURST FULL EPISODE

Patient Financial Responsibility

Patient Functional Improvement

87

855-832-6562

GA Modifr GA todifer
NEWBOX 14 NEWBOX 14

Patient Functional Improvement

PREVENTIVE PREVENTIVE
MAINTENANCE 'MAINTENANCE

Episodes of Care

Understand and Implement
Medical Necessity

Definitions

The definition of Medical Necessity,

per Medicare, is:

- The patient must have a significant
health problem in the form of a
neuromusculoskeletal condition
necessitating treatment, and the
manipulative services rendered
must have a direct therapeutic
relationship to the patient’s
condition and provide reasonable
expectation of recovery or
improvement of function.

AT = Active Treatment

- By definition meets medical necessity
- Billed and expected to be paid

- Follows MAC screens

- Should not be automatic

15
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The KMC University’s Guide to
MEDICARE MODIFIERS
Modifiers Used Only With 98940, 98941, 98942
Description/Instruction Effect on Medicare Payment

The Opposite of Active
Treatment

et e e

MANDATORY
Mt Ot .y st SUBMISSION
e Wl
oty e ri e
Toncay e

Maintenance therapy is defined (per
Chapter 15, Section 30.5.B. of the
Medicare Benefits Policy Manual) as
a treatment plan that seeks to
prevent disease, promote health, and
prolong and enhance the quality of

i

Claim il be dend. Patient will ot be:
doomed responsile for payment

Effect on Medicare Payment

Bilng of these sevices i ot required
unlss the ptien requests.Patents

fancall lable
Claim willbe dendipatent inancilly VOLUNTARY
Tl we o't recommend Nedicre's SUBMISSION
oficial ABN fomforvolurtaryuse.

Claim wil be dened/patent inancially
Iiable. Use with 6 modife on
certai therapy srvies toreceve
proper denial

The KMC University’s Guide to
MEDICARE MODIFIERS

), 98941, 98942

MANDATORY

SUBMISSION Maintenance

- Wellri 5s

- Preve (dis e

- Prom_.c nealth

- Prolong/enhance the quality of iife

- Supportive

- Maintain or preventietarica ic
of a chronic conc ! 0}

il Medicare, Medicarewill dery as
rot medically necessary.Paent wil be
finanialy resporsioe.

Gaim wil be deried.Paten will ot be
deemedresponsbe fo paymert.

Effect on Medicare Payment
Bl of these sevices i nol required
uness the patient requests. Patiet is
francilly labl. VOLUNTARY
aim wil be denedipatent nancily
Tl e Gon' ecommend Nedicare's SUBMISSION
ffcial BN form fr volntary use.

Claim will be denfed/patent fnancaly
Tabl. Use with 6 mocifie on
certinthrapy senvices o recee
proper denial

Use the
AT Modifier Correctly!

DCs Must Answer
with Certainty!

Is there a subluxation present, capable of
causing a significant neuromusculoskele-
tal (NMS) condition, and does the patient
have a documented loss of function that
can be improved?

CMS’ claim data analysis and audit results suggest that chiropractor S
claims with the AT modifier regardless of whether the services were fe
corrective treatment for subluxation.

The A ctive Treatment [AT] modifier was developed to clearly define the difference
between active treatment and maintenance treatment. The AT modifier should not
be used if maintenance therapy is being performed.

If No...

In this circumstance, per Medicare cov-
erage requirements, medical necessity
cannot be established and therefore the
condition is likely maintenance care.

Your use of the AT modifier tells Medicare that all required documentation
is being accurately maintained to support medical necessity.

855-832-6562
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WHAT THE

WHAT THE

£ sa HEARS

“All the care we “Hmmm... only

provide is active. active care? This,
< doesn’t sound like
good case management.
Iniate claim data %
analysis to compare
service date to Box-14 date. ”

Risk #2

£
|| and Medicare
CIAZ0 5 should coverit.”

97 100

Heightened Awarene “
of Hot Spots

- Medicare patients
- Third-party patients /
- Active episodes of care going e
longer than 60 days P NV ! GOOd 5 =
- Patients who haven’t been < Documentat’on —

seen for 30-45 days

- Returning patients f Te”S a S tor y

98 101

. * NOMALY

are You an Outlier il 3 s LR
- Statistics tell us that the improper CARE CARE

coding of full-spine treatment

can cause you to appear ® - =

fo be an outlia] e, Medical Necessity
- You therefore can be subject to! ey vs. Clinically Appr¢

more scrutiny, red flags, 0 00,° ~

and even an audit ™ “

STATISTICS

102

855-832-6562
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The Life Cycle
of the Patient’s
Record

- History

- Treatments performed

- Rationale for therapy

- Release dates from MN care

- Maintenance treatments

- Returns to MN care

- Everything that relates to how their
health is managed by your office

103

What}Not to Do!

Documentation of an initial visit
of an episode that looks like every other visit

° Initial visits of new episodes of care where
the patient has no idea why they have pain...
did you say “insidious onset"?

Visits that are spaced at exactly a month apal
being billed as "AT” without proper
justification-lack of case management
Routine visit documentation that doesn't
reflect the presence of a subluxation

in each region treated

104

Why Do All Your Visits
Look The Same,
One After Another?

105

855-832-6562

E/M vs. SOAP

106

What Medicare
and Other Payers
Want to See

Prove Medical
Necessity

Cause and start date
End date of care
Diagnosis match
patient complaints,
does that match
billing and coding
Is patient
on/following a
treatment plan?

107

!
g
\ ¥ Episodes

of Care

108

DISCHARGE
SUMMARY

RE-EXAM
UPDATE
DX/PLAN

DISCHARGE
SUMMARY

RE-EXAM
UPDATE
DX/PLAN

EITHER

OR

HISTORY
TAKEN

ACTIVITIES
OF DALY
LIVING

| REFLECTS |
\ DIAGNOSIS /

o~
/

{ FuncTionaL |
| pALY |
\_ NOTEs /
N\ JF

ACTIVITIE!
OF DAILY
LIVING

N
{ FuncTiona
| paLY
\_ NOT!

N\
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(§5]
/
m The Foundational Components for an Episode of Care

DISCHARGE |
SUMMARY HISTORY ASSESSMENT
Clinical

Decision
Making

- MEDICAL
Episodes N = MR

RE-EXAM
UPDATE

DX/PLAN
\

. | (=R € DIAGNOSIS
of Care | & > #
a @

| DAL /4 . TREATMENT
\  NOTES . PLAN @

109 112

Your Patient’s Initial Visits
’é’;,’r'g Under Look Different From

Routine (SOAP) Visits

110 113

HISTORY
@ Medicare Documentation
o ERS Guidelines in the

Absence of Others
Active

- T\ Initial Visit Subsequent Visits
EPISOdes S O c»;{i%ggss ) - History - History
; - Description of Present lliness - Review of chief cc
- Physical Exam - Physical Exam
- Diagnosis - Document daily tr:
<, - Treatment Plan - Progress related |

UPDATE - Date of initial treatment goals/plan
DX/PLAN P

of Care

111 114
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Subjective:

Fred reported today complaining of increased lower back pain after falling over his dog
two days ago. He fell onto his left side, striking his left lower back and hip area hard on
the concrete. He had immediate pain in the left lumbar, pelvic and sacral area, and a
“stiffness" in the mid-thoracic spine. The pain has remained the same since the incident.
Itis stiff and sore, but doesn't radiate. He's used ice in the area but done nothing else
so far. Standing is easier than sitting. He rates the lower back, pelvic and sacral pain at

A n 'n C ide nt_ 7/10, 10 being worst. Previous treatment in this office was rendered for a similar
condition, but he's been released from active care for over 8 months. Fred was last
—_— seen two months ago for routine maintenance care. Current ability to sit for only 10
Wlthln s OA P minutes without pain. Previous normal was up to 30 minutes.

I Objective:
D ocumentation - Inspection/Percussion Positive upon palpation at L2-5, $1 and the left S1 joint

posteror cervical (neck)
- Postural Analysis: short right leg (pelvic deficiency)
- Range of Motion: Lumbar ROM reduced as follows: Flexion: 60/90 with pain; Left
Lateral Flexion: 25/35 with pain; Left Rotation: 20/30 with pain

- Spinal Stabilit icti i L2,13,14,15, S1, Left SI
- Tissue Tone Changes: Muscle spasms present throughout the lumbar paraspinal

musculature, left hip and pelvis region

Medicare Documentation
Guidelines in the
Absence of Others

Initial Visit Subsequent Visits
- History - History
- Description of Present lliness - Review of chief coi
- Physical Exam - Physical Exam
- Diagnosis
- Treatment Plan

Date of initial treatment goals/plan

115 118

Assessment:
Fred has suffered a reoccurrence of lower back pain after his trip and fall. He has been
treated for these conditions previously in this office and based on my knowledge of his
case, | see no reason that he won't progress well from this setback. The multiple
exacerbations of his lower back condition may cause slower than normal recovery, but
overall, | expect Fred to respond well. There are no contraindications to conservative
chiropractic treatment at this time. | prediot Fred will reach pre-injury norms within the.
next two weeks.

Medicare Documentation
Guidelines in the
Absence of Others

Diagnosis:
Upon consideration of the information available the diagnosis is: (M99.03) Seg and

An In cident- somatic dysf. of lumbar reg, (M54.5) Lumbalgia, (M99.04) Seg and somatic dysf. of

sacral reg; (S33.6XXA) Sprain of Sl joint, Initial Encounter, (M99.05) Seg and somatic

H = dysf. of pelvic reg; (S39.013A) Pelvic strain, Initial Encounter
Within SOAP

Plan:

I Lo Xl 1] 11 LT 11 G101 ] BB - iy treatment: Oversite an Drop Tabe- Ciropractc Manipiatve Trsatment
(CMT) to the L2, L3, L4, L5, S1, Left Sl spinal level(s) for 2-4 visits over the next two

3 weeks.

- Goal: Resume ability to sit up to 30 minutes without pain

- Treatment Effectiveness: Treatment will be evaluated by monitoring pain scale and

range of motion in the lumbar spine. Optimal pain goal <2/10 and lumbar ROM

improved to pre-injury norms

-Home/Self-Care: Patient advised to use ice once per hour for up to 10 minutes, PRN

for pain

Initial Visit Subsequent Visits
- History - History

- Description of Present Iliness - Review of chief
- Physical Exam - Physical Exam

- Diagnosis - Document daily !
- Treatment Plan - Progress relati

- Date of initial treatment goals/plan

Today'’s Treatment: Chiropractic Manipulative Treatment (CMT) to the L2, L3, L4, L5,
1, Left Sl spinal level(s)

116 119

Is the condition likely to be treated as an
INCIDENT, BURST or EPISODE?

KMC University’s classification of treatment lengths for active treatment are described as incidents, bursts, and episodes. Follow
these cues to verify that y is the lovel care.

CONSIDER: CONSIDER: CONSIDER: -
‘Will the condition likely be will ikely require R’sk #3
resolved within 1-3 visits? resolved mont? treament 7

DOCUMENT: DOCUMENT: DOCUMENT:
e Campint ity Chie Compint « HiloyChis Compiait
¥ ‘ Mechenism of nfry  Mechanism of ity
« 0Tt mdsare <04 s
Byl g sPART < BamPtys indings AT
0 S Dy + iy conton e g 05 D gonieed | +DCS.05.02
<D Dyt genvaes | S G s it s
= « TXpln, ccing STGATG + TXPin ety s

g gl and vl dschuge

ocessy for i uch e

[ Bust | Episode

117 120
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Bi l ling 3 | | Never Charge 97010

- Eligibility to see Medicare oy . HOT PACKS

patients-Part B & Part C SRR / - For chronic pain relating to muscle aches
- Billing/Charging Medicare :
- Billing/Charging Patients

& joint stiffness
- Increases blood flow by dilating blood vessels
- Promotes muscle relaxation & tissue healing

- e ] :
Coding . o coLo packs
& Cog i - For injuries and acute pain relating

g f to inflammations
- Representing services 9 - Reduces blood flow by constricting

with codes (CPT/HCPCS) - i PR blood vessels
- Diagnosis Coding ) Ll \ - Numbs pain & reduces the effects of inflammations
- Modifiers B / ! (swelling & redness) & bruising

121 124

CMT Coding and Regions

spinat ' Suggested CMT Code Setup

Cervical: The atlanto-occipital joint (CO/C1), and C1 through C7
Thoracic: T1 through T12, including the posterior ribs (costotransverse and costovertebral joints)

s andotor poet ariations Active Treatment adjustments-98940-98942

Extraspinal:

Head: Includes the THJ, but excludes the atfanto-occipital joint Active Treatment adlus tments- 98940-AT to 989:
Upper Extremities: Shoulder, arm, elbow, wrist) and hand

Lower Extremi Hip, leg, knee, ankle and foot

Rib Cage: Anterior rib cage, including the costosternal joints, but excluding the costovertebraljoints
Abdomen: Includes the soft tissue of the abdomen

\ Maintenance adjustments: S8990

The Codes: There are three spinal CMT codes and one extraspinal CMT code: Tlvy are:
98940: CMI,1 or 2 spinal regions as noted above wht Maintenance adjustments: 98940-GA to 98942=

98941: CMT, 3 or 4 spinal regions as noted above.

98942: CMT, 5 spinal regions as noted above

98943: CMT, Extraspinal, 1 or more extraspinal regions as noted above "™
L

122 125

Group 1 Codes:

4

Coding Oddities

ICD-10 Codes Description -
M99.00 Segmental and somatic dysfunction of head region
M99.01 Segmental and somatic dysfunction of cervical region
- Unattended electrical M99.02 Segmental and somatic dysfunction of thoracic region
. M99.03 Segmental and somatic dysfunction of lumbar region
muscle stim M99.04 Segmental and somatic dysfunction of sacral region
-Do not use 97014 M99.05 Segmental and somatic dysfunction of pelvic region

-Use G0283

Primary DX Must

Be Subluxation/
Segmental Dysfunction

123 126
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Group 2 Paragraph:
Secondary Diagnosis Codes.

Group A Diagnoses
Covered for:

Group 3 Paragraph:
Group B Disgnases

Group 2 Codes: Covered for:
U1 Group 3 Codes:

5
E
Spinel en
E

ndyloss with ra
- spondylosis with ra
Contract] . - spondylosis with ra

127

Crou b Dlaghoses:

i3 Parsgraph: Covered fo:

Srouh & Disgnosas

Coverad for:
Group 5 Codos:

Pt on 1112772017, page 7. 1 ag oI Descrption
a0

E
s i
L L

Cerncal e iz
o

o
G bnorter ot Co-C7 vl

Diagnosis Hierarchy

Neurological/Injury: Examples of
neurological diagnoses include
Radiculitis and Sciatic Neuritis.

Structural/Subluxation:
Examples of structural diagnoses
for the spine include
Degenerative Joint Disease,
Spondylolisthesis, Scoliosis, etc.

Functional: Examples include
Restricted Range of Motion,
Deconditioning Syndrome, and
muscle wasting.

128

therapy. Examples of extraspinal diagnoses include Fi
Shoulder, Carpal Tunnel Syndrome, Headache or Pain™
Syndromes.

Complicating Factors: Examples include obesity, higl
pressure, diabetes, cancer, and other forms
of co-morbidities.

External cause, Activity, and Location Codes:
Examples are related to mechanisms of injury, like s|
trips, falls and accidents, and activity codes show wha
patient was doing when injured. These are not requi
helpful, and if reported are only reported on the first ¢

Medicare DX Coding

- The preferred order is the same but

use the

of the

primary segmental dysfunction

Risk #4

130

The Regulations

131

False Claims
Act Violations

- Establishes liability when any person or entity
improperly receives from or avoids
payment to the Feds

:

delines Rer

‘Sed|

diagnosis first, and the secondary
neuromusculoskeletal diagnosis
listed second in the pair. Then move
on to the next condition and repeat
that coupling for the next condition.

- Prohibits "knowingly presenting or causing to be
presented, a false claim for payment or approval
- Charging more to insurance than cash-paying
patients may fall under this act
- Upcoding CMT codes due to full spine adjusting
- Miscoding experimental services
to gain coverage

129 132
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Avoid Anti-Kickback Violatio :

Improper Time
of Service Discpunts

Discount should be based
on bookkeeping savings
- May or may not be defined
- Often indefensible
or unreasonable
- May not be permissible
for federally insured patients

A person that offers or transfers to a The statute defines “remuneration”
Medicare or Medicaid beneficiary any to include, without limitation,
remuneration that the person knows or waivers of copayments and

should know is likely to influence the deductible amounts (or parts
beneficiary’s selection of a particular thereof) and transfer of items
provider, practitioner, or supplier of or services free of charge or for
Medicare or Medicaid payable items or other than fair market value.
services may be liable for civil money

penalties (CMPs) of up to $10,000 for

each wrongful act.

133 136

No Inducement
Violations

- Per the OIG: “incentives that are Ao S 0
nominal in value are NOT y ) Fee system Essentlals
prohibited by [inducement law]” ’ e = s o -

- No more than $15 per item or $75
in the aggregate, annually

- Even one free or improperly
discounted examination, x-ray,
or therapy puts you at risk

134 137

Avoid Dual

Fee Schedules ' Know Your Discounts
N & Know What Is and

Charging insurance companies

7,
more than cash patients Isn’t Leg al
- False Claims Act and Inducement Violations
- May violate provider agreements

135 138

855-832-6562

Co-Pays Are
Due At Time
Of Service

Payment And

23
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The Primary Issues:
Key to All Finances

COLLECT
CHARGE BILL ACCORDING

CORRECTLY CORRECTLY TO YOUR
POLICIES

139 142

First:
Set Up Your
Receptacle

<<<<<

| COMPLIANCE

bing

140 143

Digital Manua L

141 144
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@,

via E-470 N
34min 34.8mi &
Est. fuel cost: $1.95@

Written Policy / &

and Procedures™Y Procesy

145 148

Start out going southwest on Rosemont Ave fowa
Carmel Ct

Then 0,14 miles

Turn left onto E Lincoln Ave.

Merge onto 1-25 N/US-87 N toward Denver.

’ Dmplic : B .| .- S Procedure e A

(Portions tol)
Z ule ] N Step by Step Directions onr 27 e
0 or A 0 N Take the Pena Bivd E exit, EXIT 284, toward Den
r Intl Airport
e
D D P DIre D -

Merge onto Pefia Blvd

Pefia Bivd toward Terminal East

146 149

Benefits of Policy
and Procedure
Policies and procedures:

- Guide operations without constant management
intervention for consistency

- Are the strategic link between the Practice’s
vision, and its day-to-day operations

- Are designed to influence and determine all
major decisions and actions; and all activities\
take place within the boundaries set by them

- Ask "What's our policy on that?”

147 150

855-832-6562
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What is the Difference?

Policies

- APolicy is a predetermined course
of action, which is established to
provide a guide toward accepted
business strategies and objectives
as well as compliantly operating

151

Policy

Are general Identify
in nature company rules

Describe who What & Why
itcovers

152

Procedure

Identify Explain when
specific actions to take actions

Include warnings Examples
and cautions included

855-832-6562

end points) that must be followed
in the same order to correctly
perform a task

Procedures provide the reader with
a clear and easily-understood plan
of action required to carry out or
implement a policy

Tell when the
rule applies

Are normally
described using
simple sentences
and paragraphs

Describe the
consequences

Show
emergency
procedures

Are normally
written using an
outline format

How,
When & Who

A Winning
Combination

- Procedures are the specific method
employed to express policies
in action in day-to-day operations,
of the organization |
- Together, policies and procedures
ensure a point of view held by the
practice is translated into steps
that result in an outcome compatible
with that view

154

Implement Policies
and Procedures

Assess what policy and procedure exists
Make an action list of the most
important policies first

Documentation, Medicare, Financial, and
Coding policies take precedent

Similar to HIPAA in that both require P&P
customized and scaled to practice

155

Policy Can Defend in a Billi

(Practice Identifying Information)

Sample Office Policy for:
Counting & Billing Timed Treatment Codes

Itis the policy of this office to always document and code properly to ensure that only that care which is medically
necessary is presented for payment from a third party payer. To that end, we recognize that we must clearly describe
the appropriate amount of intra-service time spent with the patient for documentation, coding, and billing purposes.

This office follows the guidance from the AMA/CPT and CMS when determining the timed coding processes used. It is
our policy to never charge for a timed treatment code performed for less than 8 minutes. We will properly document
the service in the patient’s record, but will not charge for the service if it doesn’t meet the appropriate time threshold.
We review carrier medical review policy for the carriers we bill on a regular basis to determine whether their specific
policy is different from that of the AMA/CPT process. If so, we will ensure that we bill for timed codes according to the
policy of the carrier we're billing. Through our internal documentation and coding auditing processes, we regularly
review and evaluate our timed coding billing. This policy will be reviewed at least annually and updated as necessary.

156
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Policies for Each
Organization

- OIG (Office of Inspector General) requires
policies for healthcare operations
- OCR (Office of Civil Rights) requires

polices for HIPAA (privacy)

- State Boards may require standards or rules:
that require a policy

- 3rd Party payers may require standards or
rules that require policies or different
paperwork than what is normally used in
your office... you need policy for this!

157

Conflicting
Guidelines

When you encounter
conflicting statements
(State Law vs. Federal

Law on billing, coding,
documentation, delegating
services, medical records,
eic. ...

Always adhere

to the most restrictive!

158

State Board Rules
that May Require Policy

Most states have minimum documentation
requirements
- Blood pressure (1/yr., quarterly,
if history indicates)
Non-musculoskeletal history
Service performed
Dx
Complaint/symptoms
Objective findings
Referrals, testing,

159

855-832-6562

If your state has minimum
requirements, you must have a
policy stating how you will meet
and/or exceed the requirement

Minimum Documentation Requirements.

Sample Policy
Example of
What May be
Required

160

Colorado Rule 15-Proced.
Unproven and Require Ini

Colorado Rule 15--Procedures Which are
Unproven and Require Informed Consent

_AWh ded,
the patient or the patient's legal representative.
8. The following. 3 , whether a procedure
is unproven:
1. Whether the procedure is taught as part of the regular curriculum of atleast one college of

2. Whether ) {ationshi

3

based on current research as evidenced by:

Physiological Therapeutics (MPT), Bone and Joint Surgery).
b.. Supportive preliminary resulsina peer review journal.

Research),

journal ortexts.

161

CPT® codes searched: 98940

CPT code: 98940

‘The procedure code you entered was not found on the Aetna Participating Provider Medical Precertification List. If youre a
procedure for a medical or

% See the Aetna Behavioral Health precertification list (PDF)

Review our B

See ou clinical policy buletins >

3rd Party Policy

- Sometimes different coding and/or documentation is required than your practice’s stand
- You need a written policy for how you will address the different standards

162
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¥aetna’

Scope of Policy

Payer Requirements for Medicare Compli

This Clinical Policy Bulletin addresses chiropractic services.

Complete your required Medicare compliance
training by December 31, 2023

Participating providers in our Medicare networks are required to meet the Centers for Medicare & Medicaid Services (CMS)

1. Medical Necessity

. Aetna considers chiropractic services medically necessary when alf of the
following criteria are met:

1.The member has a neuromusculoskeletal disorder; and
2. The medical necessity for treatment is clearly documented; and
3. Improvement is documented within the initial 2 weeks of chiropractic care.

program for first-tier, and related (FDR) entities as outlined in the FDR program guide.
+ DSNP and/or FIDE providers must complete the annual Model of Care (MOC) training and attestation (when released in the
If no improvement is documented within the initial 2 weeks, additional summer) by December 31, 2023.
chiropractic treatment is considered not medically necessary unless the
dhiaptaickeatnant e rnadiled * Delegated providers/entities are required to attest based on contracted networks.
If no improvement is documented within 30 days despite modification of
chiropractic treatment, continued chiropractic treatment is considered not
medically necessary.

Aetna Medicare Advantage (MA) plans include HMOs, PPOs and DSNPs

Tolk bout our MA plans, including DSNP plans, vi Medi dvantage Quick R ide (PDF).
Once the maximum therapeutic benefit has been achieved, continuing ©earn more about our MA plans, including plans, view our Medicare {EDE)

chiropractic care is considered not medically necessary.

163 166

AnFDRisaUS. i
means first tier, downstream o related entity.

Third Payer Bules

orga

ation determination (OD) notice of denial

Medi for pl

them any amount beyond

It the member the

preservice OD notice of denial from us, you must hold the member harmless for the noncovered services. You can't charge

Ifaserviceis under Original Medicare o is a i isnt needed.

You inancially liab

necessary or in are not “Insuch the member isn't likely to know f a

service is medically necessary.

You or the member can denial. This will the member has coverage for a service before
it the status of labor

You'

have to pay the full cost

164

Requirements Mean

More Policies

165
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* The member has a preservice OD notice of denial from Aetna®

+ Aservice or supply is never covered under Original Medicare

Federal Health Care Fraud Statute: prohibits
schemes to defraud any federalhealth care benefit
programor obtain the money or property of such a
programthrough false or fraudulent means.

Federal Anti hibits offe

ing,
paying, soliciting or receiving anything of value for the
referralof federal health care program business.

Federal Civil False Claims Act (FCA): prohibits

jinglyand lly iti causingto be
submitted or conspiringto submita false or
fraudulent claim for payment from the government or
the use of a false record or statement in supportof a
claim for government payment.

Physician Self-Referral Law (Stark Law): prohibits
physicians fromreferring patients to receive
designated health services (i.e. labservices, PT, OT,

; eoihae hsesyic 1o
Medicaid from entities which the physician or a family
member has  financial relationship.

Fraud, Waste and Abuse Laws

o

FDR Training-Reqyired

Lead the way

First tier, downstream o related entity (FOR)
Lastupdated Merch 2025
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Practice
Code of

Conqugt
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The Code of Conduct As Needed Duties

“A code of conduct is an important tool to communicate an » i} 1
organization’s mission, goals, and ethical requirements ce = - Initial compliance training for new
to its operations.” z = team members, within 10 to 90 days

HHS Compliance Guidance o of employment

- Ongoing, and remedial training

It means employees must report all compliance concerns to the based on audit findings or spot

internal Compliance Officer before reporting to an outside entity. check findings
- Ongoing case work for compliance

It is the first step to creating a compliant culture in the practice! incidents

169 172

y # Maintain icbicky
o i 7 Your Program e
Compliance FEN KEEP
1-3 hours per month

Leadership ‘ CALM

and Oversight ;"1 I there o polcyfo that? (MTHE
- F 3 andprocedurs s N COMPLIANCE
Keep to a compliance

OFFICER

170 173

L/ EGREIANEE oFceres ANUAL CALENDAR
i W) Ea JANUARY 2025
. 3 Sun Wion ToE =3 o Gl ST
Daily, Weekly, Monthly, , N ‘ DSOS O
Annual and As Needed Duties™ =
[ N N E2 B B ) B € I
Let's Review--- Annually: Ce ————
Daily: Ongoing monitoring charts per proi
Weekly: Team meeting training; audit; review all p der 13 1 15 16 17
review recommended concerns review existing policy and pra ) C L i, | L L I DW,,L L L
Monthly: Compliance meeting with annual compliance meeting with the e
doctor; spot check 1-4 notes team; renew the practice’s Code of
per provider; random EOB review Conduct; confirm key team members L] 120 [21 2] [2s] [2¢] L]
have completed annual training; o — ———
conduct formal compliance training
with the entire team ] 27 [2s] [29] [s0] [31] [

171 174
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Take Time To Properly
Train All Team Members

- Team members must be trained on
Policy and Procedure

- Don’t throw someone into their job

- Billing/coding/collections team
members are a must

- Train at the beginning of
employment and at least
on an annual basis

175

Employ Comprehe
Education and Train

Always document every training
with a training log signed and
added to compliance manual
Every webinar, free or otherwise
should be included, if appropriate
All outside seminars should

be documented

CO should lay out a training plan
early in the year according

to the calendar

176

Next, Keep Open Lin

of Communication

177

855-832-6562

Logic Wins the Day Here

Communication requirements can be fulfilled utilizing various formats or a combination of formats. There must be a
clear and concise procedure for the reporting of fraudulent or erroneous practices. The size of the practice and
budgetary will define the fthe policy.

* Open Door Policy: Practices may institute a policy stating the providers and the Compliance Officer or contact
are available to all personnel to discuss a possible non-compliant situation or answer any questions regarding
compliance issues, without fear of requital

Drop-Box Policy: Practices may institute a “drop-box” for placement of anonymous reporting of alleged non-
compliant conduct or behavior. The drop-box should be located strategically within the clinical site to encourage
usage by personnel and patients.

Compliance Bulletin Board: Bulletin boards for compliance related issues are utilized to constantly remind
patients and personnel of compliance related subjects or to disseminate new compliance information. Personnel
and patients should have continual access to the compliance bulletin board. Information posted will have to be
regularly reviewed to ensure current data is being provided.

Hotline or E-mail: Practices may implement a compliance hotline or compliance e-mail capability to encourage
anonymous reporting directly to the Compliance Officer or compliance contact. The hotline can be an 800
number or separate telephone number established for personnel and patients to verbally report compliance
complaints. An e-mail address can be established to receive electronically generated complaints of alleged
misconduct or fraudulent behavior or conduct. These systems should not identify the person making contact,
record the telephone number or any other data that could result in a breach of informant confidentiality.
Practices can also contract with an outside source to provide these services

178

Enforcing
Standards:
Consequences
and Incentives

179

Enforce
Disciplinary
Standards

- Lay out a sliding scale of
discipline to be enforced

- Range from verbal warning
and retraining up to referral
to law enforcement

- Document, document,
document

Follow Up Training
Is There For a Reason

180
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Conduct Internal
Audits and Monitoring

- Consider an outside entity to conduct
a baseline audit on your behalf
- Use error rates to determine what is next
- Audit coding, reimbursement,
and statistics

coon form vl completed erminaton

181 184

Efficiency check; a systematic

- check or assessment, especially
egligence s -

[ — ‘ } of the efflcn_snc_y or effectiveness

Disorderly conduct v ofan orgamzatlon Or process,

Fraud or falsification on employmen N ! - \ typ ica ”y carried out by an

application S .

Unsuitability to job requirements wy . - independent assessor

Insubordination i 5 | Audit Defined
Violation of applicable statutory

requirements
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Self-Auditing
Risk Assessment , Is Part of Compliance
Auditing

Medicare expects self-auditing

Coding audit to review ratio of CMIT codes and others
ICD-10 audit to review coding “patterns”
Identify red flags and weaknesses in coding

a n d Mo n i to ri n g - Required element of your compliance program
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855-832-6562
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Why Perform
Self-Audits?

- To identify and correct
weaknesses in the patient
record documentation to prove
intent for being compliant

- To catch errors before
they are billed

- To achieve constant
improvement
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Be Prepared
by Knowing
Ahead of Time
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Post Audit Necessities

- Make refunds, if appropriate: Your self-audits'm
incorrect codes have been submitted or that ¢
not have been submitted at all. 3

- Take disciplinary action, if necessary: If a t

to adapt his or her coding and documentatiol
compliance with applicable regulations, disciplinary actmn may
be warranted.

- Change the focus of the audits: Issues and problem areas
identified in a self-audit may help determine the scope of the next
round of auditing.
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855-832-6562

Take Action!

- Revise policies and procedures.
Distribute copies of the updates thal
a result of the audit.
Provide additional training in
specific areas: For their educationa
improve their coding and docume
providers receive individual feedl
needed. For example, a physician
pattern of under-coding may be askedt
review the appropriate CPT or ICD-10 c¢
as well as the documentation guidelin
to strengthen his or her coding skills:
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Next, Respond/)
Swiftly to
Detected Offen
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Detected Offenses?

- Errors found on audit

- Misbilling

- Missing documentation

- Per Medicare, overpayments
refunded within 60 days
of discovery
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Chronological Record of Compliance Incident # 2013-01-1

t we were overbilling her
for CMIT at $40, 97014 at $30,
it as her birthday and

was overcharged on her

e tes copied from the notes section of And 'f Yo" Find 3 /
o R Someone On the List /

n L
ar it to indicate that
he requested thaigidouble check

ith on the date in questigllard eetmgw\th

1/12/13: Patient Mary Smith called and spoke to Mary Jones, very concerned and upsl
insurance. She stated that the EOB from BC/BS for date of service 11/14/12

- Contact your compliance expert immediat ) \
“ s wellas the - Doctor in Maine-CA was part of another prai |
h:

it she. un\ received CMT -
e does se macras, and the - Doctor in Kansas-Same name as a bad actor
visit so that the entry takes less time. She 1
on M| lay, hutd\d state that she has caught herself making. e
ay Balancing Sheet could balance if she added all the routing
slips and they didn’t 4 sefWites in the computer. When we looked at the routing slip, we found that

she incorrectly placed ree charges in the lower left corer total on the routing slip. However, only one
service was marked a§Mibleted. We discovered that this was a human error. When asked how often she feels this
happens, she admitted that it could slip through on busy days. I copied the routing slip, the End of Day Balancing Sheet

and have included them in this record as evidence of the human error.
)
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Employee Clearance

seon

Verify All
Employees

Creating a Policy

<o il
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a ighbagor
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The Basics
to Reduce
Your Risk

- Many DCs don’t know what they don’t
know, when it comes to compliance
in healthcare today!

- 0IG Compliance is that rule book that
many don’t know they must follow

- Monitor all coding and billing

- Focus in on Fraud, Waste, and Abuse

Search the Fxclns Pratect Yourself from [l Vi i Whistleblower
Database COVID-19 Fraud Plan Protection

OIG.HHS.GOV is the

- Bookmark this site
- Initial review, all new employees, ai
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855-832-6562
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ik REE
TO CHOOSE

BUT YOU ARE NOT

FREE frontie
COhBEQUENCE

GHCHOCE

Analyze Charges and ™
Documentation Regular

- Focus on potential trouble spots
- Know the s:gns the watch for daily
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THE PRACTICE
PERFORMANCE

. = ol | “g® ANALYSIS
You're GO’ng ; Your Practice’s Health Check-Up for
to Fin d so me K. / o Revenue, Compliance and Efficiency

Th in gs Wro n g . 1 WHAT'S INCLUDED IN YOUR ANALYSIS? ,\:

» Practice Billing Profile (PBP) ) Fee Analysis

» Proactive Chart Review (PCR) ) Accounts Receivable (A/R)
and Cash Flow Analysis

Use code SEMINAR SPECIAL

AMI100

at checkout
to enjoy these savings! (NORMALLY $499 EACH)

KMCUniversity.com | (855) 832-6562
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VISION ‘ W OIG Essentials:
Startan \ |

DATA u"lmSIH Begin to build a strong, sustainable compliance program with
KMC University’s OIG Foundational Compliance Implementation

lll s s u es L i s t” . ﬁiigziigﬁs \\v/ and Training Program.

Your
- Use to inform policy and procedure Business

as you go Baseline Audit (0IG-Required)  Dedicated, Certified
- Attack the hot spots first ISSUES PROCESS Full Access to the Compliance Specialist

s ; ® KMC University Library Customized Implementation
- Use good planning logic and don’t + ISSUES LIST + DOCUMENTED
il .09 .IDS - FOLLOWED BY ALL e ianes of all OIG Elements.

bite off more than you can chew Implementation Materials

- Use a professional for compliance
TRACTION ONLY SCANTHE
- ROCKS QR CODE...

+ MEETINGS LET'S GET
MINIMUMGMONTHS STARTED!

it emcuriversity om0 Essentials

KMCUniversity.com | (85!
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855-832-6562



