Clinician Coding for Family PACT Services Webcast
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S Farni HET Learning Objectives
CI Inician COd In g fO r Assigt cliniciansin under standing OFP policies
: : . for proper coding of Family PACT benefits
Famlly PACT S_erVICeS' Review new Family PACT benefits
New Case Stu d |es Explain differencesin the coding of E/M and
E& C visits
Michad S. Policar. MD. MPH Integrate Clinical Practice Alert content with
UCSF School of Medicine client management scenarios
Provide answersto frequently asked questions
Sponsored by
Office of Family Planning
California Department of Public Health — 2
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Famil BhCT Case Study 1 Famil T Case Study 1
T 7 Billable
Ms| isa 30 year old woman seen for a periodic S code: S301
health screening visit E&C: 29753
She currently uses OCs, but often misses pills CPT: 11975
and wants continuous protection Insertion of contraceptive implant
18 minutes of contraceptive options counseling Implanon kit: J7307
provided Do not Bill
Implanon inserted without difficulty =zonoLon o o
Implanon supplies (included in kit)
E/M visit for well woman visit on the same
day asa procedure (billed with CPT code)
3 — 4
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Fni@n  Implanon Policy July 2008 il Implanon Policy July 2008
J7307: etonogestrel (contraceptive) implant CuraScript Specialty Pharmacy isthe sole
system; includes Implanon and insertion supplies source distributor in the US
Limited to one per client, any provider, per 34 Provider qualifications
months Assigned a“training ID number” after

Permits early removal and insertion of a new participation in a 3 hour Implanon training
implant if necessary for scheduling purposes Schering Plough (Organon) representative
Limited to onsite dispensing; pharmacy will follow-up with provider in 30 days
providersare not reimbursed for Implanon Orderssubmitted to CuraScript are verified
Claims may be submitted for procedures done with clinician statelicense + training D
by physiciansand NMPs (NPs, CNMs, PAs) number
5 — 6
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il Implanon Policy July 2008

All implants must belabeled for usein the
United States and obtained from CuraScript

Providers must maintain invoices for implants
for at least 3 yearsfrom the date of insertion

Providers must keep awritten log (or electronic
record) for at least three yearsfrom the date of
insertion which includes...

Theclient’sname

Medical record and HAP card number
Date of insertion

Lot number of the product

CLINICAL PRACTICE

ALERT

July 2008

IMPLANON™ CONTRACEPTIVE IMPLANT
Implanon ™ is a progestin-only (etenogesirel) single rod coniracepiive system, inseried under the skin between biceps and triceps, that
is effective for up to three years.
KEY POINTS
« Attributes of Implanon™ include extremely high efficacy, rapid reversibility, steady hormone release, and a discreet
placement site.
Implanon™ use will cause changes in menstrual bleeding patterns such that predictable monthly periods will cease and all
bleeding will be unscheduled. Potential Implanon™ users must be counseled regarding characteristic bleeding patterns
and be willing to accept these changes before Implanon™ insertion is performed.
Implanon™ must be inserted and removed only by clinicians who have completed a company-sponsored training program.
All implanon™ devices purchased for use in Family PACT clients must be obtained from the single source supplier and
labeled for use in the United States (U.S.). Providers must maintain invoices for Implanon™ units billed to Family PACT for
at least three years in accordance with Title 22, California Code of Regulations (CCR), Code 51476(a).

QUESTIONS AND ANSWERS

How effective is Implanon™?

Implanon™ is ene of the most effective contraceptives available. International studies showed no preanancies in over 73,000 cycles of
use. In later studies performed in the U.S., the failure rate was 0.4 failures per 100 couples per year. No ectopic pregnancies were
reported in either study. There are no clinical studies of Implanon™ efficacy in women whose weight is more than 130 percent of ideal
body weight. However, in one study, etonogestrel levels were sufficient to prevent ovulation even in wamen waighing 90 kg or more.
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Case Study 2

MsE isa40year old G; P; woman who requests
information regarding per manent contraceptive
sterilization
After counseling, she asked for referral toa
gynecologist (the“rendering provider”) to have
an Essure procedure
Prescription written for 3 cyclesof OCs
After completion of her procedure, the client
returnedin
1 week post-op for follow-up
3 monthsfor resultsof her low pressure
hyster osalpingogram

Famil AT Case Study 2

First visit
S701, E/M or E&C for visit
On referral, include NPI of your practice
PM 330 Sterilization Consent must be
completed by either your practice (the
referring provider) or therendering
provider
Send original signed copy of the PM 330
torendering provider
Keep a copy in theclient’schart
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Case Study 2

Second visit
S702, E/M (with modifier -55) or E& C for
thevisit
Refer to radiologist for HSG (no earlier
than 11 weeks after procedure)
Include date of Essure procedureon form,
along with S702 and V26.51 (TL status)
Enter into your tracking system for follow-
up after HSG completed
All Family PACT services are available until
tubal occlusion is demonstrated by HSG
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a9 Case Study 2
Third visit
S702, E/M or E&C for visit
If HSG showsthat both tubesare
successfully occluded, deactivate HAP card
the next day
If HSG showsthat tubes ar e not occluded,
Continue contraception
Repeat HSG 3 months later
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Essure Permanent
Birth Control System

Essure micro-insert is placed through a

hyster oscope into the proximal portion of each
fallopian tube lumen

Micro-insert expands upon release and
anchorsitself in thetube

Scarring (not the micro-insert) blocksthe
fallopian tubesto prevent pregnancy

Efficacy similar to other sterilization
approaches (< 1% failure over 5years)

13

Moo I Essure Permanent

Birth Control System

Designed as an office procedure with local
anesthesia and conscious sedation

Asclinically indicated, may be performed in
an outpatient surgery center

Advantages over laparoscopic or mini-
lapar otomy tubal occlusion

No skin incisions

No entry into abdominal cavity

Rapid post-oper ative resumption of physical
activity

14
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Essure: Candidates

Women who prefer thisapproach to

lapar oscopy

Especially, for women with ...
Obesity (BM| of > 45)
Abdominal mesh that prevents lapar oscopy
Per manent colostomy
Multiple abdominal/pelvic surgeries
(adhesions)
Use of anticoagulation medications

Medical problemsthat contraindicate general

anesthesia
15

Fanil@tl  Essure Policy Memo: 2008

Provider qualifications
Must be an experienced hyster oscopist
Initial placement rates 86-90%
Training and proctoring required by
manufacturer (Conceptus) for certification
CPT Code 58565 (with modifiers) isa global code
when performed in a physician’s office
Costs
I'n operating room, more expensive than
lapar oscopic tubal
In office, about equal to lapar oscopic tubal

16
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Essure: Post-Placement
Follow-Up

Low pressure hyster osalpingogram (HSG) is
necessary 3 months after Essure placement
Performed by radiologist trained in this
technique
Protocol available at www.essuremd.com
(Essure*“ confirmation test” section)
Determinewho will be responsible for notifying
patient (thereferring or rendering provider)
Notification letter s available from website

If occlusion isnot demonstrated, repeat HSG
three months later

17
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il Essure Training

For More Information about Essure and/or
training opportunities, contact Conceptus

Web: www.Essuremd.com

Phone: 1-877-ESSURE2, prompt #
(1-877-377-8732, prompt #)

Essure_Reimbursement@Conceptus.com

18
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ud Case Study 3

MsPis27 year old woman seen for a post-
partum visit and initiation of contraception
She had an uneventful vaginal delivery 5weeks
ago and is breast-feeding her newborn

As she had no insurance cover age, she enrolled
in Medi-Cal “presumptive eligibility” and later
received M edi-Cal/pregnancy-only coverage
Shewas given an injection of DM PA and was
asked toreturn in 12 weeksfor her next
injection
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ud Case Study 3

At thistime, the client isnot eligible for
Family PACT

Do not bill Family PACT for
Officevisit
DM PA (X6051)
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Case Study 3

Women with other health coverage (including
M edi-Cal/pregnancy-only) are not eligible for
Family PACT

Eligibility for Medi-Cal/pregnancy-only ends
thelast day of the month in which the 60th
post-partum day occurs

Benefitsfor “ Medi-Cal/pregnancy-only ”
clientsinclude contraceptive methods

If found €eligible, activate Family PACT only
after Medi-Cal eligibility isno longer active

21
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Case Study 4

Ms. E isa 32 year old established patient who
has been using DMPA for six months

Complaint today isthat she has gained 8 pounds
since starting DM PA

BP, weight, and BM1 recorded, but physical
exam was unnecessary

Counselor discussed contraceptive optionsfor 5
minutes

Clinician counseling for 13 minutes

22
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Case Study 4
Billable Do not Bill
S-code: S202 Both “higher level”

E& C and E/M on

18 minute visit: either same date of service

E/M (99213) or

E& C (Z9753)
May aggr egate face-
to-facetimeof the
client with counselor
and clinician

Reminder

On January 1, 2008,
E/M rateswere
increased 90.1% for
comprehensive family
planning services

23
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E&C vs E/M:
Face-to-Face Time

AT

E&C |time |[E/M time E/M time
code |(min) |new  |(min) |estab* |(min)
99201 |<15 99211 (<7
(av=10) (av=5)
29752 |<15 |99202 |16-25 99212 |8-12
(av=20) (av=10)
Z9753 |16-30 |99203 |26-37 99213 |13-20
(av=30) (av=15)
29754 |31-45 |99204 |>38 99214 |>21
(av=45) (av=25)

eav= average time
*Established client: seen within past 3 years
#99215, 99205 are not Family PACT benefits 24
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E&C Visits: Staff Abilities

E& C visitsmay be offered by clinicians or by
trained and supervised non-clinician staff

Knowledge about reproductive health

Medical and psychosocial aspects

Behavior change, client-centered counseling
Communication skills
Recognize intense counseling needs

Non-clinician counseling staff must be directly
supervised on-site by a licensed practitioner (see
PPBI: Office, page 6)

25
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Office Visit Codes: E/M Visits

Family PACT E/M codesinclude
99201-99204 (new clients)
99211-99214 (established clients)

Family PACT defersto Medi-Cal policy
regarding use of CPT, E/M and modifiers
Use either time or 3 “key components”
(history, physical, medical decision making)
A new patient has not been seen in your
practicefor at least 3years

26
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E/M or E&C Visit?

Code
type

Code Provided
source |by

Level computed by

E/M

CPT-4 |Clinician, |History, physical exam, and
with or medical decision making
without OR

Counselor | clinician and counselor time, if
Services | greater than 50% of total face-
to-facetimeis spent in
counseling

E&C

HCPCS |Clinician |Clinician and counselor time
and/ or

Counselor

27

1
Famil

AT

Case Study 5

17 year old female new client requesting OCs

1% intercourse was 1 year ago; 2 lifetime
partners

Current and past medical history unremarkable
Breast and pelvic exam were normal; Pap and
cervical chlamydia sample taken

3 cycles of OrthoCyclen dispensed

Orientation to Family PACT provided before
clinician visit

Clinical visit duration 26 minutes (8 min health

educator +18 minutesclinician)
28
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Billable
S-code: S101

Case Study 5

Do not Bill

Higher level E&C
and E/M on same
date of service

Pap or chlamydia test

E&C 79751
(orientation)
26 minute visit: either
E/M (99203) or
E& C (Z9753)

Use combined time
with counsglor and
clinician

X7706 x3 cycles

Reminders
Pap smear not
recommended within
3 yearsof sexual
debut
Pap not required
before starting OCs

29
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Fui 1 Cervical Cancer Screening
—

Previous |ACS USPSTF ACOG
Guideline | 2002 2003 2003
Initiate Paps 180r SD | SD +3yrs SD + 3yrs SD + 3yrs
or21yrsold |or 2lyrsold |or 21yrsold
Hysterectomy Q3-5yrs | not not not
(benign disease) recommended | recommended | recommended
Upper agelimit | None 70 yo* 65yo, if no comment
* 3normal, no previously
abnormal x10yrs normal
Pap interval
<30yrsold annually [annual (glass) | at least every |annually
Q2yr (LBC) |3years
>30yrsold annually [Q2-3years at least every | Q2-3years
3years I
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g Adolescents: g
FamilWPACT . FamilWPACT Case Studv 5: Follow U
=== \Why Wait 3 Years to Screen? y P
New HPV infections are common, but they are Pap reported “ ASC-US, positive for high risk
not dangerousimmediately HPV”

Earliest HSILsare 3 years after sexual debut

> ; Follow-up visit for counseling (10 minutes)
Low gradelesionstypically resolve

Client referred for colposcopy

spontaneously
At 3yrs, 91% LSIL regress; only 3% When told that ASC-USresult wasdueto
progressto HSIL HPV infection, sheinquired about the

High gradelesionsarerarein teens availability and coverage of HPV vaccination

CIN 3 annual incidence 15-19 yo: 3/10,000
4 yearsafter HPV infection, CIN 2/3in <5%
CIN 2lesionsact like CIN 1; usually regress

—— 31 — 32
1 1 - .
Funil A1 Case Study 5: Follow Up Funi 1 www.familypact.org/providers
Billable Reminders CLINICAL PRACTICE
PDC: S102 Reflex HPV not a
benefit in women
SDC: 795.01 under 21 yearsold “april 2008
ASC-US Pap Referral for UPDATE: MANAGEMENT OF ABNORMAL CERVICAL CYTOLOGY
10 minute visit: either col poscopy was not Invasive cervioalsancer 1 a préventabi discase in & large majorty of women: a5 long =5 biEinyasius Cervieal lesions are
E/M (99212) or clinically indicated Sty for Calposaapy and Candcat ethlogy (ASCOP) which e betades it ihs Alers e ofthe Ameroan
. KEYPOINTS
E&C (29752) “P”a%“iigf’;‘g 'S repeat e enas e e T e St
Gardasil isnot a Key points, Q and A
Family PACT benefit Table 1: Management of non-SIL Pap smear results
Table 2: Management of SIL, AGC Pap smear results
L s Table 3: Management of biopsy results a
Fnii - High Risk HPV DNA Testing Fanil ASC-US or LSIL in Adolescents
|| clinically useful for e Adescont Women with
ASC-USand AGC Papsin women > 21 years ASC-US ox LSIL
old {females 20 years and younger)
Post-colposcopy and post-treatment follow-up
Primary screening (HPV+Pap), age 30 and Rep;at(yt:'!ugy
over ¢HsIL o 2HSIL
Not a Family PACT (or Medi-Cal) benefit
NO proven benefit for b
Any application in women under 21 yearsold
Triageof ASC-H, LSIL, HSIL Paps Neslativ! 2A5C Colposcopy
STD screening in the general population
Evaluation of clientswith genital warts sffef,'.’l‘:g

— Evaluation of sex partners 3 — 36
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Summary: ASC-US and LSIL

in Adolescent Women
ASCCP 2006

ASC-USand LSIL are managed identically
Colposcopy and (reflex) HPV triage are no
longer recommended asinitial options
If afollow-up Pap in oneyear islessthan HSIL,
perform a second Pap oneyear later
If result isASC-US or worse, refer for
colposcopy
Follow patientswith biopsy proven CIN | or
CIN 11 for at least 2 yearsto allow for

[
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Case Study 6

MsV isa19year old G, P, TAB, established
client seen for contraception...unhappy with
OCs, can’'t remember to change patcheson
time

Hashad 4 lifetime sexual partners; now in
monogamous relationship

Urine specimen collected for Chlamydia NAAT
Mirenainsertion performed without difficulty
At client request, oral HIV test performed
Contraceptive and HIV counseling: 24 minutes

38
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Famil AT Case Study 6
17 éillable Do not Bill
PDC: S401 E/M on same date
E&C: 29753 of serviceas CPT
Counseling (24 minutes) ~ Procedure
58300 Chlamydia test
IUC insertion
X1532
Mirenainsertion kit
53800 ZM
IUC insertion tray
86701-QW
HIV 1, point of caretest
T 39

Indications for IUC Use

Both IUC products
L ong term contraception in fertile women
WHO-MEC for IUD Use

Menarcheto age 20 WHO-2
Age 20 and older WHO-1
Nulliparity WHO-2
Parous WHO-1

WHO Medical Eligibility Criteria for Contraceptive Use, 2004
40

FamilWPACT

IUC: Use in Nulliparous
Women

Use of IUCs by nullipar ous women with low
risk of PID issafe and effectivel#
LNG-IUSisappropriate for nulliparous
women with menorrhagia and/or
dysmenorrhea

IUC expulsion, bleeding, and pain are slightly
mor e likely among nullipar ous women25

Suhonen S. Contraception 2004;69:507-512
Nelson AL. Obstet Gynecol Clin North Am. 2000;27:723-740
Dardano KL, Burkman RT. Am J Obstet Gynecol. 1999;181:1-5
Li C. Contraception 2004;69:247-250

Treiman K, et al. Population Reports. 199541
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Public Health Need for
Rapid HIV Tests

High rates of non-return for test results
In 2000, 31% did not return for results of HIV-
positive conventional tests at publicly funded
sites
Need for immediate information or referral for
treatment choices
Perinatal settings
Post-exposur e treatment settings
Screening in high-volume, high-prevalence
settings

42




Clinician Coding for Family PACT Services Webcast

Uni-Gold Recombigen

OraQuick Advance 3

44

Rapid HIV Testing

PRO
No lossto follow up
Reduce delaysin treatment and transmission
risk
Lessclient stressawaiting test results
Continuity of client-staff interaction
Practiceincome (if payment > expense)
CON
Staff timeto run test and counsel patient
Complexity of handling preliminary positive
results
Staff training, support, QA
Results may not be availablein lab report system
Practice expense (if expense > payment) a5

Conventional HIV Testing

PRO
All results confirmed (no “false positive”
preliminaries)
Lab runstest, not staff
Simpler sitelogistics
CON
Often poor patient return rates
Requirestwo visits
Anxiety while awaiting test results

46

Case Study 7

Mr BisaZ24y.o0. new client seen at a
community clinicfor a“ST1 check” ...no
symptoms

Had unprotected sex with 2 different women
recently during spring break

GC + Ct NAAT sent to lab (urine sample)
Blood drawn for VDRL, HIV tests

Hepatitis B vaccination series started

24 condoms dispensed on site

Time of clinician visit 17 minutes
Orientation to Family PACT beforeclinician
visit a7

Case Study 7

Billable Do not B_iI_I _
Hepatitis B vaccine

PDC: S501
SDC: V01.6 GC + Ct NAAT
ST exposure HIV, VDRL tests

17 minute visit: either

E/M (99202) or E& C (Z9753)
Z9751: Orientation to Family PACT
99000: Handling of blood specimen
X1500: 24 condoms

48
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Case Study 7: Follow-Up

Lab results: GC positive, all others negative
At return visit (21 minutes)
Dispensed cefixime 400 mg orally
Counseled regarding lab resultsand ST
prevention
Reviewed optionsfor partner natification
and treatment
Additional doses of cefixime offered at cost
for theclient’s sexual partners
Addressed retesting in 3 months (e.g.,
reminder call, lab dlip, or afollow-up visit)

49
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Case Study 7: Follow Up

Billable Do not Bill
PDC: S502 PDPT (additional
SDC: 098.0 doses of cefixime)
GC urethritis Reminders
Z7610 (+ clinic Partners may be
dispensing fee) eligiblefor Family
Cefixime PACT (and treated)

Many low cost
genericdrugsare
now available at
phar macies

21 minutevisit: either

E/M (99214) or
E&C (Z9753)

Use aggregate time

50

Types of Expedited
Partner Therapy

Patient-delivered partner therapy (PDPT)
Provide patients with drugsintended for
partner(s)

Write prescriptionsin the partners names
Arrangementswith cooper ating phar macies
Retrieval of medication by partnersat public
health clinics or other venues
Delivery of medication to partnersin non-
clinical settings by public health workers

52

Expedited Partner Therapy

Commonly applied to GC and Ct; EPT has
“limited role” in partner management of
trichomoniasis

EPT studies show that partnersare morelikely
both to be notified and treated for their
presumed infections

Written materials should accompany
medication and specially mention concer n about
PID in female partners

First line management is clinical evaluation

53

Case Study 8

MsR is33year old established client seen for a
check-up visit

She had a ParaGard inserted in Mexico 3years
ago, but she does not check for the string

On exam, the lUC string was not visible

Office pregnancy test negative

Pelvic ultrasound showed a copper 1UC within

theuterus

Visit time 24 minutes

54
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Case Study 8

Billable Reminders
PDC 1: $4032 *Unlessaprimary or
“Missing” IUC secondary benefit, all
76856 complication services
Pelvic ultrasound requires submission
Submit TAR* of TAR
2 claims should be
PDC 2: $402 submitted
24 minute visit: either $4032: TAR
E/M (99214) or number, TAR
E& C (29753) services
81025; urine PT 402: all other
services

55

IUCs: Family PACT Policy

Family PACT I1UC Claims|ssues
Both IUC products ar e benefits; the payment
rateisnow equal to the acquisition cost
To encourage counseling, an E& C visit may be
claimed on the same day asthe |UC insertion
If the purpose of Mirena iscontraceptive, it
may be used in women with heavy menstrual
periods
Covered procedures and studiesfor
management of |UC complications must be
approved by TAR
Post-abortion IUC insertion isa covered benefit

56

Missing IUC String: Diagnosis

Possibilities...
Expulsion, pregnancy, embedment,
translocation
Initial management
Probefor stringsin cervical canal
Cytology brush to tease from canal
Endocervical speculum or forceps
Rule out pregnancy

Prescribe back-up contraceptive method
until intrauterine location is confirmed

57

Missing IUC String: Management

*No IUC gringin canal
*Pregnancy test negative
1

Désires
retention

I
Desires
removal

+ initial ultrasound
Attempt extraction

Ultrasound OR KUB

dn

acted In Situ AFsent Absent Present
\
KUB
Embedded Not felt Ultrasound
\ !—‘—\ ﬁ‘ﬁ
Op hyst‘er oscopy Present Absent In Situ Absent
\ \
Extracted Trandocated  Expelled Translocat(gg

Case Study 8: Follow Up

Theclient requested that the |UC be removed
After paracervical block, an unsuccessful
attempt was made to remove the lUC with a
polyp forcep

Theclient wasreferred for a surgical

hyster oscopy (58562) for removal of her
embedded IUC

59

Case Study 8: Follow-Up

Billable Reminders
PDC: $402 Onreferral, include
CPT: 58301 NPI of your practice
Removal of IUC and $4032 (missing

IUC)

Rendering provider
should submit TAR
for hyster oscopy

60
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Case Study 9

44 year old woman was seen for periodic
screening visit 4 weeks ago
Physical exam was negative
Using condoms and sper micide
Screening mammogram was or der ed

Screening digital mammogram returned “ Bi-
Rads Category 4"

Management
Counseling visit (17 minutes)
Diagnostic mammogram ordered
Referral to surgeon for breast biopsy

61

Case Study 9

Billable Reminders
PDC: S502 Diagnostic
17 minute visit: either mammograms,
surgical

E/M (99213)
or E&C (Z9753)

consultations, and
breast biopsiesare
not Family PACT

benefits
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Mammogram Reporting : BIRADS

Breast Imaging Reporting and Data System

Assessment % | Cancer | Recommendation
pts |risk
0 | Incomplete Further imaging
1 | Negative 93.9 |0.1% |Routine screening
2 | Benign finding
3 | Probably benign |5.6 |5-10% |Follow-up every 4-6
monthsfor 2years

4 | Suspicious 0.4 |50% Biopsy
5 | Highly suspicious |0.1 |100% |Biopsy
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Summary: Breast Imaging

east history— Screening BI-RADSreport

Bymptoms Mammogram

>rior disease e Film

mplants « Digital 1‘,2 3 4‘,5

orsonal risk | ; / Benign Biopsy

ctor review Diagnostic Breast

L. Imaging Follow-up

inical breast * Dx Mammogram |

amination =~ «Breast MR Final
+Breagt ultrasound ~ result
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[ hitp://qap.sdsu.edu/| |
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Questions

67

Processing Forms
Download Now:

Evaluation Form
Sign-in Sheet

No Web Access Now:
Call 1-877-FAMPACT for forms
All participantsthat return an evaluation
form will receive a Certificate of
Participation

Completeforms and fax to 213 368-4410
Thank you for your participation! o
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