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25th Annual Business of Retina Meeting Handout
Booklet

Saturday 01 | HHS OIG Update

Saturday 02 | Lean Techniques for RCM

Saturday 03 | Evaluation of Injectables

Saturday 04 | Washington Update

Saturday 05 | Data-Driven Advocacy

Saturday 06 | Documentation Compliance: Training Scribes and Staff

Saturday 07 | So You Want to Build a Retina ASC

Saturday 08 | What Retina Fellows Look for in a Practice

Saturday 09 | Disaster Planning

Saturday 10 | Implementing DISC to Drive Culture

Saturday 11 | Practice Operational Efficiency

Saturday 12 | Analysis by 3PL

Saturday 13 | Challenges in Patient Billing

Saturday 14 | Cybersecurity: Recovery After a Ransomware Attack

Sunday 01 | Retina Coding for Beginners

Sunday 02 | Revenue Cycle Administrative Burdens

Sunday 03 | Onboarding New Drugs

Sunday 04 | Onboarding New Physicians

Sunday 05 | Synchronous vs. Asynchronous Scribes

Sunday 06 | Internal vs. Outsourced Billing

Sunday 07 | Fundamentals of the Drug Approval Process

Sunday 08 | Working Capital Management in a Retina Practice

Sunday 09 | Financial Planning Strategies for the Small Retina Practice

Sunday 10 | Coding Update




Christian T. Jurs

Special Agent
U.S. Department of Health and Human Services

Office of Inspector General

Office of Investigations

Methods

2005
—T— 2005

2007
2008

2008
2009

2009

All othei 2010

2010
2011

T 2

Peer Comparison: Diagnosis

-
Year diagnosed wif 73

2.87%

49.80%
3.22%

59.08%
3.56%

69.73%
3.89%

91.19%
411%

96.22%
435%

97.46%
5.87%

98.03%




Peer Comparison: ICG

Units of 92240 billed per Percent of beneficiaries who | Units of 92240 billed per beneficiary.

beneficia
00045 0.14%

6.3900 43.20%
0.0041 0.13%
7.8603 58.68%
0.0032 0.09%
95448 70.18%
0.0053 0.14%
12.0238 90.95%
00059 0.16%
12.0236 95.51%
0.0057 0.18%
12.0636 95.67%
0.0046 0.20%

5.9738 95.74%

Peer Comparison: Laser

Units of 67220 billed per beneficiary.

0.18%
31.60%
0.13%
50.30%
0.09%
65.70%
0.08%
86.43%
0.08%
92.43%
0.07%
92.62%
0.05%

62.62%

Case Example: Annete
Deatherage

1st visit: 4/21/2009

Immediately given bilateral FA and ICG
Immediately diagnosed with wet AMD
Laser photocoagulation at 15t visit

1.2734
3.8544
1.2680
3.3056
1.2803
3.7167
1.3364
4.2066
13955
42199
13626
4.2033
1.2472

1.5654




> Exam note

> Shows drawing
of macular
disease in left
eye and laser
treatment is
advised

DAVID M. PON, M.D., M.P.H.
oh

Laser Therapy, High
Angiography/ Feeder Vesel Laser, Intravitreal
“Tumors

Board of Ophthalmology Fellow, AAO.

> Laser form o nsent for Laser Photocoagulation
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Same Patient

> Examined by three other ophthalmologists
and expert witness

> One — just before Dr. Pon: 20/25 and 20/30
vision and “one drusen”

> One: July 2009: No wet AMD, no scars

> One: Nov. 2009: No wet AMD; no scars

> Expert: “No laser, no CNV, No wet AMD on
any image”

> Patient: Scared; never told wet AMD by Pon
— Secretary told on phone when examine file




Pitfalls

> You are everyone’s first line of defense
« Red flag diagnoses
« Failure/resistance to provide medical records
Inconsistent info
Outdated procedures/Impossible procedures
Aberrant Dx testing regimen
« Exaggerate severity — esp. with diabetes
« Excessive lasers in a time of Anti-VEGF
« Unapproved anti-VEGF drugs from overseas
> Most of the time — stand alone single MD practice —
no checks and balances

Pitfalls

> “Telemedicine” companies
> Stem cell Tx/Regenerative Medicine
> Stark/Kickbacks
> Amniotic membrane treatment w/o prior Tx
> Most of the ophthalmologist we see -
cataract or glaucoma
« Falsify cloudiness or ocular pressures
o Unnecessary lens replacement

« Easy to maintain good pressures when no
disease




Modifier
-25

Modifier 25

> Has to be (1) Significant and separately
identifiable, and ; (2) More complex than
99211

> Since surgical proc. — global periods — 67028
global period = 0 days

> Since surgical code — pre and post-op Tx
related to 67028 not applicable — only intra

> Often means a different dx, although esp. in
ophthalmology not 100%

Modifier 25

> Questions to honestly ask oneself:
« New Dx or just management of existing one?

« Is the surgical code (67028) already scheduled
or is exam necessary to est. if needed

« Can the tx with the -25 modifier be separated out
from re and post-op of surgical code with
reasonable ease?

> Just like law — reasonableness and
articulation

> Different levels of scrutiny — audit v. civil v.
criminal
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CCLORADO RETINA T RETINA

Lean Techniques for Revenue Cycle
Management (RCM)

Alan Kimura, MD, MPH _ Past-President, Colorado Retina, Retina Conailants of America
Daniel Maher  Directorof Payor Stategy & Population Health, Refina Consuitarts of America
Nicole Sith Director of Operations and Iegration, Retina Consularts of America

Marh 9, 2024

Financial Disclosures

* RetinAl - Consultant
* Johnson & Johnson - Consultant

Genesis of Our Lean Journey:
Finding Problems, Fixing Processes

b -

2V
=5

‘#1 Pt c/o'"WaitTimes‘ ‘#1 Burnout ~Admin Tasks‘
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Sharing Our Experience With Lean to De-Risk Your Journey
2017-2024...

Prepare!
AAOE, MGMA,
ASRS.

DataInfrastructure

Site Visits.
Mentorship

Leadership

Change
Management

Lean = Eliminate Waste!
6 Domains of Waste in US Healthcare

Eliminating Waste in US Health Care .
Donald M. Benwick, VD, VPP
Andrew D, Hackbarth, MPhil
JAMA2012;307(14)doi:10. 1001/jam 0.2012 .362

“The need s ugent to bing US health care costs intoa
sustainable range for both public and private payers.

Commonly, programs to contain costs use cuts, such as

reductions in payment levels, benefit structures, and
eligibility. Aless hamnful strategy would reduce waste,
not value-added care. The opportunity is immense.

I just 6 categories of waste—overveatment, failures of
care coordination, failures in execution of care processes,
administative complexity, prcing filures, and fraud and
abuse—the sum of the lowestavailable estmates
exceeds 20% of total health care expenditures.”

Administrative Complexity

JAMA | Special Communication
Waste in the US Health Care System
Estimated Costs and Potential for Sa

ngs

S S
‘~25—30%of5pendingis Waste! ‘ =
~$256B Waste from Administrative

Complexity

Badminsstrative Complenity




Commitment to Continuous Improvement
From Top-to-Bottom

Setting the revenue cycle up for successin automation and Al. McKinsey,July 2023

3/7/2024

* “Health system leaders can capture value by
being nimble_and failing_fast when required,
adjusting_raj and pursuing_opportun,
iorvulue as they shift, and investing for the

ng-term by setting the technology
foundation to enable automation, analytics,
and —when it’s ready — gen Al.”

« “_.Leaders from within the revenue cyde
function ...a willngness to seek out
opportunities, and gmindset of iteration and
continuous improvement in rapid feedback
cycles.

* Success =Opporturities tolmprove + Redesign of Processes
+ Opporturity =RejectedClaims.
* Process in Need of Redesign=Revene Cycle
* However, aDeparture from Defaut Posifon!
+ Short-termThinking of “Managing’ Denials Instead of
Preventingthem
* Long-term Thinking-->Ideniify Root Catses
« Pareto Principle (80/20Rule)
* Requires GordnatonAcrass the Organization
* RCM CannotBear the Burden Aore!
* RCMStaff
+ Scribe-MD's “structured”documentation
« Pre-Visit Prep,Call Center & Front Desk
« Payor Contracting Teams.

. i Stakeholder ?
Altools on the horizon avoid them(predictive andytics)

The “Current State” of Denied Claims

Revenue Cycle

Lean Works for Health Care
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“I Don’t Have Time For This!”
“Changeis Hard and Scary!”
“Where Would | Even Start?”

“Problems cannot be solved at
the same level of awareness
that created them.”

== attributed toAlbertéinstein

“WAIT!!!
Gimme a second.”

Making the Case for Structured Problem-Solving

Structured Problem-Solving:
S.0.A.P. Charting

5 R i

@_
Facat i o ey e chor oo

Structured Problem-Solving of Lean:

Plan, Do, Check, Act (PDCA)

Adjust and
Standardize

PDCA Cycles, SOPs Consolidate Gains|




Value-Stream Mapping of Retina Clinic

3/7/2024

MD Visit,
HEp,

Discussion,
Injection

and/or Dilation

A

A3 Template +
Plan-Do-Check-Act Cycle Embedded Within

— | [ —— | —

A3 Template:
Retina Clinic Bottleneck

[ — ———] -

[
Pt /o clinic visits too long! Restoreeven clinic flow
—_— e ‘

Ptexpectations as consumes

—_— Comeet et More cameras & photographers ($5);

Uneven pt. flow (stop-start) FAs; reduce habitual overimaging

imagin i cnicbotleneck —

Longwait times for imaging

. imaging
evenness of patient flow

— T
Imagingsuite far from waiting

room & exam roois; not e
cameras; poss. over-imaging

Patient-Centricity = Major Health Policy Meme |




Summary
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+ Reframe: Visualize a String of Process Steps
* Lean’s Structured Problem-Solving Tools

* A3 Template +PDCA Cycle + SOPs

* Collaboration Improves Creativity

* Discipline Prevents You From Leaping to the First Solution
*Lean Culture: Lean Thinking is Invisible

* Are You Allowed to Even Name the Problem?

« “Mistakes” Occurin Any Creative Process, But Continuous Leamning Improves
the Organization

*Inertia of Status Quo -> Continuous Improvement
* Lean is Fungible = Apply to Revenue Cycle Management...

"t B

Examples of Waste- RCM

* Time

* Manual spreadsheets vs. automated tasks

* Failure to identify root cause issues

* Example: consolidate and categorize all denial codes

* Money

* Failure to utilize system functionality you are paying for

* Postage in lieu of automated payment notifications

* Processing virtual credit card payments instead of EFT
* Example: Credit card fees and time

* Duplicative work

* Multiple people touching the same claims
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5S: SUSTAIN

Make 55 a way of Ife by forming the habit of always following  the first four S's.

58

‘ A3 Exercise 1 —Reducing DOS/ DOP
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A3 Exercise 1 —Reducing DOS/ DOP

Practiceis manually entering charges into their PM system which is
to A

CU RRENT CONDTIONS

« Physician fills out superbill st iz f it system.

 Officestaff collect superbills and physically delivers them to offste biling department, which can takeup to aweekafter thedae
of service.

+ Billngdepartment manually enter charges in PM system and scans superbillsintoin the EHR.

G 0 ALS/TARGET

« Enter codinginto theEHR at thetimeof serviceto allow the charges to integrateautomatically intothePM system.
* Meet chargeentrybenchmarkof 48 hours from date of serviceor less.

e Chargeentry

S at benchmak
e kel om EHR t of 48 hours or

e PMsystem less

3/7/2024

‘ A3 Exercise 1 —Reducing DOS/ DOP ‘

AN ALYSIS
superbilsae
pric isnot [ phcmere A whicedmi A poecupersiis
Uliang iy deiere WEneed o be
cleamniciodn | enteingaing | bilingafis to || smned w
funiondity on pper b fnuly” | elearonicods
Wi Speils entered R
PRO POSEDCOUNTERM EASURES

b Utiize electonic coding capabilites within EHR
+ Electonic coding willsignificanty shorten the charge entry process as the billing department  will have instant access to charges in the PM

System, without the need o retieve a superbill ormanually enter codes

Staffing costs can be reduced due to the lack of need forscanning ormanual charge posting

+ Can reduce charge lag to 2448 hours

Eiminate Repurpose

or reduce

excess staff

I A3 Exercise 1 —Reducing DOS/ DOP |

F O LLOWOP

Days from DOS to Charge Entry Days to Close Previous Month

* Chargelag decreased significantlyfrom i B Y
byweek2 and f ] bymonth2.
f gelag days to in tair to

- ing
met continuously.




‘ A3 Exercise 2 —Reducing % of AR >90 Days

B 4 CIGROUND.

sstem our 48 > 90w reducat 5%, Wtherels ilathred ta wemalose money
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e ratome modapan rm— RGM Drecto Manager

visittasks — work with vendor o aisure d duplcatetas ktiggers havebeen
moved

« Biling Supenvisor
+ Address biller with productivityissues— ersure hg she isproperlyained and
possibly puton a PIP
+ Ensure ¢ross communtationwith densl ard AR s pcials tsto quidlyidentiy
otental iss ves that uld lder lead to inaease in AR >90 Days
+ Bilers - required to work a @rtain numberof taks per veek

* Cre e monthlyphicmn indudingtop 10-15 hh doile azounts> X
R 3 - HOLD YOURSIVES  ACCOUNTSLE
I perEnie of AR
04 preent i pingonwad
-+ rplaes out sk~ fsere aplm for wers?
e~ ez ot preswnted, bt with ocalent ten runicsion md wea ky
e redews, heyan be augh ealy

‘ A3 Exercise 2 —Reducing % of AR >90 Days ‘

B A CEGROND.

fter valuestream mappingand 55 exercises, which led us to moveour mantal process toatask-based system, ourAR >90was
reduced by 5%, but thereis still athreat that wemay losemoney to timely filing f we can’t reducefurther

€ RRENTCONDITIONS

*AR >90 days is still 5% above benchmark
+Tasks not evenly distributed, some duplicated
“Uneven employee productivity

oA

I A3 Exercise 2 —Reducing % of AR >90 Days |

Remove duplicate tasks

Identifyroot causeof denialand AR issues

Direct thework-highest to lowest dollar balancesorted by oldest to newest
Mass appeal payor specific issues

* RCM Director/ Marager
« Revisit tasks ~workwith vendar 1o ensureall duplicate task triggers have been removed
. d AR v eal

+ Billing Supervisor
+ Address biller with prod ucty —ensurehe/ sheis properly and possibly puton a PP
. i denial and ickly fy potential issues that couldlater lead to

Days
* Billers ~required to work acertain number of tasks perweek




A3 Exercise 2 —Reducing % of AR >90 Days

« Create monthly physician prodictiity repotts, includingtop 10-15high dollar accounts > XX days— HOLD
YOURSELVES ACCOUNTABLE!

«Sometimesa handful of patientswith recurringmonth over month issues encompassa large percentage
of AR

«By looking at the accountlevel,you're much more likelyto figure outwhat the issue is, and preventit
going forward

We allrememberfinding a patient with a S-fgure baance, onlytolearn we werebiling the wrong payor!
What issues can be anticipated?
« Employeesout sick —is there a plan for coverge?

« Payorissues—these can't be prevented, but with excellent team communication ard weekly denial reviews,
they can be caugtt early

3/7/2024

RCM —POST LEA

LEAN provides you with one of the world’s most precious commodities: TIME!
* Renegotiate your payor contracts / bring contracting back in-house
« Continue to fine tune your processes, track additional KPls
+ Utilize evenmore tools/ automate as muchas possible

One group that moved toan automated payment module saw a 29% increase in patient payments,
YoV, and saved tens of thousands of dollars on postage

Patient_Payments, YoY|

What would you
focus on with more
time?

10



Evaluation of Injectables

* Objective: Participants will be able to evaluate the logistical

Evaluation of Injectables : .» (R ‘/ and financial aspects of adding new injectables.

HENRY M KWONG JR,MD * Description: The decision to add additional injectables to a retina

practice is more complex than simple reimbursement/margin.

« Factors that need.to be considered include time of reimbursement,
authorization, claim resubmittal, J-codes, CPT codes, and ordering/storage.




Disclosures Initial Cost Basis (J Code)

Cost Medicare

* Regeneron Ad Board Participant

Eylea (0178) 1,616.90 1,724.56

Lucentis 0.3 (J2778) 521.82 562.65

* PI/Sub | on Multiple Studies (Including Genentech/Roche, Regeneron)

Cimerli 0.3 (Q5128) 689.40 786.24

Lucentis 0.5 (J2778) 869.70 937.75

Cimerli 0.5 (Q5128) 1,149.00 1,310.40

Ozurdex (J7312) 1,373.00 1,439.27

lluvien (J7313) 8,800.00 9,328.05

Yutiq (7314) 8,996.00 9,522.00

Vabysmo (12777) 2,034.51 2,166.00

Beovu (10179) 1,880.76 1,951.44

Syfovre (J2781) 2,146.20 2,271.90

Eylea HD (J3590) 2,579.06 2,782.50




Through the Looking Glass...

* Mark up for small businesses

* Keystone Markup (50%): A common rule of thumb is to use a 50% markup, also
known as “keystone.”

Industry Standards: Consider industry-specific norms. Here are some examples:

Grocery Retail: Typically applies around a 15% markup.

Restaurants (Food): Use around a 60% markup, but it can reach 500% for
beverages.

Jewelry: Typically employs a 50% markup.

Clothing: Relies on markups between 150% and 250%, depending on the
brand

Rebate/Discount Programs

* Have ranged from “cash rebate” to credit or discounted price on
future purchases

* Question of potential IRS or “Stark-like” violation

* Ethical Dilemma
* Prescribing for maximum profit

* Prescribing for patient benefit

* Vegas rules—The House ALWAYS wins.




Procedure reimbursement (CPT)

Standard Intravitreal injection — 67028 ($108.33)
Suprachoroidal injections — 67516 ($115.07)

PDS implant — 67027 ($808.16)

PDS refill - 67028 ($108.33)

Tempus Fugit

Prior authorization vs step therapy

Chair time
* Tech time

* Explanation to patient
* Biosimilars/off label
* Direct to Consumer Marketing

* Procedural time

Resubmittals/Appeals




Payment cycle

Date of purchase
Date of use
Date of reimbursement

Date of Payment
* Variable terms of 30-180 days depending on vendor and manufacturer

¢ Credit Cards vs Cash flow

Average payment times for a “clean” claim:

Medicare — 27 days

BCBS — 21 days

UHC — 28 days

Cigna Medicare — 25 days

VA Triwest — 30 days

Humana — 20 days

AHCCCS — 25 days

Medicare advantage plans — 35 days




The Walmart/Buckee’s Paradox

* You can't always get what you want vs. Everything, Everywhere, All at once
(Lean Six Sigma vs Augustus Gloop)

¢ Cost cycle exposure Augustus

» Delayed reimbursement Gloop
* Change in payment terms
» Damaged/expired/contaminated stock

* Physical storage
* Refrigeration
* Inventory Management




Sources for additional information

RETNET
ASRS

AAO —Codequest

Advocacy
* AAO Midyear Forum Apr 17-20, 2024




American Society of
O ASRS

Washington

Michael M. Lai, MD, PhD,
e e 08 Chairman
| ASRS Federal Affairs Committee

Financial Disclosure

» No relevant financial relationships to disclo

ASRS Priority Issues

« Ensuring adequate Medicare physician pa

ecting patient access to Part B drugs and pres
ian autonomy to provide appropriate treatment.

s’ use of prior authorization and step therapy.

3/7/2024




Physician Payment: What Happened

« ASRS advocated for immediate relief from the full
Medicare payment cuts that went into effect January

Advocacy efforts from all across medicine, including 660 ASRS
embers and practice staff sending 2327 messages to legislato
ed in partial relief restoring approximately 50% of the cut.

ss failed to fix the full cut

a 2.04% cut from 2023 payment levels.

Physician Payments — Two Decades E

. 50% Cumulative change /
Medicare updates ﬁ/*
Compal‘ed to i Practice costinflation (MEI)
inflation in practice e
costs (2001-2024) Pl

e,
Note:
Adjosted forinfloniin pactice costs, Medicare — Physician update

00110 204 i

> S\ P T R . g ) A
FEEFEEE LT TP E S PP

Only Physicians Got Cut in 2024

Medicare provider 5 i

E
3I%30% 3% FALTALY FACTALY RRLEALS
updates for 2024 ;
Note: ¥
Haspital inparient, LIC hosgpital, hospice, hospital utpatiers and ’
H
Physician fee schedle inflation rate i the Medicare Ecomomic Inde, ;.‘ W Hospuce Ay

wiich hasa ottty adjusment.
Fotena adsents o quley peomance evitedfor . I
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prondertypes W20 oflationrate 2024 Update

4%
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Retina Codes Adjusted for Inflatiol

ESTAMISHEDDXAM  ESTABUSHEDEXAM  MEWEXAM oer i W RETNOPEXY NECTION PV PRUPRR  PVMM
w012 2014 w0t e wms e e @ ol ora0 @041 enes
e a1 1288 renss 4 N3 e Bama2 0885 V00412 TABSI0  TSeSl  1.8e2m2
2022 9048 1228 17,48 0% tesss IS4 2001 128 BMR 10ER MR 1A77Ad
bhapssien inmasmns 11521 16652 218.71 6115 L8787 10503 72308 14082 132393 105341 106408 221882
Adpusted 2074%
b
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-

Physician Payment: What We Wa

* Regular, inflation-based updates to the conversion fa

odify budget neutrality in the fee schedule.
ecent annual cuts are due to budget neutrality.
ease the threshold to trigger neutrality adjustments
eutrality on new services — E/M add-on code, remote monitoring

with a more clinically-meaningful and less burdensome

nities for specialists.

So what are we likely to

political situation
plicates our




Administration Priorities

1. Get re-elected.

*
2. Get re-elected. pRE;mE;TmL
Maintain positive economic 2524
growth/soft landing. ELECTION

ain border/migrant

her escalation of
icts.

Congressional Priorities Are Competi

Senate — Dem Control

p Biden get re-elected. Prevent Biden from getting re-
elected.

» Mike Johnson wants to keep his job.

* Move past current government
funding crisis.
Manage competing factions/slim
majority.

ar funding agreement.
nsive immigration reform.

Payment Advocacy — the rest of 2024

* ASRS and physician groups are focused on sec
long-term reform.

— First step: H.R. 2474 would tie physician payment to the
Medical Economic Index (MEI) that measures healthcare
nflation.

the post-Election lame duck session for action on

3/7/2024




Utilization Management

* Prior authorization reform lost steam in the last
due to unexpectedly high score from the Congress
Budget Office (CBO).

MS is implementing key provisions of the bill through the

ides CMS reforms reduce the cost of the bill, it
quickly.

More Work Needed on Prior Auth/Step

* CMS excluded all drugs from MA electronic prio
authorization regulations.

— Acknowledged pushback from ASRS and other organizatio
the final rule.

May address this in the future.

asn’t taken any action to reign in MA step therapy.

ough it says plans can’t have stricter requirements for
essity.

ASRS Advocacy Makes a Difference!

v CMS prior authorization regs
implement important patient-
protections and oversight of
plans.

was instrumental in
hanges to the MIPS
>ost measure to
a specialists.

3/7/2024




ASRS Advocacy Makes a Difference!

‘ v'ASRS successfully deve
and CMS is implementing
three new MIPS quality

measures.

&' v ASRS successfully advocated
for major changes to the Part
B drug wastage policy to

prevent under-dosing.

Help Support Inflation-Based Payme
Contact Congress RIGHT NO

MDs/DOs Practice Staff

[=]
[=]

3/7/2024




3/7/2024

UESTIONS?
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Why does it matter?

» Claim denials, audits, legal, regulatory, and payer
documentation requirements, fraudulent charges, and
fines

Scribe Models

* Virtual scribes + assistant for
drugs

+ In person scribes




Training a scribe

Training a scribe

Scribes and technicians
should understand the
difference in exam
codes and inform you
if any items are missing
or incomplete

Training and retraining

AS NEW TREATMENTS
ARISE WE (AS PHYSICIANS)
NEED TO STAY UP TO DATE

TO TRAIN THE SCRIBES

APPROPRIATELY

RETINA IS CONSTANTLY
CHANGING

3/4/2024




Biggest pitfalls

e e R e i e

* Clone documentation—
am looks identical to the previous visit for a patien
ming for injectio

worsening in A/P, is th
nd imaging sections?

Biggest pitfalls

M

* Incorrect documentation
* Patient ha

Biggest pitfalls

M

* Chief compliant is not addressed in exam or A/P
« “Patient complains of irritation and tearing”
* Per note, this complaint was not addressed during the

visit

3/4/2024
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Biggest pitfalls

e e R e i e

* Interpretations of imagir

* Writing 'positive,' 'normal,' or 'no change' is unacceptable

Biggest pitfalls

ild your no
warrant billing an exam? If so, then a modifier 25 with
m is appropriate

How to avoid pitfalls

“Please add punctate
epithelial erosions to the
exam, dry eyes to the
assessment, and use
artificial tears in the plan”
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How to avoid pitfalls

« Correct mistakes made by scribes immediately

Even with a great office manager, communication directly between the physician and
scribe is critical

Create an environment in which asking questions (at the appropriate time) is welcome

How to avoid pitfalls

¢ Conduct audits

+ At Texas Retina Associates, we obtain an annual chart audit along with physician
feedback

* Prepares you if you do get audited
* Impacts billing error and omissions insurance (renewal and premium)

> Y ‘ ’z % -
- ,! £ 88
LAw Thank you #

Jodi Creighton and Jeff Brochette

Qlrex




RETINA
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So you want

e

Retina ASC

Joel Pearlman, MD, PhD
VRMG, Inc
Retina Consultants of America




Visiting the Center

Benefits

Control of Schedules
Focus on Retina
Concentrated Expertise

New Revenue Streams
* Facility
¢ Building Partnership




Headwinds

Capital Expenditures

Staffing Issues

Anesthesia

Regulatory Issues

Fee Cuts

Rising Cost of Goods & Services

Regulatory
Issues and
Agencies

.

Conditions for Coverage 42 CFR 416

* Deemed Status
The Joint Commission on Accreditation of
Healthcare Organizations

* https://www.jointcommission.org/
Accreditation Association of Ambulatory Health
Care

* https://www.aaahc.org/
Accreditation Commission for Health Care

* https://www.achc.org/



Legalities

LLCs
Stark Law/Safe Harbors
AKS (and Safe Harbors)
Other Issues
*« CPOM
* ASC Licensing Acts (TX)
* CMS Reporting
+ OSHPOD (CA)

ARANZADY:
REPERTORIG"
DE
JURISPRUDENCIA

Licensing

T —
REPERTORIY

MEDICARE/MEDICAID STATE

LOCAL

&

PHARMACY

v/

INSURANCE PANELS



Certificates of Need
| ceitesorneed [N

Associations

CON

* https://www.ascassociatio g
n.org/asca/asc- -
operations/state- o 0
NO CON resources/find-a-state- )
association#CA ~y -
e -
No CON Law g -




Consultants

* https://sullivanhealthcare
consulting.com/

* https://www.medcgroup.c
om/

Licensing
&

Certification

Survey ASC
Preparation Development

Ambulatory
Surgery
Centers

Clinical/
Operational
Assessment

Consultants

* https://www.medcgroup.c
om/
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Common Code Facility Fees (CMS)

Staffing

HCPCS Code Short Description Facility Price
67036 Removal of inner eye fluid $939.30
67039 Laser treatment of retina $1,003.30
67040 Laser treatment of retina $1,080.75
67041 Vit for macular pucker $1,189.57
67042 Vit for macular hole $1,189.57
67043 Vit for membrane dissect $1,253.38
67101 Repair detached retina crtx $301.36
67105 Repair detached retina pc $290.64
67107 Repair detached retina $1,169.90
67108 Repair detached retina $1,237.06
67110 Repair detached retina $858.33
67113 Repair retinal detach cplx $1,383.56




Common Surgical Costs/Pass-Throughs

Pack

Drape Pack

Forceps

Laser Probe

Other Disposable Instuments
Disposable Wide-Angle Viewing
PFO

Silicone Oil

$400-600
$50
$100-150
$100-150
$100-200
$200
$500
$400

Finances

CAPITAL COMMITMENTS:

Upfront Capital Commitment - High (rounded)
Upfront Capital Commitment - Low (rounded)

Real Estate:
Real Estate Build-out - High
Real Estate Build-out — Low
All-in RCN PSF ~ High
All-in RCN PSF — Low

Equipment:
Equipment & Other Fixed Assets ~ High
Equipment & Other Fixed Assets — Low

Working Capital:
Start-up Working Capital - High
Start-up Working Capital - Low

$6,270,000
$5,170,000

$4,140,000

53,430,000
$940
$780

1,400,000
51,200,000

$730,000
$540,000

$4,860,000
$4,350,000

$2,940,000

$2,760,000
$668
$628

$1,400,000
$1,200,000

$520,000
$390,000

$2,960,000
$2,680,000

$1,720,000
$1,600,000|
$573
$533

$1,000,000
$900,000

$240,000
$180,000

$2,820,000
$2,540,000

$1,580,000
$1,460,000
$527

5487

$1,000,000
$900,000

$240,000
$180,000

$5,050,000
4,470,000

52,850,000
$2,670,000
5647
5607

$1,400,000
$1,200,000

$800,000
$600,000

$4,380,000
$3,820,000

$2,270,000

52,090,000
$516
$476

$1,400,000
$1,200,000

$710,000
$530,000



Feasibility Analysis P&L

SUMMARY P&L:

Total Net Operating Revenue (‘000's)
Operating Expenses (‘000's)
Employee Payroll Costs

Medical Supplies
Other Operating Costs

Total Operating Expense (‘000’s)

EBITDA (‘000's)

SUMMARY COMMON - SIZE P&L:
Total Net Operating Revenue

Operating Expenses.

Employee Payroll Costs

Medical Supplies

Other Operating Costs

Total Operating Expense

EBITDA

$3,617.9

$763.7
$1,2124
$230.2

$2,206.3

$1,411.6

100.0%

21.1%

33.5%
6.4%

61.0%

39.0%

$2,357.5

$428.6
$984.5
$1815

$1,594.6

$762.9

100.0%

18.2%

41.8%
7.7%

67.6%

32.4%

$975.3

$235.4
$412
$87.3

$734.8

$240.4

100.0%

24.1%

22.3%
9.0%

75.3%

24.7%

$3,944.1

$595.6
$1,509.2
$326.4

$2,431.2

$1512.9

100.0%

15.1%
38.3%
8.3%
61.6%

38.4%

$3378.8

$492.6
$1,379.4
$283.5

$2,155.5

$1,223.4

100.0%

14.6%

40.8%
8.4%

63.8%

36.2%

ROI Analysis

RETURN ON INVESTMENT ANALYSIS

Discretionary Cash Flow (High Capital Commitment) $1,321,563 $672,904 $170,449 $130,412 $1,422,846 $1,133,392
Discretionary Cash Flow (Low Capital Commitment) $1,331,563 $682,904 $180,449 $140,412 $1,432,806 $1,143,392
Annual Return (Cash Flow / High Capital Commitment) 211% 13.8% 5.8% 28.2% 25.9%
Annual Return (Cash Flow / Low Capital Commitment) 25.8% 15.7% 6.7% 32.1% 29.9%
Payback Period (High Capital Equipment) 4.7 years 7.2years 17.4years 21.6years 35years 3.9years
Payback Period (Low Capital 3.9years 6.4years 14.9years 18.1years 3.1years 33years




Breakeven
Analysis (by
Cases)

2,250
2,000
1,750
1,500
1,250
1,000
750
500
250

0

Breakeven Volume Analysis

Keys to
Success

Patience

Patients

Some Efficiencies
Management

Buy —in from surgeons
Flexibility

Excellence in Care



Ready for a
Time Out?
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Disaster Planning

Kristin Yockus
Senior VP of Operations and Integration
Retina Consultants of Anerica

J. Michael Jumper, MD
West Coast Retina

Disast

Those we can expect (not necessarily prepared for)
Natural
Man-made
Hy brid —tsunami causes a nuclear power plant meltdown
Small medical practice specific

“Black swan” events

San Francisco-1989
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Oklahoma City -2016

New Orleans - 2005

Southern California - 2023
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Santa Rosa - 2017

Hundreds of Sonoma County doctors

displaced by fires

Mo than 200 laeal doctors are lacking for temgorary or permanent housing, representing 1 in every & Santa Rosa

physicians. | [£)

Ehe New Aork Eimes

s e

Cyberattack Paralyzes the Largest U.S.
Health Care Payment System

The hacking shut down the nation's biggest health care payment
system, causing financial chaos that affected a broad spectrum
ranging from large hospitals to single-doctor practices,

—

o
Change Healthcare cyberattack
outage could persist for weeks,
UnitedHealth Group executive suggests

[ —
L 0 NLWSKV&

JAMA Health Forum

Trendsii 15 Hospitals, Clinics,
and Other Health Care Delivery Organizations, 2016-2021
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Arthur D. Fu, MD 1971-2020

The Impact of the Highly Improbable
Nassim Nicholas Taleb

Priority Areas to Address

Fostering a culture of preparedness
Building workforce capacity and resilience
Strengthening cross-sector partnerships

Helena Bonfitto, Benjamin C. Wise. AHA News; Dec 15,2022




Disaster Plan Objective

Managementof Staff Communication
Managementof Patient Communication
Managementof Hospital Communication
Managementof Documents
Managementof the Facility/Satellites
Managementof BusinessOperations

3/7/2024

CHECKLIST

HOW T GET THINES AIGHT

Disaster Preparedness Checklist

Backup and recov ery methods for electronic data

An inventory with photographs of tangible assets

Copies of important legal documents

Alist of important telephone contacts and email addresses
Afull-circle call tree for staff

Instructions for setting up instant messaging technology

Instructions for securing the records of patients undergoing
diagnostic testing/procedures
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Management of Staff Communication
Before a Disaster

Educate staff on how they will be contacted and establish written
communication protocols.

Distribute an official written chain of command so everyone knows their
role and line of communication.

Maintain a list of all employee phone numbers off-site & electronically.

Maintain emergency contact information for employees.

Have a policy in place that requires staff to report to the office to receive
triage directions and possible placement at satellite offices.

Curi Disaster Panning for the Medical Office 2020.
comMp-contentuploads /2! a 2_LFK-edted-1.pdf

Management of Staff Communication
During and After a Disaster

Give instructions to your answering service on how to answer calls.

Leave an informative message on the practice’s answering machine for both employees and
patients.

Ensure staff and patient safety. Determine if the situation will allow the practice to remain
operational, and under which circumstances you will have to close.

Utilize public radio, social media, and local media to contact staff if necessary. Know in
advance how to post such messages.

Offer staff transportation if necessary.

Hold a debriefing after the disaster with all management staff. Discuss what went well and
what could be improved. Communicate findings with physicians and document the
improvement  process.

L FK-e dited-1 pdf

Management of Patient Communication
Before a Disaster

Have a plan for handling high-risk patient populations

If the disaster is foreseeable, have an employee take
the next day’s patientlisthome in order to expedite
appointment scheduling. If you do this, be sure to keep
the information secure in order to protect patient
confidentiality.

www hhs gov/hipaafior-professionalsfagi60/can-health-care-information-be-shared-n-as evere-disaster/index himl




Management of Patient Communication
During and After a Disaster

Email your patients, ifpossible.
Place notices on ofice doors.
Utlize phone system (ifoperational) and cell phaneswhereneeded

Contactyour local phone carrier. They may be able to insetta message giving instrudions to patients and staff The
message can also redirectthe call o the answeringservice ifneeded

Make appointments available immediately for high-risk patients or those with urgentneeds. Ifyour ofice is clo:
damaged, utiize other locations (ie.,your satelite ofice or other temporary location).In e
may have to refer the patientto another practice or sendthem o the hospital

Designate personnel respasiblefor off-site managementofpatients
Dedicate a staffmember to work with patients and vendors o ensure maintenance ofmedications.
Maintain communicaton with hospitals and other physician groupsin orderto schedue patients eficienty
Maintain an oft-site list of all phone and cell numbers ich yaur pracice mayneed access

If disasterfrecovel nore than 2-3days, employ the media (ne elevision, radio, or sodial media) t tell
patients how they d contactyourofice. W in advancehow o postsuchm

Management of Hospital/OR Communication
Before a Disaster

Have a plan for office coverage based on physician/staff
proximity

Have a policy in place for cross-training issues.

Develop a plan on how you will handle elective surgery and

patient communication. The OR and physicians should work
together on cancellations and rescheduling.

Encourage physicians and other staff to purchase cell phone
chargers that can be used in the car. If electricity is lost, it may
be the only method available to charge the phone.

Management of Hospital/OR Communication
During and After a Disaster

Designate one staff member to stay in touch with each physician. Consider having a
back-up physician on-site at the hospital if necessary.

Use the hospital pharmacy to store drugs (for any perishable drugs if you do not have
a generator). Discuss your options with your hospital so you know what to do when
the need to store arises.

Work with your hospital admissions department. In the event of a disaster, your
physician may have to see patients in the emergency room versus a direct hospital
admission.

Give a list of staff cell phone numbers to major hospital departments (e.g. Operating
Room, Emergency Room).

Stress testing the back up systems frequently. They also recommend testing the
competency of personnel who will be called during a power failure

3/7/2024




Management of Documents

Hav e a plan for handling high-risk patient populations

If the disaster is foreseeable, hav e an employ ee take th
next day’s patient list home in order to expedite
appointment scheduling. If y ou do this, be sure to keep
the information secure in order to protect patient
confidentiality.

Management of the Facility
Before a Disaster

Know your aearesarces
idenify a contactnameandphonenunber forall locd rescurcesnamed atove:

Develop aerdar contzactlist Forexampe, who woud yau call forfallen treesthatobstuctthe pah to yaurofice?
Considerspeaking withotherpofessionaswhomayhaveexperiencedine sametypes ddisaster yauroficemayfaceone day
Contactresoraion comparieswho specidizein fire, waer, or sorm camageto find outwhatype d'senices are availablein you area
Be preparedto setup a temporary diice in anotherlocaion

Have a planfor funreling suppiiesard staffifyou haveto setup the diice in atempararylocation

Keep a disaster bac Usea bax thatis onrollersfor easy porability. Corsicerincluding someor dl ofthe followingitemsin the bac

Keep an up-to-date invertorylistofall suppliesin your office fyourbuildngis destoyedor damaged, havingthislistwill allow youto
itemize your lossesand replaceneeded items.

Management of the Facility
During and After a Disaster

Considerusing area hotels & atempararyresaice Theyofienhave inerretaccess.

Provide for ecuipmentard dectrical sdety. Unplug all elecrical appliances:
Have a conainnertareaavailéble.
Adjustyour level d'sewicedeperdingon thetype of disaseer

Use the locd media ftcan bea resaurcefor patierts and saffregardngshelters, medical care sdfety, emergercy
refills, and ranspartation Knowin advance howto reach such resauresandkeepthatinformatonoft-site.

Considerdevelopirg anemployeerelieffund orsdiciting denaionsto help those inneed.
If you anticipae floodng

pranede.
Considerthe length of ime withoutelectriciy . You mayneed to providefor analtemative source ofheaing or
cooling.

Turn the hotwaterheateroffifthe wateris oft Thesame adviceappliesto a re-Groulaing pump.

3/7/2024
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Management of Business Operations
Before a Disast

alure 1o protect your propy . ncea potential daim.

and third s mat place danaged equpment. Ask your caer if there are anyresictions that would

Management of Business Operations
g and After a Disaster

Notify your property insurance carier. When reporting a claim, the
description of the event is essential in order to determine coverage.
There have been insu e disputes over simple definitions such as
“storm surge” versus ‘flood.”

Notify the postal service to hold all mail.

Call the phone company. They may be able to do a back-up for missed
calls and voicemails. Note that a possible charge may apply.

Disaster Protection - Insurance

Business disruption insurance
Cyber insurance
Key man insurance

Disability




Implementing a Disaster Plan

Quarterly practice disaster test

Pick different scenarios (flood, cyber attack)
Drill with all staff members

Meet afterward to discuss

Refine your disaster plan accordingly

Conclusion

You can't be be disaster-proof but you can be disaster-ready
Mitigate known risks

Appropriate insurance

Back-ups

Cyber attack protections
Create a culture of preparedness

Plans

Checklists

Drills

References

. Disaster Planning - StatPearls - NCBI Bookshelf.pdf
Disaster Preparedness for Your Office Practice. pdf
Disaster-Planning-2020_LFK-edited-1. pdf
Emergency Preparedness Rule _ CMS. pdf
Hundreds of Sonoma County doctors displaced by fires. pdf
Preparedness & Planning _ CDC Emergency Preparedness & Response. pdf
Preparing Your Practice for a Natural Disaster _ Duke Health Referring Physicians. pdf
The Next Wave of Emergency Preparedness in Health Care _ AHA News. pdf
Tobak 2007 Amer Ac Fam Phys Emergency Preparedness. pdf
neprash_2022_oi 220087_167 6653 067.292 71. pdf

4. Main Types of Disasters and Associated Trends. html
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Implementing DISC
to Drive Organizational Culture

3/4/2024

. sl K wo
Scott Westhouse, DO Retina SPcCialisls
. of Michigan
ASRS Business of Retina 2024

Disclosures

* No disclosures related to topic

* Regeneron -S, |
* Apellis-A
* Genentech-A, |
¢ LumataHealth-C
* Aviceda - |
* EyePoint Pharmaceuticals - |
* Janssen - |
* Alkeus Pharmaceuticals - |
* Kodiak - |
e

S-Speakers Bureau, A~ Advisory Board, |~ Investigator, C- Consultant

What Value Do You
Add to Your Organization?

If you could pick a part of the EYE that best
represents your style, what would it be?

Comea
\ ot

Iris

Optic nerve




Today’s Goal

O Why is DISC Important

Q Overview of the DISC Model

O Identify and Adjust to Others
O Apply it to your Organization

3/4/2024

Keys to Success:
Understanding Self & Others

* Achievers throughout history have had one thing in
common...they know themselves.

* Achievers care about others and learn to modify/adjust to get
the best out of themselves and others.

« Achievers adapt to thrive rather than survive by developing
plans to their shor ings and take of
their strengths.

“Your success in life is largely determined by how well you interact
with others.”

- William Marston

Why DISC?
*My Story *Other Options:

*Enneagram
Retina Specialists * Kolbe Index
of Michigan « Clifton Strengths
* Myers-Briggs




Three Type of Conflicts
Me - Me
5.9
Al
Me - You @‘)
Me - Job
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ME - ME
DISC Behavior Styles
C

\MPLEMENTOR
' Dominance

Compliance

| COORD NATGg

Steadiness

ME - ME
DISC Behavior Styles

* If someone has an EXTERNAL style, they will be at the
right of the grid.
* Identifiable characteristics include:
* Assertiveness
* Fastpaced
* Dynamic
* Shaping people or situations
to meet their needs




ME - ME
DISC Behavior Styles

* If someone has INTERNAL style, they will be at the
left of the grid.

« Identifiable characteristics include :
 Structured
* Cautious
* Moderately paced
* Guarded behavior

3/4/2024

ME - ME
DISC Behavior Styles

* If someone is TASK ORIENTED, they will be at the top
of the grid.

* Identifiable characteristics include :
* Aneed to control
* Logic based
* Skepticism
* Perceives things to be “negative”

ME - ME
DISC Behavior Styles

* If someone is RELATIONALLY ORIENTED, they will be
at the bottom of the grid.
* |dentifiable characteristics include :
* Accepting
* Agreeable
* Receptive
* Perceives things to be favorable
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Task-oriented
Questioning
. Logic-focused .
Compliance Skeptical Dominance
Challenging
Indirect Direct
Moderate-paced Fast-paced
Calm Assertive
Methodical Dynamic
Cautious
Bold
Relationally-oriented
Accepting
People-focused
Empathetic
Agreeable
Compliance Dominance

7 '\4-'

Adapted Style Natural Style
Graph | Graph Il
DISC Report
D I s c D I s C
100 100
) %
* Natural Style S-D-I w -
7 70

* Adapted Style I-S

& &0
e LowC 0 —— 50
4 Q0
0 0
2 2
10 10
I

46 64 63 42 64 58 65 28
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Success
Insights
Wheel
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RELATER
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Leadership Styles
* Superpowers
* Kryptonite

g

Comparison with Direct Reports
Checklist for Communicating @

Most people are aware of and sensitve to the ways in which they prefer to be communicated to but may ot understand the styles of others. Most
Thi ides a st of things the other

find ths section y
‘should DO when communicating with the other. Read each statement and highlight the 3 or 4 statements which are most important to each
person.

Ways to Communicate with Scott Ways to Communicate with

Heather

Be isolated from interruptions.

= Use amotivating approach, when appropriate.

 Understand his defiant nature.
© Use her jargon.

‘ Present your case softly, non-threateningly, with a
sincerefone ofvoice; Put projects in writing with deadlines,

' g’fﬂa‘;“{mdﬁgns (preferably in writing) individual Provide time for fun and relaxing
Come prepared with all requirements, objectives and
‘ ey it B er Ul et support material in a well-organized "package."
« Use abalanced, objective and emotional approach. o Verlfy thatthe message washeard.
O « Understand her sporadic lstening skils.
o Fitter his ego « Be specific and leave nothing to chance.




Comparison with Direct Reports

Checklist for Communicating

Continued

This section of the report is st of things NOT to do while communicating with either Scott and Heather. Review each statement and highlight
at. y .

those the

Ways NOT to Communicate with
Scott

Ramble.

* Keep deciding for him, or he'll lose initiative. Don't
leave him without backup support.

* Give him your opinion unless asked
* Be paternalistic.

Patronize or demean him by using subtlety or
incentive.

© Lethim overpower you with verbiage.
* Beabrupt and rapid.

« Muffle or overcontrol.

Ways NOT to Communicate with
Heather

Direct or order.
© Talk too slowly or dwell on details to excess.

© Leave loopholes or cloudy issues if you don't want to
e zapped

‘ Forget or lose things, be disorganized or messy,
confuse or distract her mind from business.
o Use a paternalistic approach.

o Let her change the topic until you are finished.
‘ Speculate widly or offer guarantees and assurances
Where there is a risk in meeting them.

* Tryto convince by "personal” means.

3/4/2024

Comparison with Direct Reports
Value to the Organization @

This section of the report identifies the specifictalents and behavior Scott and Heather each bring to the job. These statements showcase the value

each person brings to the organization. This can be used to develop

Scott's Value:

* Has the confidence to do the difficult

asystem to capitalize on the particular value each person contributes.

Heather's Value:

« Can support or oppose strongly.

Creative approach to problem solving,

Builds good relationships.

Service-oriented.

People-oriented.

Big thinker.

Dedicated to his own ideas.

o Chisliengsoiend
B sually makes decisions with the bottom line in mind.
* Thinks big.

B Change agent—ooks for faster and better ways.
) Creative in her approach to solving problems.

« Sense of urgency.
 Spontaneity.

* Willjoin organizations to represent the company.

Our
Leadership
Team

O Doctors
Q Directors

Executive
¢ Clinic
* Operations
¢ Imaging

\MPLEMENTOR

RELATER
i D ——

Natural




ME - YOU
People Are Different

3 out of 4 people important to your success...
* Think differently
« Decide differently
* Use time differently
* Handle emotions differently
* Manage stress differently
« Communicate differently
« Deal with conflict differently

Bt Dorothy. (2009) New
York, NY: American Management Association.
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ME - YOU
Adapt/Adjust Your
Style for Maximum
Results

“It’s not what style you are; it’s what you
do with what you are and how you adapt
to another’s style.”

- Richard S. George

ME - YOU
People Readi‘ng Process

Details, Dollars, Deadlines
TASK ORIENTED

INTROVERT ‘
Asks, Responds S ‘ Tells, Initiates

EXTROVERT

PEOPLE ORIENTED

Feelings, Fun, Family




ME - YOU
People Are Different

QEach type has both strengths and development
areas

QDISC styles don’t limit a person’s ability to
accomplish

UDISC styles show how we tend to do things

\'ourSitk
(Understanding

(4
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Perfection

=
44 HDuh TR

COORDINATOR

3/ sHel
i =

Lshe
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Thinking and
Implementing
Creative Ideas _
\WPLEMENTOR

Getting

Results

Connecting
the Plan

1 9 Getting
i b Results
slom B Through
5 People

Implementing
and Fine
Tuning the
Plan

COORL INATOR
i

Implementing
the Plan

Promoting and
Implementing
Ideas 0




What Value Do You
Add to Your Organization?

If you could pick a part of the EYE that best
represents your style, what would it be?

Comea

Pupil
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ME — ORGANIZATION
Putting It Together
* What are your strengths? * What skillset does this job

ire?
* What are your weaknesses? require:

+ How do you leverage ) Am | a good it for the job?
strengths? * How might different styles

« How do you mitigate perform this job well?

weaknesses?
ME — ORGANIZATION
Putting It Together
Communication Motivation
* How do you naturally * What are some examples of
communicate? things that motivate you?

« Howd diustt * How do you think other
Oow do you adjustto individuals on your team are
better communicate to motivated?

the individuals on your * What specific things can you
team? do to get the most out of

* How can you help individuals on your team?
teammates better * What are examples of things

communicate with you? that may be motivatingto a
large number of people on
your team?

10



My Personal Action Steps...

* Take a DISC Assessment

» Start Looking For DISC Styles in
People around YOU

* Practice Adjusting
* Make a Plan to Implement in

w your Organization

I
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Resources

* Positive Personality Profiles — by Robert Rohm
* TTl Success Insights - www.ttisi.com/
* Crystal Knows - www.crystalknows.com/

* Other Related Topics:
* The Ideal Team Player - by Patrick Lencioni
« Emotional Intelligence 2.0 - by Travis Bradberry and Jean Greaves
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Keith A. Warren, M.D.
Warren Retina Associates

Financial Disclosure

I have no financial conflicts to disclose related to this presentation

Objectives

The purpose of this lecture is to examine and
streamline the processes involved in scheduling,
obtaining diagnostic testing and optimizing patient
flow through a retina practice.
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Objectives

At the conclusion of the lecture the attendees
should be:

1). Able to have their staff schedule an appointment, appropriate
testing and calculate the estimated cost PRIOR to the patient visit

2). Able to have staff appropriately prep the patient for their
appointment type (INJ ONLY, NEW, F/U)

3). Able to maintain efficient clinic flow with a reduced staff

4). Identify areas for improving efficiency in their individual practices

3/4/2024
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Operational Efficiency

=Organization
= The appropriate structure and personnel to complete tasks
required
=Preparation
= The completion of tasks, information and the inventory in
anticipation of the clinical workload
= Cooperation(Teamwork)

= Processes(Communication)that allow for the coordination
of all aspects of patient care services

Organization

= Well defined job tasks and responsibility
= Clinical Team- Work-up, Scribe and Float
= Administrative team — Intake, Checkout, Insurance Verification, Billing Services

= Uniformed orientation and training
= Single trainer
= Consistent terminology and implementation

= Routine review and renewal(reinforcement)

= Clearly defined flow
= Established protocol
= “Zone"” concept emphasis

Float IS O S
During down time float should be in the surgery scheduling office working on
secondary tasks i.e. phone calls (medical records / RX refills confirm next
weeks sx times, scanning, surgery paper work

Stock the Diagnostic rooms at the beginning of each day

Alerts doctor when patient is seated in the room by calling or texting him
Perform diagnostic testing, fundus, IVFA, OCT. A’s & K's, HVF, and ultrasound
Consent patient for surgeries

Set up laser and pneumatic retinopexy

Lead the laser and pneumatic patients to the appropriate areas

Leads patients to the check out desk

Brings surgery request over to check-out

Relays messages to the doctor regarding incoming calls, contacts outside
physicians at scribe/doctor’s request

*  Cleans equipment between each patients

® Cleans & archive images the testing rooms at the end of each day

e e o000 00 e
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Preparation

= Completion of the tasks required to perform key elements of a
comprehensive patient care experience.

= Front office
= Accurate medical records, insurance data
= Understanding of visit type (New, Routine, Injection only)

Clinical Staff
Patient encounter
Understand visit type (New, routine, Injection only)

Billing staff
Pre- certification, Prior authorization
Patient financial responsibility (No Surprise)

=
SURGICAL Ptname:
[DATE OF SURGERY
TXPE OF ANESTHESIA MAC " LOCAL GENERAL _ TOPICAL
LOCATION OF SURGERY smmc
LENS DIOPTER/ TYPE
OTHER REQUESTS
[FoR 301 i o
7036 [Phaco WL oot 53 [Focl L R

[PPVENL FOCAL eio oL 66985 Jrucl Laer Chorsd
I 67010 Repoition 0 6825w KT Repar
PPV 67041 [Rem Lew Phcor w50 _[vAG

5 67042 [Rem Lew Frog o PPV 56857 [T Rega G
[PPV \OX ENL GASOE | 67043~ [A'C Washout 65815 | INTRAVITREAL I
[PPV'SB ENL GAS O | 67108 [Popiopts o687 [Omriex
[REM.IMPLT POST SEG._| 67721 [Chalaron 8005 [ Avasin | 55900
[Sciea uckie 67107 Lasr rideomy (P ss2s [yl

x RD Repwir | e7113_poT 221 Jienis

5

Glaucoma
[

D) (IFTN BTET
08

Cornea [ Plastics
[[FEATH IFl BE) 05.21A | 22%A | JINARINA

Cooperation(Teamwork)

= The coordination of all service areas
for the most efficient delivery of
patient care.

Dependent upon:

= Processes - Allow for the accurate
transfer of patient
information(Clinical and financial)

= A system of checks and balances to - -
ensure implementation @iz ) EHlifng
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New patient flow

New patient flow

Diagnostic Testing

Float
Appointment l
Work-up BeEm
Scribe
(Ins. Ver)
Treatment

Float
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Injection Only

Diagnostic Testing

Float

Appointment

Float

Work-up
Ins. Ver.
; Inj. Prep
e Scribe
e e (Ins. Ver)
T i |
- Treatment

Cooperation (Teamwork)

= Frequent meetings and updates to processes

= Each staff member understanding their role in the big
picture

= Cross Training — Keeps flow with staffing changes

= Checks and balances- Coding, Testing, Billing,
Procedures

TEAM BUILDING!!

Team Building
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Summary

= Practice Operational efficiency requires:

= Organization — organizational design, structure and staffing
to achieved desired goal

= Preparation - Understanding and execution of tasks to allow
for the efficient delivery of patient care services

= Teamwork — Employees who understand their role (Feel
supported) and have the processes in place to provide the
best patient care

Thank You!!!!
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Analysis by 3PL

Retina
Consultants
of Texas

3PL-What is it?

* 3PLrepresents “Three Product Lines”

* Clinic > Drug = Research

« All 3PLs are complex and strategies are different for each
* 3PL organization is simple—Any bookkeeper can manage

3PL—Clinic/Professional Fees

* Impacted by “Visits” or how much activity each physician
produces

* Impacted by complexity of patient mix (Oncology/Uveitis)

* Coding accuracy
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3PL—Drug/Treatments

Impacted by “Distribution Agreement”

Payor Contracted rates (Commercial v. Medicare)
Payor mandated step therapies

Specialty Rx “Brown Bagging”

ASP fluctuations

Physician treatment plans/choice

Drug mfr discounts and dynamics

3PL—Research

* Participation in trials

* Sponsor budgets

* Success in recruiting for trials
* New patient volume

* Operational capacity

3PL—Traditional P&L

Sivang Heatheare Compary
2023 Summary ot Operasons
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3PL—After Re-Organization

Sarong Meskncars Compary
2023 Sumemary of Dparatons

TonaiSrong Clne oy Ressarch
Hesticars
Mot Revemmn
Prowssisnal Foss 9000000 8000000 ]
‘ . 7500000 - 750000 -
et Resarch Rvenc so000e0 : 500000
Ot Revaron ‘00000 10000 5 :
Tt Mot Rvers ey S100003 7500000 %0008
Osaratig Expansy
Parines Pyuician Compy 4500008 2028000 2625500 5000
Erploped Pryscien Corp 1500500 s, a75.000 150000
Omar Compensason 7000008 2200000 2800000 1400060
Resi Exparise 2000000 o, 752,
Mol Suppins Expanse 1,0000 it 78 50000
O Operating Expenses 3000000 1278000 1275900 asoges
“Total Oparating Expanses 79000000 2000000 0590000 3000090
Oparating incoma 2600000 1100008 0000 2000000
Oorating e % 2% g
EaImRA 2605500 1480000 00000) 12000008
PatacPhpican Come 4500000 2025000 2025000 50000
EamAr A6 2125008 2000 2SO0

3PL—Expense Allocations

* Start somewhere—Meant to be directional
* See below image of allocations:

- o o e

i s umm umes s

The End
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CHALLENGES IN PATIENT BILLING

CLAIRE M. MURPHY
CEO, PIEDMONT RETINA SPECIALISTS, PA

CLAIRE M. MURPHY

5 Physician Practice in the central Piedmont Triad area of North Carolina

14 Years Experience that began as a single biller with 1 Physician

4 Surgeons, 1 Medical Retina, 2 Locations

60 on staff including billing , administration, business office, technicians and scribes

FINANCIAL DISCLOSURES

+ Speaker Bureaus: Regeneron, Apellis

* Advisory Boards and Panels: Outlook, Apellis, Iveric Bio, Engage Education, Deerfield Research

* Consulting: Samacare, PX Technology , Iveric Bio
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WHEN | ASK A PATIENT TO
PAY THEIR BILL...

HOW THE
PATIENTS SEE US

OUR REALITY

Staff Compensation Office Supplies

Healthcare Costs Physician Recruitment

Accounts Receivable Staffing Shortages

Wait Times IT Cost
Supply Inflation Back Orders

Reduced Reimbursement Meeting Cost

Comp Formulas Overhead

Rent Insurance

Patient Demand Competitive Pay

Increased Deductibles Drug Cost

Facility Expenses Bonuses




PATIENT COLLECTIONS AND BILLING: HOW DO
WE BALANCE GETTING PAID WITH PROVIDING
CARE TO THOSE WHO NEED IT?

OFFICE VISIT COPAY

THE EASIEST AND HARDEST PAYMENT DUE AT TIME OF SERVICE PER THE
TO COLLECT. CCONTRACT BETWEEN THE INSURANCE
CCOMPANY AND THE PATIENT.

TIPS ON COPAY COLLECTION

Patients tend to have a lack of understanding regarding their insurance

collection at the time of service. A patient who understands their copay or
balance is much more likely to pay their bill

olic
uld be knowledgeabl
Approach & respond with KINDNESS. We don't know what someone is
going through, especially those on a fixed or lower income,
e a plan of what you want done if a patient cannot pay atthe time of
rvice and be cons
itis a violation of the patient/insurance contract, you can turn a
away if they cannot pay their copay at the time of service:

1 DONT KNOW WHAT A
COPAY OR DEDUCTIBLE IS

—_— -

&

ANDATTHIS POINT M
TOO AFRAID.TO ASK

3/4/2024
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ESTIMATES... AND NOT JUST FOR SURGERY

COLLECTING PAYMENT IN FULL AT TIME OF
ICE IS THE IDEAL BEST PRACTICE,
£D ON
DULE.

PATIENT

STATEMENTS My favorite
" ety cone g childhood.

infrastructure

Send out statements regularly. memor y is

Do patients have easy payment

access and resources for billing ]
e not paying
Make past due balances very clear. R l 1_ '

Check balances at check in, even P 1 s *

notifying patients before their visit

that their copay and balance will be
due.

s
e

PAYMENT PLANS

Will your practice accept them?

Is it be easy to enroll the patient and keep their financial
information secure?

Take into consideration: minimum payment, term of payoff, will
you charge a finance fee and what happens when a regular
patient is non-compliant with the agreement?

How do you monitor adherence?
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EXTERNAL
COLLECTIONS

+ Shop around for a good plan and low
collections ratio.

Consider a flat fee for small balances
or keep those accounts internal.

Make sure to track these patients and
make a plan for their medical care,
even if that means no longer seeing

THAT'D BE GREAT
) = e

Offering a limited time payment in
full discount before collections has
been successful in our practice.

Provide discounted services for self-pay paten

Refer patients to local community or government programs that

H OW CAN could provide help.

PEOPLE University settings can also be a better fit for an indigent
patient, especially if they do not get regular medical care.

Kindness and a supportive attitude can make a big differenc
CARE ?

A patient will usually be able to get emergency care at an
Emergency Department.

Also, hospital call patients may be treated differently. Make sure
to know if your hospital has any rules about patient collections.

QUESTIONS?




3/4/2024

THANK YOU!




Cybersecurity: Recovery
After a Ransomware Attack

Bill James, MHA, COE -
Talley Eye Institute TALLEY
Evansville, Indiana EVEINSTITUTE

Financial Disclosures:

= None

= Will not disclose companies that our practice used in our ransomware attack

First Things First:

Huge thank you to Jeff Brockette and Michael Sullivan

@ ASRS ==

Malware and Security
Threats within Healthcare

Strategies to Keep Your Practice Safe
Jeferey Brockete, MSHA

and
Michae! Sulivan, WBA

3/7/2024




3/7/2024

First Things First

= Change Healthcare / UnitedHealth

= Fluid situation, new information coming in constantly

= https://www.unitedhealthgroup.com/ns/changehealthcare.html
= AlphV and Blackcat have claimed responsibility, exfiltrating 6TB of data
= According to reports, $22MM was paid in bitcoin

= https://www.crn.com/news/security/2024/uni h-pays-22-milli group:
behind-change-healthcare-cyber-attack?itc=refresh

How Bad Is It?

FBI Internet Crime Complaint Center (IC3) 2023:

Complaints and Losses over the Last Five Years®

o9 h P 3.79 Million

Total Complaints
oo | .. $37.48llion
“Total Losses
o == 5101 ton
e

2023

W Complaints M Losses

How Bad Is It?

Infrastructure Sectors Affected by Ransomware

“Healthcare is the hardest hit industry sector.”
+ David Scott, Deputy Assistant Director, wats
FBI Cyber Division




April 2019

What happened:

= Our practice was hacked with Gandcrab V5.2 ransomware by Russian hackers
= All servers and several workstations were involved
= All affected files were encrypted with the extension WNMYGNJIV

= EHR, Email, and other files affected; all backups failed

= Each affected folder had a .txt file, describing what needed to be done to
recover our data

3/7/2024

April 2019

---=  GANDCRAB V5.2  =---

VOUR DATA IS RECOVERED®

UNDER NO CIRCUMSTANCES DO NOT DELETE THIS FILE, UNTIL ALL

*****FAILING TO DO S0, WILL RESULT IN YOUR SYSTEM CORRUPTION, IF THERE ARE
DECRYPTION ERRORS*****

Attention!

All your files, documents, photos, databases and other important files are encrypted
and have the extension: .WNMYGNITV

The only method of recovering files is to purchase an unique private key. only we
can give you this key and only we can recover your files.

The server with your key is in a closed network TOR. You can get there by the
following ways:

April 2019

What we did, Day 1:

= Contacted our health law attorney

= Contacted the FBI
= Their recommendation was that we not pay the hackers, but
= They understood if we made the decision to pay the ransom

= Searched for companies who have experience with decryption of files

= Determined that we felt more comfortable paying a reputable company that
could decrypt instead of paying the hackers




10

April 2019

3/7/2024

What we did, Day 1:

= Continued to see patients through this mess
= Our retina staff pulled previous injections through the medication inventory system

= Our anterior segment physicians are referral-based, and most patients were new
patients

= Follow up patients and post-ops:

= Utilized prior OCTs, Optos images, visual fields, and other diagnostic testing for
historical data

= Contacted the ASCs to get op reports for post-op patients

11

April 2019

What we did, Day 2:

= Informed staff of what has happened and what we were doing to recover data
= Informed staff to tell the patients (at that time) that our servers had crashed

= Begin decryption process of data
= All servers

= Which affected PCs needed to be decrypted vs. wiped and rebuilt

12

Two Weeks Later...

Terabytes of data finally decrypted

= Day-to-day operations back to “normal”

= Entered data from paper charts into the EHR into the system

= Determine if PHI had been compromised

= Difficult to determine

= Companies can do a “deep dive” of your data to determine:
= How information was exfiltrated
= If PHI had been exposed
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Six Weeks Later — What We Learned

3/7/2024

= An old account that was no longer used had been compromised
= A brute force attack was launched on this account to gain access

= Malware was uploaded to our RDP server
= 16 executables were launched in a span of 20 minutes

= The executables allowed hacking of the Administrator account
= Ransomware installed on devices, but

= PHI had not been compromised

14

Six Weeks Later — Disclosure

= Report information to:
= Health and Human Services / Office of the Inspector General (HHS/OIG)
= State Attorneys General (in our case, Indiana, lllinois, and Kentucky)
= Media
= Referring Doctors
= Patients
= Send a Letter Detailing Events of the Attack

= What information was involved

= Steps patients could take to protect themselves

= Contact information for the practice if they have questions

15

Six Weeks Later — Disclosure

= HHS and AG reports

= Work with your attorney to provide this information, which should include:

= HIPAA policies and procedures

= Password management policies

= Notice of Privacy Practices

= Previous Risk Assessments and Penetration Test Reports
= How your practice has responded to these reports

= A description of the incident

= What security steps have been taken since the attack
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Expenses Incurred

3/7/2024

= Our IT company acknowledged blame for the backup failure
= Did not charge us for their work

= Payment for data recovery: $167,000
= This included stronger antivirus protection from the recovery company
= Also included email protection tools

= “Deep Dive” to confirm no exfiltration of data: $20,000

= Legal fees: $35,000

= All covered and repaid through our cybersecurity insurance policy

= No fines or penalties assessed by the HHS/OIG and Attorneys General

17

New Policy and Procedure Changes

= Backups done every hour
= All servers and PCs with crucial data
= Loaded to a local appliance and moved offsite
= Backup data is tested and encrypted
= Air-gapped (no connection between the backup and our network)

= Continue to obtain appropriate penetration tests, vulnerability tests, and risk
assessments
= Discuss the results of these in board meetings
= Document the observations and recommendations in the board meeting minutes
= Designate these items as fixed, working on, or known and acceptable risks

18

New Policy and Procedure Changes

= All staff undergo annual HIPAA training, regular cybersecurity awareness testing
= Use phishing emails to see if staff are paying attention

= Discuss cybersecurity regularly in staff meetings
= Document this in the staff meeting minutes

= Check all accounts (Windows, EHR, SonicWall, etc.) to ensure all former
employees are deactivated

= Ensure password complexity and enforce changing at least every 90 days




New Policy and Procedure Changes

= Use multifactor authentication whenever possible

= Administrator password restricted
= IT company and CIO have this password
= Minimum 25 characters (ex., gaFDz5$Myn&x7!EHWHBNSYDBF)

= Changed regularly
= Make sure that your cybersecurity insurance policy is up to date

= Include cybersecurity in your disaster recovery plan and incident response plan

= Cybersecurity policy coverage is SIMM

19

Ongoing expenses

= Annual vulnerability testing, penetration testing, etc. for MACRA and MIPS

compliance: $18,000
= Cybersecurity insurance premium: $17,000

= Estimated IT support for cybersecurity: $13,000
= Includes offsite backup management, cybersecurity awareness training, etc.

20

Four Years Later...
= The HHS / Office for Civil Rights (OCR) can contact your practice

My name is and V' an Investigator with the LS. Department of Health and Human Senvcas (HHS), Office for Civil Rights
(ocs). is regarding OCR PC), which was recently
ability for a brief call at

(Talley
matter with you further. Please let me know your avail

your earliest convenience. Thank you.

The OCR wants to know if:
= You have continued your risk assessments, penetration tests, etc.

= You have continued to respond to these accordingly
= You have continued to provide training to staff all appropriate training

21
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Course Agenda

E/M and Eye Visit
Codes

/" NCCIEdits

MERICAN ACADEMY
F OPHTHALMOLOGY*®

Lasers &
Surgeries

Intravitreal
Injections

Office Visit &
Surgical Modifiers

@ Academy
Resources

Protecting Sight. Empowering Lives.*

E/M and Eye Visit Codes

Choose with confidence

MERICAN ACADEMY
F OPHTHALMOLOGY*®

Protecting Sight. Empowering Lives.*




Different documentation guidelines
99214 does not automatically equal 92014

MDM or total physician time

& treatment program

AMERICAN ACADEMY
OF OPHTHALMOLOGY®

E/M — medically relevant history and exam, determine level of E/M from

Eye Visit Codes — meet history, exam elements and initiation of diagnostic

Confirm the level of E/M and Eye Visit Code
Avoid 9 scenarios when not to use an Eye Visit Code
Maximize reimbursement

Protecting Sight. Empowering Lives.”

AMERICAN ACADEMY
QOF OPHTHALMOLOGY

of O i
Final Determination Table for Medical Decision Making

Toarrive at the final determination for the level of exam, 2 of 3 components (problems, data and risk) must have the same level of

Otherwise, select 1 level lower from highest level.

STRAIGHT
COMPONENT EORWARD
Number and/ or
Complexity of
Problems. o blems;
Addreasad st prablem Or 1 stable chronic iliness:

Or 1 acute, iliness |

MODERATE

Moderate

10r more chronic ifinesses with exacerbation,
progression. or side effects of treatment;

Or 2 or more sl.abln chronic Hinesses;

or inju
8 T'5table. acute iliness

©Or 1 acute, uncomplicated illn
or injury requiring hospital
inpatient or observation level of

or1 w problem with uncertain prognosis;
Or1 2cute finass with systemic symptoms;
Or 1 acute complicated injury

Protecting Sight. Empowering Lives.”

¢  low, or high).
HIGH

High

1 or more chronic ilinesses with severe exacerbation,
progression or side effects of treatment;

Br T acute or chronic fliness or injury ‘that pose a
threat ta life/body functio

Amount and/ or | Minimal or Limited
Complexity of none 10f 2 Categories must be met

Data to be Category F Tos s and
Reviewed and Socimants soy

l:omhmal\nn of 2 from the
Analyzed followi

ing:

“Review of prior external
note(s) from each unique
source;

* Reviaw of tharesults(s) of
each unigue &

. ome.mg pr e unique

egory 2: Assessment
requiring an independent

Moderate
At least 1 of 3 Categories must be met
Categary I Tests,

Extensive
2 of 3 Categories must be me
Gatary : Taskx. cocumets, of Kciapendart

hiztoriants). Any comoination o3 from the following:
* Review of prior external note(s) from
GniGuo source;
« Review of the result(s) of each uniquetest
+ Ordering of each uniquetest;
uirin
Or Category Py Independent interpretation of tasts

a test
by anoither physician/QHP (ot separately
reported;

the folowing:
* Raview of prlor xTermal ot frorn S

unique source
« Review of the result(s) of each unique test
+ Ordaring of esch uniue test

requiring an

DlCamgury 2: Independent interpretation of tests
« Independent interpretation of a test performed

by ancther physician/QHP (nat separately

mgerl!ﬂ)
Or Category 3: Discussion of management or test

historian(s) ory 3: Discussion of management or test interpretation
mkzlprellt . of or test
- Discussion of management or test ahy
with external o Gt Sup
Risk of Minimal Low Hudcr- e High
Complications Minimal risk of | Low risk of morbidity from Moderate risk of morbidity from additional testing or High risk of morbidity from additional diagnostic
and/or rbidity from | additional diagnostic testing treatment. testing of treatment.
Morbidity additional or treatment Examples only: Examples only;
or Mortality of diagnos! e « Prescription drug management « Drug therapy requiring intensive monitoring for toxicity
Patient tusting a « Decision regarding minor surgery with identified » Decision regarding elective major surgery
iy faentment patient or procedure risk factors with identified patient or procedure risk
Hans o « Decision regarding elective major surgery ctors
Yhout ilamifiec natiant o procachir risk + Decision regarding emergency major surgery
+ Blagnasis or treatmant significantly limited by D,,;';;:';:::“"‘“’ heasataation o escaltlion ol
e Ty e on not t0 resusciiate or to de-escalate
of poar prognesis
- Parenteral controlied Substances
Final 99202 99203 99204 99205
Determination 99212 99213 99214 99215
|__CPTisareqistored of the American Medical Source: CPT 2024 Professional Edition, Amer Medical Association, 2023
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Hospital: Final Determination Table for Medical Decision Making

To arrive at the final determination for the level of exam, 2 of 3 compenents (problems, data and risk) must have the same level of complexity (straightforward, low, moderate or high).

Otherwise. select 1 level lower from highest level.
STRAIGH
COMPONENT FoRwARp | LOW MODERATE HIGH

Minimal
135elf-

Number and/ or
Complexity of
Problems
Addressed at
the Encounter

el
limited or

problem

Low
2 or mare self-limited or minor
problems;
Or | stable chronic iliness;

Or | acute, uncomplicated iness or
injus

Or'l stable, acute illness

O] it CncotnploMar Wi i
inju 9 hospital inpatient or

iy r
Gbservation level of car

Limited

10f 2 Categories must be met

Category I: Tests and
ocuments any

combination

* Review of prior externai note(s)
from each unique s

* Review of the tesuite(s) of each
uniqus

+ Grering of cach unique test:

Or Category 2: Assessment

requiring an independent

histarian(s)

of 2 from the following:

Moderate

Y or more chronic ilinesses with exacerbation,
prograssion, or side affects of treatment;
Or 2 or mora stable chronic (inesses;

Protecting Sight. Empowering Lives.

High
1 or more chronie ilinesses with severe exacarbation,
grogression or sido effects of traatmont;

Or Tacute or chronic iliness or injury that pose a

Or 1 undiagnosed new problem with uncertain prognosis| threat to life/body function

Or 1 acute iliness with systemic symptoms:
Or 1 acute complicated injury

Moderate

At loast 1 of 3 Categories must be met
Category 1 Tests, documents, or
independent

historiants). Any combination of 3from the following:

* Review of prior external notos) from e
unique source;

+ Review of the result(s) of each unique test;

+ Ordering of each unique test

Extensive
20f 3 Categories must be mat

Category 1: Tests, documents, or independen
Ristorants). ARy combimation of 3 om the following
+ Review of prior external note(s) from each

unique source
« Review of the result(s) of each unique test
. Ornwmg of each unique test

roquiring an

DrCategDry 2 Indapendant ntarprotation of tests

Or Cotegory 2 Independont Interprotation of tests
« Independent interpretation of a test p
by another physician/GHP (not seporately

O Eategaly 3: Discussion of management or test

interprotation

* Discussion of managemant or testintorpretation
hysician our

(not separately reported)

by another physician/OHP ot separataly
mgort
or Cat: ry 3: Discussion of management or test
interprecation
« Discussion of management or test interpretation

(not separately reported)

Amount and/ or | Minimal

Complexity of or none

Data to be

Reviewed and

Analyzed

Risk of Minimal
lications Minimal risk of

and/or mortacity

Morbidity

o varmyor | ookt

Patient testing and

Management treatment

Low

Low risk of morbidity from
additional diagnestic testing or
treatme

Moderate

Moderate risk of morbidity from additional testing

treatment.

Examples only:

« Prescription drug management

+ Decision ragarcing minor Surgery with identifiod

tient o procedure risk fact

+ Blacision rigarding slective major surgery
without identified patient or procedure risk
factors
« Diagnasis or treatment significantly limited by
social determinants of heaith

igh
or High risk of morbidity from additional testing or
treatment.
Examples only.
« Drug therapy requiring intensive monitoring for toxicity |
« Decision regarding elactive major surgery

‘with identified patient or procedure risk

« Decision regarding emergency major surgery
« Decision regarding hospitalizatien or escalation of
hospital care
« Decision not ta resuscitate or to de-escalate
care bacause of poor prognasis
« Parenteral controlled substances

Initial Hospital 99221 99221 99222 99223
Inpatient
Subsequent 99231 99231 99232 99233
Hospital inpatient
Emergency 99282 99283 99284 99285
LBlisa althe Smerican Magdical Source. CoL 2024 Ldition Amer Madical 2023,

AMERICAN ACADEMY
OF OPHTHALMOLOGY*

EYE VISIT CODE CHECKLIST

Intermediate Exam Codes

92002/92012

HISTORY

O Chief complaint
o History

O General medical observation

EXAMINATION

O Three or more, but less than 12 elements
of the exam medically necessary to

perform

o

Visual acuity

o

Extraocular motility
Conjunctiva

Ocular adnexa
Pupil and iris
Cornea

Anterior chamber

oo ooooao

Lens

Optic nerve discs

a oo

Retina and vessels

AMERICAN ACADEMY
OF OPHTHALMOLOGY®

Gross or confrontation visual fields

Intraccular pressure

Dilation: As medically necessary.

Comprehensive Exam Codes
92004/92014

HISTORY

o Chief complaint
O History
O General medical observation

EXAMINATION

All 12 elements of the exam medically
necessary to perform unless unable due to
age of patient or trauma.

o Visual acuity

Gross or confrontation visual fields
Extraocular motility
Conjunctiva

Ocular adnexa

Pupil and iris
Cornea

Anterior chamber
Lens

Intraocular pressure
Optic nerve discs
Retina and vessels

O oo oooooooo

Dilation: As medically necessary. If not
dilated, document why.

Protecting Sight. Empowering Lives.”
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OF OPHTHALMOLOGY*

EYE VISIT CODE CHECKLIST

Intermediate Exam Codes
92002/92012

INITIATION OF DIAGNOSTIC AND
TREATMENT PROGRAM

Includes, but is not limited to:
o Prescription of medication, glasses or
contact lenses

Arranging for special ophthalmological
diagnostic or treatment services

(N]

Consultations

(W]

O Laboratory procedures

o Radiological services

Recommendation or decision for or
scheduling or performance of a major or
minor (000, 010, or 090 day global)
surgical procedure.

(W)

o Scheduling necessary follow-up of a
medical problem

o Other

AMERICAN ACADEMY
OF OPHTHALMOLOGY®

Comprehensive Exam Codes
92004/92014

INITIATION OF DIAGNOSTIC AND
TREATMENT PROGRAM

Includes, but is not limited to:
o Prescription of medication, glasses or
contact lenses

(u]

Arranging for special ophthalmological
diagnostic or treatment services

Consultations

(u]

o Laboratory procedures

o Radiclogical services

Recommendation or decision for or
scheduling or performance of a major or
minor (000, 010, or 090 day global)
surgical procedure.

W]

o Scheduling necessary follow-up of a
medical problem

o Other

Need 1 or more from this list to
meet the definition

Protecting Sight. Empowering Lives.*

E/M vs Eye Visit Codes

1. New patient: medically relevant
history, comprehensive exam, low MDM

E/M

99203 $ 109.69
Eye

92004 $146.04 v

2. New patient: medically relevant

history, comprehensive exam, moderate MDM

E/M
For all
99204 $164.38 payers:
over $18
Eye difference
92004 $ 146.04

AMERICAN ACADEMY
OF OPHTHALMOLOGY®

3. Est patient: medically
relevant history, comprehensive
exam, low MDM

E/M

99213 $ 89.39
Eye

92014 $123.45 v

4. Est patient: medically relevant history,
problem-focused exam, moderate MDM

E/M

99214 $126.07 v
Eye

92012 $ 87.43

Protecting Sight. Empowering Lives.*

2/12/2024



Lasers & Surgeries

What is the Diagnosis?

AMERICAN ACADEMY
OF OPHTHALMOLOGY®

Protecting Sight. Empowering Lives.”

Diode Lasers

What’s the

diagnosis?

Prophylaxis or RD, =
SR, ||| e
lattice degeneration v

Choroidal
neovascularization

Retinal
detachment

67210 67145

S 67228
Focal macular Repair
- g - PRP
laser, grid retinal tear

AMERICAN ACADEMY
OF OPHTHALMOLOGY®

67220
Dastruction of
localized lesion

of choroid

67105
Repair retinal
detachment,

photocoagulation

Protecting Sight. Empowering Lives.”

2/12/2024
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Diagnosis Flow Chart

What's the Macula;

dlagnoslis?

B. Traction detachment

~*

~  —diabetic rotinopathy,
O, Non-diabatic edama (DME),
E. Retinal tear > 90 degrees hemerrhage

A Partial total (See Legend on last page)

or subtotal
(See Legend

itrectomy
pe/hrec Diagnosis / Internal limiting
membrane peel? of RD? v membrane

(ILM) peal?

=

Removal of
subretinal

membrane?

etina C

0

Coding Tip:

1t is comman practice to
stage (-58 mod) the repair of
RO codes (esser to greater)
67107-67110-67108

Protecting Sight. Empowering Lives.”

Diagnosis Flow Chart

| What's the
Dislacated lens; diagnosis?

anteriot posterior

Natural lens
(cataract
fragmants) or
0L dislocation?

oL

of lens, pars
plana — bundied

with 67036,
© bill

etina C

0

Coding Tip:
Coding Tip: PPV codes 67036, 67039, 67040, 67041
66820, 66830, 66840, 66920, 66930, 67042 are all bundled PPV w/pes! have
66940 are bundied with 67036 Higher RVUs than PPV w/laser

Protecting Sight. Empowering Lives.”




Modifiers

Office Visits & Surgeries

AMERICAN ACADEMY
OF OPHTHALMOLOGY®

Protecting Sight. Empowering Lives.”

e N Ve N YN
Unrelated evaluation and Significant, separately, identifiable Decision for
management service (or eye evaluation and management | i
— codes) by the same i service (or eye codes) by the surgery, dmajor
physician during a same physician on the same day procedure
postoperative period of the procedure or other services )
AN / . /
e M
e o ™ ( h
Office visit in the . o
postoperative period is not Office visit same day Office visit same day,
related to the original as a minor surgery L °.{,Z,V-'f,hr'2 3'd2ys géa
surgery: ] : major surgery |
urgery. (0 or 10 global period day giobal period)
-New symptoms days)
— -Significant changes in eye L Y,
health requiring new \ /
evaluation
-Different diagnosis than the
surgery does not
\necessarily mean unrelated/ OFFICE VISIT
MODIFIERS

AMERICAN ACADEMY
OF OPHTHALMOLOGY®

Protecting Sight. Empowering Lives.”

2/12/2024



Retina Laser Global Periods

67105 Laser to repair retinal 10 days
detachment

67145 Prophylaxis laser for retinal 10 days
tear, lattice degeneration

67210 Diode focal laser 90 days

67220 Destruction of localized 90 days
lesion of choroid, photocoag

67228  Panretinal photocoagulation 10 days

(PRP) laser

AMERICAN ACADEMY
OF OPHTHALMOLOGY®

Y

CPT Description Medicare global | Same day exam | Other payers may vary
code period modifier
-25

10 or 90-day global

10 or 90-day global

90-day global

90-day global

10 or 90-day global

Protecting Sight. Empowering Lives.”

Unplanned return to
operating room during the
post-op period

1. Lesser to greater
2. Pre-planned and documented as staged
3. Therapy following a major surgery

UNPLANNED
RELATED

|
i

PLANNED OR
UNPLANNED
RELATED

NEW POSTOP PERIOD
DOES NOT BEGIN

1

NEW POSTOP PERIOD

|

70% ALLOWABLE

100% ALLOWABLE

AMERICAN ACADEMY
OF OPHTHALMOLOGY®

79

e

Unrelated procedure
—— during the post-op
period

PLANNED OR
UNPLANNED

UNRELATED

NEW POSTOP PERIOD

100% ALLOWABLE

SURGERY
MODIFIERS

Protecting Sight. Empowering Lives.”

2/12/2024



2/12/2024

NCCI Edits

Quick Reference Guides

AMERICAN ACADEMY

OF OPHTHALMOLOGY® Protecting Sight. Empowering Lives.”

NCCI Edits

* “0” indicator—mutually exclusive

NCCI edits: » “1” indicator—can unbundle when
appropriate

When is it appropriate & .
to unbundle with Separate structure, opposite eye

modifier -597? * When the payer states in published policies

AMERICAN ACADEMY

OF OPHTHALMOLOGY® Protecting Sight. Empowering Lives.”

10



Retina Testing
Services

NCCI 30.0
Effective 1/1/24

2/12/2024

AMERICAN ACADEMY
OF OPHTHALMOLOGY®

Retina Testing Services, CCl bundles,

January 1, 2024, Version 30.0

2024 Retina Coding: Complete Reference Guide

Protecting Sight. Empowering Lives.”

Billable same Billable same Billable same Billable same Billable same
day day day day day
Billable same Billable same Billable same Billable same Billable same
day day day day day
Billable same Billable same Billable same Billable same Billable same
day day day day day
Billable same Billable same Bundled Billable same Billable same
day day day day
Billable same Billable same Bundled Billable same Billable same
day day day day
Billable same Bundled Bundled Bundled Bundled
day
Billable same Billable same Billable same Billable same Billable same Bundled
day day day day day
Billable same Billable same Billable same Billable same Billable same Bundled
day day day day day

Lens/Vitrectomy

NCCI 30.0
Effective 1/1/24

67036-67043 Billable Billable Billable Bundled Billable Billable Billable Billable
Vitrectomy same day  same day same day same day sameday sameday same day
(VX codes and

67121 bundled)

66682 Billable Bundled Billable Billable Billable Billable Billable Billable
Suture lens same day same day same day same day sameday same day same day
66825 Billable Bundled Bundled Bundled Bundled Bundled Bundled Bundled
Reposition of IOL same day

66850 Billable Billable Bundled Bundled Bundled Bundled Bundled Billable
Lensectomy, phaco same day same day same day
66852 Bundled Billable Bundled Bundled Bundled Bundled Billable Billable
Lensectomy, same day same day  same day
pars plana

66982 Billable Billable Bundled Bundled Bundled Bundled Bundled Bundled
Cataract removal, same day  same day

complex

66984 Billable Billable Bundled Bundled Bundled Bundled Bundled Billable
Cataract removal same day same day same day
66985 : Billable Billable Bundled Bundled Billable Bundled Bundled Bundled
Secondary implant same day same day same day

66986 Billable Billable Bundled Billable Billable Bundled Billable Bundled

Exchange of same day same day same day same day same day

intraocular lens

11



Intravitreal Injection

Master the Basics

MERICAN ACADEMY
F OPHTHALMOLOGY*®

Protecting Sight. Empowering Lives.”

Medication Coding: Back to Basics

» J codes are common in ophthalmology

 Description
* Dosage = 1 unit
* Route of administration, i.e., IV

» J0178 Injection, aflibercept, 1 mg

MERICAN ACADEMY
F OPHTHALMOLOGY*®

Protecting Sight. Empowering Lives.”

2/12/2024

12



Calculate Units: Lucentis

» J2778 Injection, ranibizumab, 0.1 mg

* 0.5mg

* 5 units

& AMERICAN ACADEMY . . " 3
§ OF OPHTHALMOLOGY® Protecting Sight. Empowering Lives.”

What is my injection claim denied?

& AMERICAN ACADEMY . . " 3
§ OF OPHTHALMOLOGY® Protecting Sight. Empowering Lives.”

2/12/2024
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What is my injection claim denied?

AMERICAN ACADEMY
OF OPHTHALMOLOGY®

Protecting Sight. Empowering Lives.”

| 1o e

Frum ' '

"

18, ADDITIONAL CLAIM INFORMATION (Designated by NUCC)

Izervay (avacincaptad pegol) 2 mg/0.1 mL intravitreal injection

i
20, OUTSIDE LAB?

[Jves [Jwo |

$ CHARGES

21, DIAGNOSIS OR NATURE OF ILLNESS OR INJURY Relate A-L to service line below (24E)

160 Ind, ! i 22, EE UBMISSION ORIGINAL REF. NO.
« |H35.3113 it Bl ol
E Rl .l wl 23. PRIOR AUTHORIZATION NUMBER
I. J | KL ki
24, A, DATE(S) OF SERVICE B. C. D. PROCEDURES, SERVICES, OR SUPPLIES E. F. a, EPt-S's‘I' L
From To [PLACE OF| (Explain Unusual Circumstances) DIAGNOSIS Dg:,fs Famy| 1D R
MM oo YY MM oo YY |SERVICE | EMG CPTHCPCS | MODIFIER POINTER $ CHARGES UNITS | Fln | QUAL, PRI
1 1 J ! 1 1 1 A s e
09101 2022 09 01 202 | e7028 | RT| | | A I 1 NPl
=== 5| N482829000201 ML0.1 . . ey
0901 2022 0901 2022 | | J3aeo luz | | | | Pl ] [
3 1 1 | 1 1 1 O GRS
A I B
4 I 1 1 Kol Attt e
B T il { | [ [
1 1 e
5 -y | I
= i o | - I -
25, FEDERAL TAX LD, NUMBER SSN EIN 26, PATIENT'S ACCOUNT NO, a7. 2CMPT*»‘}'3"3E. 28, TOTAL CHARGE 28, AMOUNT PAID 30,
OO Cves [Jwo s I |s !

AMERICAN ACADEMY
OF OPHTHALMOLOGY®

Protecting Sight. Empowering Lives.”

2/12/2024
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Retina Practice Management & Coding

* Resources
o Documentation checklists
o JW/JZ fact sheet
o Table of common retina drugs

o And more!

Protecting Sight. Empowering Lives.”

Questions?

;&M@ AMERICAN ACADEMY

I = OF OPHTHALMOLOGY®
e N4

Protecting Sight. Empowering Lives.”

2/12/2024
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Academy Resources B

aao.org/retinapm

aao.org/audits
aao.org/coding Retina Coding

Complete Reference Guide

aao.org/em

aao.org/lcds

aao.org/consulting

MERICAN ACADEMY
N OF OPHTHALMOLOGY*®

aao.org/store

Protecting Sight. Empowering Lives.”

_&__\\X\\W/[/‘/%Z._ AMERICAN ACADEMY

7/////“\\\\\\%-— OF OPHTHALMOLOGY®

Protecting Sight. Empowering Lives.

|

© 2024 American Academy of Ophthalmology
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Revenue Cycle Administrative Burdens
The Retina Injectables

Leonard H. Ginsburg, MD
Chairman, Moore Eye Institute
Chairman, Ophthalmology Residency Program, PCOM

ASRS Business of Retina Meeting
March 10, 2024

8:00-815 am

Phoenix, AZ

Financial Disclosure

* DHRpro, LLC
* Founder & Chief Medical Officer

« Equity
ASRS Business of Retina Meeting
March 10, 2024
8:00-815am
Phoenix, AZ
_ Alerts for treatments outside standard
Department of Health and Human Services X
practice patterns
OFFICE
INSPECTOR GENERAL
Retiha  Gloucqna  Comprehensive
QUESTIONABLE BILLING FOR Procedire
MEDICARE OPHTHALMOLOGY o (23 Pro/loc| &M
SERVICES
We did this study to .determ/ne the extent — L —
services are to
fraud, waste, and/or abuse. 03/21/2017 Lucentis]o 5 (56) LHG/Sph
03/13/2017 LHG/Sph 92012
‘——————————— Lucentis injection more often than 28
days per eye, 209 providers were paid 02/03/2017 Eyleak) LHG/Sph
$68 million
02/02/201TLucentis 05 52> LHG/Sph
o1/02/2017 Eyleatsd)  LHG/Sph




Hegaes Typa 2 Purpove: i Lt

bk okt st Y

B Mot P Sl

» M Yoo (CERT) ropum,

sy Tmcext M 4,
2 e

Reason for Selection

Action: Medical Records Required

Many private payors in
2023 moved to clinical
review of physicians’
notes, which delays
reimbursement by 60
days minimum

“

s P e CTRT e
e asiens e CERT

sy
REAAX

forecomof
voce e CIRT g,

3/7/2024

PCVS caremark’

tomyzezy

Cose: MINAVERETS
Dear

TS e g n bt ot Ara Masear,

LS S

s o gevtared for the feoving i

7nzieiras-]

o ssaraa o e e covurngs e

TGENTIE. Ta i review i racuust o EVLE)

g o o

Akt A e i Deptmarton (VD)

uine Edam Foliowing Rutial Von Occheten
Dot Mo s OUE)

‘Disbatc Ratr R} i e mbers with DUE
“Ratnopamy ef Promansty

[ —

Vo)

T ovpocbe ) Ao Ald Macdar Cogamaraton (LAY
Macday Edurma Febomsng Rotnal Vain Occhision (200

Than

a1 v Do U Lo B Tt s AN f oo
sporae fo s bisl o bevacizumat:
H preeiory .«-...mu......a....m..
Steistint

3 Bevacimmnab (huasi

Iradequate

misoma 8l Do

et o it

780010

It Used To Be So Simple: Three Choices

New Medications and Brand vs. Generic

* Indications

e Payor rules

e Frequencies

e Cost and reimbursement

Vabysmo:

Requirements

e Can linject sooner than Q 7-8 weeks after four loading doses?

Eylea HD:

e Isit approved for CRVO?

e Can linject after three loading does more frequently than Q 7 weeks?

¢ What documentation is needed?
e What insurances cover it?




aa

Fr Oz, Georg (D]

vina Madicare Pa
ausce 50 Loaded Vabysmo 4x, can | bill at 6

weeks?
Riona  Comprenancve | Giswcoma | Gamea fokactve Optomaty IMuster  Flowhest Rss Mator  Offpesc  Comomics Al of Medkine
" w | ¢ e 4 o e
R e B weneges 0008 Commert et hisess R © 0 tu ey
ey = Y
THLY LHGrSPH 20/60-2 20/30-3 Vabysal ) @1 el .

—
Charged OCT 16 days earlier!

3/7/2024

sy w2000 20530 @ s 0mrm0
W22 AHGISPH 20402 20/29-2 whamo 5w [@] < [@]1 . —
WOV KrsPH
0302023 LHG/PH 2070 2030 Vabysmo (Swdd) No charge OCT =
0/23/2023 LHG/SPH 2075040 20/30:2 Vabysmo (12w [@] I [@] T 32900 389 03 s
03/21/2023 LHG/SPH  20/30-1 20/25  Vabysmo (9w) ST @1 002205 wu)
om0 LGN | p= - Y
OI/2S/I0TILHG/SPH TR 20725 Vabysmo 23wid) (@] T [@] T 30200 32405 B2 6= m
077307202 LHG/SPH 20/50-1 20/ Vabyamma (Tw2d) @l : @l se asm
Billing
. " *
u ' o0 o o 0 0 o 0 ™
@ sa2 o v o 0 0 e
o o 0 o 8
\ OCT charged 11/27/23
DRUG DX First Step Dose extension recommendations Criteria
up to 4 week extensions or up to 8 week Based on CST & VA
Vabysmo ~ DME 4 Doses every 4 weeks reductions eval through week 52
Vabysmo DME 6 Doses every 4 weeks 8 weeks Q8W for the following 28 weeks
Based on OCT & VA
Vabysmo nAMD 4 Doses every 4 weeks 1. Weeks 28 and 44 Q16W eval @ 8and 12 weeks
2. Weeks 24, 36, & 48 Q12W
3. Weeks 20,28, 36, & 44 Q8W
Based on OCT & VA
EyleaHD =~ DME 3 Doses every 4 weeks Q8W-Q16W eval @ initial dosing
nAMD 3 Doses every 4 weeks Q8W-Q16W
DR 3 Doses every 4 weeks Q8W-Q12W

Potential errors

INVENTORY LOG

CHART
DOCUMENTATION

MEDICATION
CODING

ERROR

Eyioa vial dispansed

Avastin Injoction

Avastin injection

& $I850 potantial 16Ss, INCOMACt Coaing &
documentation

Lucantis 0.3 mg dispensed

Lucantis 0.3 ma Inj.. DME

Lucentis 0.5 mg, 5
units

Incorract coding, ovarbilied $746.72 0.5 mg
off 1abol uso for DME

Eyloa vial disponsad,
Pationt - John smith

Eyloa Injoction - sana
mith

Eyioa Injoction -
Jsane smith

nventory fog has Incorrect pationt assignmant
2l

Lucantts 0.5 mg - OO

Lucantis 0.5mg - OS

Lucentis 05mg. &
units, lert eye

Inventory log was correct, chart was Incorrect
and coding 67028-LT, should be -RT

Triesence 40 mg vial

Triesence 2 mg Ijected
38 wasted

Tresence 4 mg
miected. 36 wasted

incorrect coding medication injected and
wiasted, neglected to check the chart

Figure 9
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vaetna b
Rules Fall 2023 S bl o e e

Forthe!

Boovu (brolucirumab-dbl)
Cimeri (ranibizumab-eqm)
Evioa (afiborcest)
Lucantis franibizumab)
i peoa)
Toquie prior autharization

2 ponsa 1o m trisl of the praferred product
3 wtclorablo ovent 1o the proterred procuct

4. Tha praterrad prodiusc s contraindicatsd for e membar
5

For sll requests (new starts only):

TABLE. VEGF inhibitors for acular indications.

Tm«m Govacimumab (huastn
[on-preterre targetee) | 5oz frarszuras sl
ion

‘ Aetna Medicare Part B Drug Step Criteria
VEGE inhtitors for scalar indications

Preforred productist:

February 2024 art T ——

Coveraga for targated

productss

otmert wit et prcciec,

For the ndication(s) Usted batow (new starts snly):
+ acvascalar wot) Ago Ralated Macuis Dagamaraiion {AMD)
+ Adacular slor foflaing tainat v acckasion (V!
+ iyopks choroidal necyascudarization

TABLE VEGF Inibitors for cular Indications

Proterrodt N
Non-preferred V" Baewu (brchucipumab-cl)
ltargeted)®s Cimorltrarvbizumoly

earn)

EXCEPTION CRITERIA

ertorin
'

2. Inadocuus retpansa 1.2 rialof both profered procucts.

United Health Care Requirements

Intravitreal Vascular Endothelial Growth Factor (VEGF) Inhibitors - Neovaseular (wet) Age Related
Macular Degeneration (Compounded Avastin, Baovu, Byooviz, Eylea, Lucentis, Susvimo, Vabysmo)
Preferred Drug{s)/Product(s) Non-Proferred Drugls
Compounded Avastin, then Eylea Boowu, Byooviz, Gimerf, Liscantis, Susvimo, Vabysmo

Step Therapy Criteria

Eylea

Eylea, when prescribed for Neovascular (wet) Age Relsted Macular Degeneration, may ba covered when any of the
criteria listed balow are satisfie:

»  History of a trial of at least 3 doses, resulting in i i or
- Historyol ) or

»  Continuation of prior tharapy within the past 365 days.

Beovu, Byooviz, Cimerfi, Lucentis, Susvimo, Vabysmo
Beovu, Byooviz, Cimerl, Lucantis, Susvimo, or Vabysmo, when prescribed for Neovascular (wet) Age Related Macular
Degensration, may be Govared when any of the criteria fistod below are satisfi
+ Bath of the follawing
Trial of ot least 3 doses, resulting in response Avasti and
= History of use of Eylea, resulting in minimal clnical response to tharapy
o
Hatory of intolerance, o
Cantinuation of pricr therapy within the past 365 days,

Avest vd Eylo; or




Financial Loss of a J Code Denial

Medicare  Secondary
Manocurer  Drg  Dose(MG) JCode  “VECOPE peimbursement Reimbursament o T et Revenue
forDrug (80%)  (20%)
amsung Bioepis. Byooviz 05 Q5124 $979.7; $1,050.06
Genentech (Roche) Lucentis.
oherus
stellas
oherus
T
egeneron 5
7
1
de Blomedical 5
Genentech (Roche) $521.8: s | 39
Genentech (Roche) $42.4¢ $53.31 B
bbVie Ozurdex . 5142847 $1143.50 87| 5142937 1,587.19
Note: 22372026 10ra
ary by MIP:

Asingle J code denial could cost a practice as much as $2,579.06.
On average, it takes nearly 16 injections to break even from the loss.

3/7/2024

‘ The Process: Controlling J-Codes, Inventory and Profitability

[y Reconcle Medicine
Receivedva

Dispensedus. Used

v Billedve Paid

 Semieonn

i  petrrg ot - e e i e, ot
Specalst Lot Oots e Tt e T Rt OV o Commercl)

Clearinghouwse
& insurance

The Retina Injection Practice Where Are The 2

g sn Reconale Medicne
Receiedva

et ot res? ==
ot s = ilceve. it

Veriy Al
rocedures
Biled

=

gt s fap T St (O Gl

Clearinghouse
& insurance




‘ The Process: Controlling J-Codes, Inventory and Profitability

—— Reconle Medicne.
o ) Receneavs

rn——— R

. Billedva Paid

« vty Sstem + addto Sk

Crente
Appointment e

3/7/2024

order s
njcton

Retina Rk e - o T - i e, Ot
specast || lrgugen oo g oo ~ S gy Bt (O o o)
oo e P o

Clearinghowse
& insurance

The Process: Controlling J-Codes, Inventory and Profitability

by

Reconcle Medicine
Receivedva
Dispensedus. Used
v Billedve Paid

R
o
s ooy

Retina
Specialist

Clearinghouwse
& insurance

[ The Process: Controlling J-Codes, Inventory and Profitability

Reconcle Medicine:
Receiedva
Dispensedus. Used
Lo v BilleavePaid

o St (O Gl

Retina
Specialist

Clearinghouse
& insurance




‘ The Process: Controlling J-Codes, Inventory and Profitability

Dispense
Meds

3/7/2024

=

Retina - pekrng e - e e i e, ot
Specalst " longtogon s e Tt Sty Tt Rt O or ol

Clearinghowse
& nsurance

Keystone First = s
e rior Authorization e
VIP Choice Roquest W"c“’ e

Only approved for
this time period
Review!

Handwritten

Orawor | Redistation | Inormaton. insuronce | Gasos | Claims | Lodaor | Schedulos | #Ticklors | Rocords |

Policies

Goversge | _Poyor | Plan | _Type | PoleyiD | GrouplD [Relston] _Potiyholder_[Copay] Accept] Evecive | Status | |

Pimay  Ggre  CIGNA WELCommersal _ 2083440 Ser Yes Acive 1 G
SecondaryUpmc ook UPMC HEAMedcaid 5301100643 Set Yes Active 1 Upmc Healh Plon

O G | s | i | ommons |

Reoson <Aoot Trve
Descipion

Guarantors/Policyholders:

Guarantor T — — [ owow

Diag 3

Referrals

Plan Feferel? Tesued Efecive Expies_ Proes

Authorizations:

Plan Asborzsiont ssued Erecive Expies Frovider o

Must be entered




MDoffice Reports

Cancelled visit =

3/7/2024

Can we make mistakes and order/bill the wrong eye?

* Mis-clicks: Wrong button, wrong
date, etc.

ﬁ Focal laser photocoagulation. 0D
Focal-CNVM
© @ Micropulse Focal laser

* Bilaterality: Wrong side (my left is @@ rrp
. @ @ Retinopexy
your right) © @ Retinopexy-AD
. @ @ Vireolysis

* Lack of - or wrong documentation ©® YAG Cop
* Doctors can and do change the

planned care Z
* Scribes

Z RightEYe P Left Eye

No system could discover an injectionin a
“glass eye” was billed.

s

Right eye billed for Lucentis injection




Three Year Study of Injectable
Medication Losses

3/7/2024

Factors for rejections
were investigated for
this study.

Matching up IMS against
billing not performed

Key indicators for root
cause reflected.

© e N e w s w Nk

Physician failing to see history of treatments and procedures/global period/lack of modifier
Physician failing to follow step therapy or ins requirements

No prior authorization on file

Diagnosis billed is not same as prior authorization dx codes

Wrong medication dispensed (sample vs. billed)

Physician injecting the wrong eye

Physician billing error/no CPT code selected/incorrect CPT

Physician forgot to bill procedure

Patient changed insurance/did not notify practice

Patient's ins did not change but ID number changed and prior auth no longer valid
Appealed too late for timely- billing error

Incorrect CPT selected for avastin

Specialty Pharmacy Only

Physician Non-Par with Insurance

No referral

Services not covered by patient's ins plan

Billing error- no pre auth but schedule said Yes for medication

still outstanding/current appeals in process

2021

55,868.44  #17 Billing error- no pre auth but schedule said Yes for medication

4,230.00 #9 Patient changed insurance/did not notify practice

2,065.00 #18 Still outstanding/current appeals in process

550.00 #4 Diagnosis billed is not same as prior authorization dx codes

$

$ 29,120.00 #13 Specialty Pharmacy Only

$ 23,840.00 #3 No prior authorization on file

$

$  3,640.00 #11 Appealed too late for timely- billing error
$  2,115.00 #8 Physician forgot to bill procedure*

$

$

$ 121,428.44

*Artificially low as Physicians in practice visualize what is billed and can correct issue




$53,510.00
$ 33,940.00
$ 14,135.00
$ 6,000.00

$ 3,640.00

$ 1,550.00
$  500.00

$113,275.00

#3 No prior authorization on file
#9 Patient changed insurance/did not notify practice
#5 Wrong medication dispensed (sample vs. billed)

#2 Physician failing to follow step therapy or ins
requirements

#13 Specialty Pharmacy Only
#15 No Referral
#12 Incorrect CPT selected for avastin

3/7/2024

$ 77,152.50
$ 60,370.00
$ 41,515.00
$ 511500
$  3,640.00

$ 187,792.50

#17 Billing error- no pre auth but schedule said Yes
for medication

#3 No prior authorization on file
#9 Patient changed insurance/did not notify
practice

#15 No Referral

#13 Specialty Pharmacy Only

Reina2  Comprenensie/ Glucoms

ComeaReficve  PrmanyEyeCare PovshoctMasier  Flovshe

i Pmboo _Wem®  meowsn ae_00 05 o 0 e oy

Eylea Performed But Not Billed OD before inject  OD after inject
414/21 l 5/12/21

wamic o
I5/12/21 > BERGGRE o
/1421 » i i

ovoann gl

Eylea Not Billed

PeanViener plan confirms right eye to treat with Eylea

1. Wet AMD OD “Starting Eylea” on 4/14/21 Thickened retina

Iw ces  m " @ LTHUEIRETE

Edema resolved after Eylea

before injection injection but not billed
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Specialty Pharmacy Drugs
Patient Specific

1  Drop Ship p for Part B H e provider administered drugs
1 Health Care provider sends a prescription to health plans designated
pharmacy

1 These drugs may still be subject to prior authorization requirements
1 Typically the pharmacy MUST confirm with the patient that the drug will be
used; which provides complication if the patient does not answer or return
their call to confirm delivery
1 Specialty pharmacy ships the drug to healthcare provider where it will be
administered in the office
ialty pharmacy its for drug reimbt 1t to the payer and it will
fall under the patients
1 Health Care provider ONLY bills for the administration of the drug i.e., 67028
NOT the cost of the drug (J code)

Patient Specific May Become the New Norm

3/7/2024

Use of JW Modifiers
For Drugs Discarded Or Not Administered
> Healthcare provid are requi
l discarded drugs and biologics.

> The discarded amount is defined as what remains from a single use vial or other
single use packaging after administering a dose or quantity to the patient.

to report the JW modifier on claims for

> The JW modifier indicates the amount of drug discarded that is eligible for
pay under the di: drug policy. This policy and its requirements are
for Part B drug claims and most commercial plans.

Billing Drugs With Wastage

Sample Billing of Byooviz Using JW Modifier

Jw Modifier Example:

11



Tools Offered by the Distributors

3/7/2024

COMPANY

SOFTWARE

Amerisource Bergen
Amerisource Bergen
Cardinal Health
CuraScript SD
McKesson
McKesson
SamaCare

CubixxMD Inventory Management for Retina
Podis Plus Inventory Management

RxID Select Inventory Management and Analytics
Mainbridge Inventory Management

Glide- Billing Scrubber/CCI Edits/Reporting

Lynx Inventory Management

Preauthorization Tool for Submission to Insurance

12



ING NEW
RETINA DRUGS
HEATHER THOMAS, OCSR
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e
) HEATHER THOMAS, OCSR

Practice Administrator at Retina Vitreous Consultants

Pittsburgh, PA

Financial Disclosures

Apellis Pharmaceuticals: Advisory Board, Speaker
Cardinal Health: Speaker
Coherus BioSciences: Advisory Board

Iveric Bio: Advisory Board

MAKE A PLAN

EDUCATION Q

Educate staff on disease state,

drug treatments available, dosing

& delivery, etc.

« Create anew drug check list
that identifies key steps & staff

()
ACQUIRING DRUG (O]
Know your resources to order
* Medicare FFS: Buy & Bill
MA or Commercial: Do they
require Specialty Pharmacy?
Consider an inventory tracking
system

NEED m

Identify patient population,

disease burden, etc.

« Consider prioritizing patients
with traditional Medicare & a
Supplement before moving on
to MA or Commercial plans

DOCUMENTATION Q

Identify payer requirements and
consider what the company policy
will be.

+ Disease state

Imaging

Clinical notes

Who will update EMR system?

()
PAYER LANDSCAPE

Research payer policies:

« Benefits Investigations (B)

« Prior Authorizations (PA)

« Step Edits

« Create a tracking system and
assign necessary staff

BILLING D

Know the requirements for
submitting a clean claim:

+ Drug Administration

+ NOC vs permanent J-code
+ Correct NDC

+ Modifiers

+ Units

+ Correct ICD-10




THANK YOU

Heather Thomas, OCSR

ASRS BOR 2024
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Onboarding a
New Physician

ASRS Business of Retina 2024

Aamer Hayat

CAO

Northern California Retina Vitreous Associates

3/4/2024

Financial Disclosures

1, Aamer Hayat, have no relevant financial relationships in the products or services described, reviewed, evaluated or

compared in this presentation.

Onboarding a New Physician

The Basics:

* Key to successful onboarding is being well organized (hint- use a
checklist if done in-house; review vendor checklist if
outsourced)!

* ASRS has a well-developed list to use: ASRS New Physician Checklist

+ Start the credentialing process as soon as possible

* Medicare allows credentialing 60 calendar days before the

start of practice
* Process can take 15-60 days;

* Most commercial plans are similar.

* Medicare Advantage/HMO plans can take longer- check
with IPA’s on their credentialing schedule.

* Checklist should include an answer to- “What does the
physician need to have a successful day 1?”

B




Onboarding a New
Physician

* Successful onboarding isn't a field of dreams.
* Leverage a marketing strategy to quickly build volume.

+ Onboarding a new physician is a great opportunity to visit referring ophthalmologist

and optometrist- use it to re-introduce the practice and introduce new physician.

Identify the top referring providers to the office(s) new physician will be located.
Also identify nearby potential referrals sources for an introduction.
Reach out to referring office, offer to introduce new physician over lunch for the
office.
Use the lunch to address any concerns referring office have, make one-on-
one connection between referring doctor and new physician, office staff and
management.
Track new referrals, send a “thank-you” gift after the first 5-10 referrals. Continue
to follow up.
Make sure new physician remains available as scheduled (even if they aren’t
seeing patients, use the time to build the physician’s “brand”).
Tie bonus to growth!
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Onboarding a New Physician

How did it work for NCRVA?

Mewpatients __ Jvionths |

Physician/Year ____ panuary  JreBRuaRy [warcH [apmi [may  Jiuwe [ty [auGust [septemBer[ocTOBER [ NOVEMBER [DECEMBER [ Grand Total]
E E I I I N a B { 54
q q 5 [ I ! E

bri vear 1

R

Pidppt  Months
brivearz | E I I I W WL = e e 77 e £ 5
b o o pr I I s 7
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Synchronous vs.
Asynchronous
Scribes

alli, MD

Telescribe

Telescribe Benefits
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Telescribe Drawbacks

Technical Requirements

Synchronous vs Asynchronous Scribing
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Synchronous

Asynchronous




Internal vs. Outsourced Billing

ASRS Business of Retina 2024

Nadeem N. Vaidya, M.D., Retina Orange County, Inc., Irvine, California
Robert C. Wang, M.D., Texas Retina Associates, Dallas, Texas

Nadeem N. Vaidya, M.D.
Moderator

* President, Retina Orange County, Inc.

* Also, Handyman, Bookkeeper, IT Support
Staff

o Established in 2012

* No relevant disclosures

Robert C. Wang, M.D.

Panelist

Partner, Texas Retina Associates
Current President

Also part time mountaineer, marathoner,
race car driver and informal CTO

No relevant disclosures




What precipitated your move to
outsource billing?

At what point do you think the

transition saved you money?

At what juncture do you advise other practices,
small, medium, or large, to consider outsourcing?




What do you see as the future of RCM? Can better
software or Al mitigate some of the need to
outsource?

Questions?




of the
Drug Approval
Process

Fundamentals rr.
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Financial Disclosure

« Ashley Nahrwold, COA is the Revenue Cycle Director for
The Retina Institute in St. Louis. She acknowledges no
financial interest in the subject matter of this presentation.

| e

Optimize practice workflows for the drug approval
process

A

Identify reimbursement concerns prior to injection

C o UR S E t:‘ Reduce injectable drug denials
OBJECTIVES

[+ Reduce patient out of pocket costs

Y Promote collaboration amongst Clinic, Front Desk,
-
- and Revenue Cycle teams
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Prior Authorization -
Is it enough?

Example 1:

orugtume oy cose ress——
Piection showsest i g an Mesrovns

roconed

Example 2:

Actna Medicare Gold Advantage (HMO) got vour request to review the following drug(s). We are pleased
to tell you that we approved the following drug(s)

LUCENTIS Soln Pref Syr 0.5MG/0.05ML

1f this drug will be given in vour provider's office. please check to see if your provider is in-network
Coverage for outeof-network services may be limited if you are enrolled in an HMO plan. If you are
enrulled in a PPO plan, your out-of-pocket costs may be higher if you receive services out-of-network.

I B

DRUG APPROVAL PROCESS

A strong drug approval process
needs to expand across multiple
departments and functions
within your practice and account
for all variables that could
prevent or delay receiving full
reimbursement for every drug
injected.

These variables are the
fundamentals of the drug
approval process.

Fundamentals

Payer Coverage FDA Approved “On

Payer Contracts Insurance Eligibility

Policies Label” Diagnoses
Cfefje”‘ia””g e Prior Authorization Plan Specific Drug q
Billimg =Crmup s, Requirements Benefit Coverage e figuarey
Individual MD 4 ¢
Drug Acquisition, Step Therapy Specialty Pharmacy Copay Assistance
Cost and Margins Requirements Requirements Options
ivziery Specialty AiEmeey Out of Pocket Cost CPT Billing Code
Management Requirements
Communication 7P .Referral Sy eliDiEEEED/ New Indications
Requirements Urgency to Treat

i T
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Injection Status

The goal of the drug approval process should be to
take all these fundamentals and guarantee that each
billable drug will be reimbursed in full prior to the
injection occurring in the clinic.

The method of communicating the drug approved
back to the physician is called the Injection Status.

Getting Started

<] Assign a project
] leader or task force |l—! Gather data

. Reach out to industry
Develop practice t

reimbursement
protocols

specialists for help

E——

PAYER CONTRACTS

Do you have a copy of all your payer contracts?

Are they outdated? Have they been renegotiated in the past 1 year, 2 years,
5 years?

What is the fee schedule? Are you being reimbursed appropriately for drugs?

How is the language within the contract related to new drug reimbursement?
Reimbursement for billing a new drug with a miscellaneous J code or Q code
for biosimilar drugs may be prc ic with older

If you are in a group practice, are your contracts under the group Tax ID ar
does each physician have a separate contract? If so, do the physician
contracts vary in regard to this information?

No payer contract could mean your practice is out of network with that payer.




CREDENTIALING & BILLING

Payer credentialing is the process
that links the individual providers
with the payer contract

Best practice is to credential the
group NPl and tax ID to the payer
contract then link all the
individual providers to the group

Payer contracting, credentialing,

obtaining prior authorization and

billing should be synchronized to

use the same provider identifiers
(NPI and Tax ID)

This method will allow coverage
for drug authorizations under the
group practice in the event the
patient needs to be treated by
another physician within the
same practice

Payer contracts with individual
physicians and/or credentialing
of individual physicians with no

group practice linkage means
prior authorizations will be linked
to that individual physician and
not to the group

Physician not credentialed or
linked to the group practice
could leave the individual
provider in an out of network
status with that payer
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Drug Cost & Inventory

Determine which drugs you
will stock in inventory versus =

Compare your drug cost to

which drugs will be ordered [[5] yourMedicareallowed

as needed or approved

amount each quarter

sample Medicare Drug Fee Schedule Cost Comparison
20% patient

bsveaomd Medicare 7% Relmbursemant Resporaibility it ey
Coile Units jFeseie Reolmbursed By Sequestration  Received From  no Secondary WAE Drag Cost Cost Discount Cont Dicount. Rel "
Billed 0 Medicare  Adjusted from Madicare Insurance of Amount Percentage ‘Excluding
) ebenpriman)  Peyment  fubenpimany)  otient vy
. rogiad Avistance
15035 1 STL3S $57.08 $114 55554 sy 2700 $27.00 50.00 o s
o € L5903 13130 S0 $1.481.08 fara $1.850.00 §1.807.73 227 ELd §sa7
mm 2 s sams sas SuaoLes  swaa sLaed stsm285 235 s sises
nm s saem sme s sms0 saes s 5110955 a0 % si0s50
2 3 96 §594.37 E $s82.48 $148.35 3115000 §668.73 $a8a27 A% 6530
am @ masa smes e s susos  saamon SN sesm = 150

COMMUNICATION

Retun to clinic Determine how drug Consider drug Determine how staff Develop protocols

plans should requested will be specific appointment will communicate for how often drug

indicate which drug communicated to scheduling events to back to the clinic approvals are re-

has been selected the staff obtaining identify, report and when a drug is verified to ensure
to treat the patient prior authorization o ks for approved - Injection reimbursement
upcoming planned Stat continues for the

injections during of treatment




PAYERS

Insurance payers can vary based on geography and market
Medicare jurisdictions vary by state and policies are not universal

Payers often have multiple products and plan types that may have varying
ion and coverage policies (Commercial, Medicare Advantage, Medicaid)

ayer policies change from time to time

Develop a system for identifying changes an

3/4/2024

./ Insurance eligibility verification confirms if a patient's insurance plan is

PATIENTS oo

imi Most automated electronic eligibility returns the patient' status as of the
| Rode Ry ms e, re sy ol o e T o

fij  Mostemployer sponsored plans willbe active unil the end of the calendar
month even if the plan is terminated

o StateMedicaid and Managed Medicaid plans are renewed monthly based
5. on patient’s eligibility. Some states will change the patient’s Managed
Medicaid plan throughout the year

$ Many patients do not know what insurance plan they have, their covered
benefits or their cost share (copay, deductible and coinsurance)

Develop a practice protocol for who will be responsible for insurance
1 cligibility verification, when the verification will occur and when it will be
rechecked on each patient

TRADITIONAL MEDICARE

Patients with traditional Medicare Part B only (no secondary payer) will have a
[0 °] 20% coinsurance for all services including drug.

; For branded anti-VEGF drugs, this can be around $200-500 out of pocket per
injection.

For patients receiving monthly bilateral treatmentand relying on a Good Days
ﬂ grantto cover their out-of-pocket cost, there may not be enough funds to cover
them for a full year.




MEDICARE ADVANTAGE PLANS

Insurance eligibility will still run active under the Traditional Medicare ID number
even though the patient will now be covered under an advantage plan.

Most Medicare Advantage Plans require prior authorization for branded anti-VEGF
drug

3/4/2024

PHARMA

Commercial payers may
develop their own
coverage policies that
may not be inclusive of
all FDA approved
diagnoses

FDA approved
diagnoses are not Traditional Medicare will
universal across all cover all FDA approved
branded anti-VEGF diagnoses
drugs

If an established drug
receives FDA approval
for a new indication,
verify payers update
their coverage policies
to include the indication

Create a guide of Copay
Assistance options
available by payer type,
drug and diagnosis.
Include eligibility criteria.

B New drugs to market will be billed using a miscellaneous J-code until a permanent CPT is
= established (typically two quarters).

$ Payers usually release coverage policies closely following FDA approval. This does not
mean reimbursement will cover the cost of drug.

Reimbursement for miscellaneous J-code under commercial payers is directly tied to your
contract language.

nt CPT co
ons with the paye




COMBINING THE DATA

Combine all fundamental data gathered for the practice, payers, and pharma to create a
master Insurance Drug Coverage Guide that will be utilized in clinic to select a covered
drug at decision to treat.

This does not approve a same day injection. Best practice is to have the patient return for

injection unless clinically urgent. The Insurance Drug Coverage Guide is a tool to avoid
requesting a drug that will not be approved. Example: Request for branded drug for a
payer that has strict step therapy requirements.

3/4/2024

Drug Approval Workflow

This workflow is based upon all patients being checked in with correct and verified insurance
attached to their chart. This workflow also assumes PCP Referrals are on file for required plans.

Patient is seen in clinic and needs anti-VEGF injections.

Physician should utilize the Insurance Drug Coverage Guide to determine which drug
choice is appropriate for the patient’s diagnosis and primary insurance payer.

Chart notes are typically required to be sent with prior authorization requests. The exam
impression should clearly state the diagnosis and medical need for injection treatment. The
return to clinic plan should specify the drug selected by the physician.

Patient should sign the corresponding authorization form to run a detailed insurance benefit
investigation through the drug company’s provided service.

Check out staff should schedule the patient’s return appointment using the appropriate drug
specific appointment event.

|

6.
7
8.
9.

Prrior to next visi

10.

Drug Approval Workflow

ion vi
Obtain prior authorization from the patient’s insurance for the drug requested.
Run the benefits investigation through the drug company portal.

Enroll the patient in copay assistance if applicable and eligible.

Complete Financial Counseling with the patient for out-of-pocket cost. Prepare the
patient to pay at check in of the injection visit.

Three business days prior to the return visit, re-verify the patient’s insurance to confirm
it is still active.

. Two business days prior to the return visit, confirm patient’s payer/diagnosis/drug

combination clears all check points and provide the appropriate Injection Status for this
appointment.

e




Department

Who Provides the
Injection Status

Staff members responsible for each function within the drug approval
process may vary from practice to practice

Determine the workflow that works best for your practice

In my practice, this work is completed within the Revenue Cycle

Our Revenue Cycle Department is divided between the Patient Access
Team and the Billing Team

Number of FTEs needed will vary by provider count, patient volume, and
automated technology

3/4/2024

Sample Organizational Chart

Patient Access Supervisor

The Patient Access Team

[

“Cont Estmations
“Previst Financisl

Specalir

“pceeterras

“ijectable orog
Atroriatins

“DrugBensiitisetstieations
*Copay Ausstance Ervolment

ijecton Statuses
*nder & Mamtain

oyt

“Deniaifeedhack oog to

Newlnjction Trestment
*submit Copay Assstance Caims.

Charity Care Orug.
Inventory.

ame
desk management

“create or madty pratacais

"Wk Patient Drvg AR

Reconciiation
it with g i £

s 1o v puibes
ased on undamental éata

FINANCIAL
CLEARANCE
FUNCTIONS

. ligibil - primary and y
insurance verified 3 business days prior to appointment for
every patient before every visit

+ Confirm practice and provider are in network with patient's
insurance plan

+ Benefit review - complete once annually for all plans and
update as needed

Cost estimations - complete as needed based on patient's
insurance plan benefits and planned services

+ Pre-visit financial counseling - complete each visit when
patient's out of pocket cost exceeds their office visit copay.
Prepare patient to pay at check in for planned services




PRIOR AUTHORIZATION FUNCTIONS

~

Injectable drug authorizations -

review report of appointments

scheduled the previous day for

drug specific events and obtain

authorization for drug requested.
Note: CPT 67028 for

administration may also need
prior authorization.

PCP referrals & visit authorizations
- review payer specific report of
appointments scheduled the
previous day and obtain referral
or authorization prior to each visit
based on payer requirements

o ) - /
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PATIENT ASSISTANCE PRE-VISIT
FUNCTIONS

Drug benefit investigations - review report of upcoming appointments
scheduled for drug specific events and review the detailed benefit
investigation returned from the drug company.

Copay assistance enrollment - the benefit investigation results will include
the patient’s drug benefits (if deductible applies and percent cost share of
coinsurance). Enroll patients as needed based on their individual scenario.

“Based on the knowledge of the fundamentals, the Patient
Access Team believes if this drug is injected the practice will
be reimbursed 100%."

INJECTION 2 business days prior to appointment, the Billable Drug
Analyst reviews a report of appointments scheduled for drug
specific events and assigns an Injection Status based on the,
confirmation of data gathered by the team. The Injection
Status is attached to the appointment in a field that will be

e

STATUS
GRANTED communicated to the clinic on the day of service.

} Example Injection Status: IVE OD for AMD H35.3211




e

FIRST INJECTION APPROVAL TIME

N\ p N
Patient examined, drug selected, return Insurance eligibility e-verified.
appointment scheduled for 1 week. Prior authorization approval received. ) 8
Drug authorization signed and Copay assistance enrollment completed.
9 o s ° Patient receives injection in the office.
electranically sent to the drug company. Financial counseling performed.
J \ )
Tuesday Thursday
Monday Wednesday Following Monday
\ - \
Benefitinvestigation results available. Injection status documented on
Prior authorization requested appointment
N J N J
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SAME DAY INJECTIONS

There will be times where the patient clinically cannot return in 1 week for
injection and will need to be treated same day.

We call this a Verbal Injection Status.

During certain scenarios patients will be approved for a one time buy and
bill drug based on the knowledge we have of that payer's fundamentals.

SUBSEQUENT
INJECTIONS

Functions that should be repeated every visit for appointments scheduled
with drug specific events:

Review report of expiring prior authorizations and/or remaining visits/units

Insurance eligibility verification for primary and secondary payers

Review patient's accounts receivable / confirm reimbursement for previous
injections
+ Copay assistance grant balance /

Confirm no change with drug / diagnosis code combination compared to
prior authorization approval

Injection Status approved and attached to appointment for subsequent
injection visit

10



If any of the following elements change, the drug approval
process should be restarted:

Payer fundamentals — coverage policy, prior
authorization requirements, step therapy requirements

Patient’s insurance payer or plan benefits

MANAGING

Patient’s eligibility or need for copay assistance
C HAN G E s « Drug change requested by physician

Diagnosis change — slight changes in diagnosis or
disease stage may require a new or amended prior
authorization

3/4/2024

OPTIMIZING THE
WORKFLOW

Keep data organized

Maintain current guides for the fundamentals

Provide clear protocols and guidelines to staff

+ Review denials, identify reimbursement problems and
adjust protocols accordingly

« Leverage technology for automation

+ Be creative to implement new workflow or utilize existing
technology in new ways

+ Ongoing staff training

THANK YOU

11



Working Capital Management in
a Retina Practice

Sharam Danesh MD, MBA (2024)

Phoenix Retina Associates

Disclosures

1. No financial disclosures
2. Not tax Advice

3. Not financial advice

Question:

Can your practice survive in the event of a

sudden liquidity crisis?




Outline:

1. Risk
2. What is working capital?

3. Examples of choices

Business vs Personal

Risk:
Definition:

Today Future
3589 —




Today

$200,000

Risk Reward
A

Risk-free

1. Cash in FDIC insured account s ?

2. US Government Treasuries
3. Paying off debt

Working Capital:

1. The ability to cover short term obligations
and expenses
2. Measure of financial health

3. Measure of “Liquidity”




Working Capital: Balance Sheet

Assets | Liabilities

Short term

Long term

Working Capital =

Short Term Asset - Short Term Liabilities

Working Capital =
Short Term Asset - Short Term Liabilities

Drug Credit Card
Inventory Balance

Accounts Accounts
Receivables Payable

Positive Working Capital




Working Capital =
Short Term Asset - Short Term Liabilities
Drug Credit Card
Inventoryf Balance

Accounts Accounts
Receivables Payable

Cash (Drugs)

Negative Working Capital

Is negative working capital risky?

Yes

Is negative working capital bad?

It Depends on Risk vs Benefit

Negative Working Capital

* Same as a short term interest free loan.

Risk Reward
A




Negative Working Capital

» How robust is your practice?

Large Accounts Payables

sy

Making Choices

* Managing a practice is about
making choices.




Example 1

Pay off payables vs Savings Account

Accounts Payable
(Drugs)
Accounts Payable
(Drugs) Cash

(o1

Example 2

Pay off payables vs Buy an OCT

Accounts Payable Accounts Payable
(Drugs) (Drugs)

[o-1)] Cash

Example 2

Pay off payables vs Buy an OCT

Risk Reward

Short term « Interest Free Loan
liquidity risk « Compare to Leasing




Conclusion:

» Working Capital is a tool
Provides choices
Always remember risk/reward for all decision

Thank You




NADEEM N. VAIDYA, M.D.
RETINA ORANGE COUNTY, INC.
IRVINE, CALIFORNIA

FINANCIAL PLANNING STRATEGIES FOR
THE SMALL RETINA PRACTICE:

american society of retina specialists -
business of retina 2024

OR (HOW TO BUY A TESLA

MODEL X FOR 50% OFF)

FINANCIAL DISCLOSURES

* no relevant disclosures




THE IMPORTANCE
FINANCIAL
PLANNING

P ——1

average lifespan ~85y/o

retirement age ~65y/o

pre-tax income in
retirement- ???

TAX DEFERRED

HOW MUCH ARE WE SAVING?

How Much Do You Put Into a Tax-Deferred Retirement or College Savings
Account Each Month?

>$2000/month

$1001-$2000/month

$501-$1000/month

$1-$500/month

1 don't currently do this on a regular basis

POST TAX

HOW MUCH ARE WE SAVING?

How Much Do You Put Into a Taxable Savings Account Each Month?

>$2000/month
$1001-$2000/month
$501-$1000/month
$1-$500/month

I don't currently do this on a regular basis




Save for Retirement
Siop 3

HOW MUCH DO
| NEED?

Your manthly contribution
sarer

Your current balance
Projected Date

Amoun nended et

[
201

if you haven’t already, sign

up for a financial planning Save for Retirement

app/service
I'm planning for. My investment style is

o Current age

holistic view of your “

accounts

Age at retiremaent Balanced (5%)

o

Annusl income desired during retirement

estimate your needs based
on the income you desire =

will you need?

How muc

IS THIS
DIFFICULT?

excessive debt burde|
student loans

lost time from medical school Start saving in your 20s
and training for —Startat2s —Startat3s —Startat 40, doubl savings
compounding interest =

delayed gratification when
we finally get an income
stream

NOT
IMPOSSIBLE

practice ownership allows for
tax efficient and large
contributions to retirement
funds at relatively low cost

401k

SEP-IRA

Simple IRA

Defined Benefit Plan




WHAT ARE THE DIFFERENCES?

SEP-IRA

good starter plan <2y in
practice, or with just a few
employees, or part time
employees

limits are the same as profit
sharing plans

eligible employee all match
at the same percentage

DEFINED
BENEFIT PLANS

aka pension plan
higher limit - 230k

increased cost due to
increased employer
contributions

excellent choice for aging
practice owners who need to
catch up for retirement

Simplified Employee Pension
Individual Retirement Arrangement




relatively low cost
administration
profit sharing
new comparability testing

key or highly compensated
employees

safe harbor for “regular”
employees

PROFIT
SHARING

maximum at 25% of income

up to 69k total with all
employee contributions and
safe harbor

percentage calculated only
on the first 345k of income

COST SAVINGS-NEW
COMPARABILITY

compliance

3% safe harbor match requirement
for all employees

restrictions
work hours
vesting period
cost share for maintenance
longevity

a smaller proportion of HCE/key
employee percentage for profit share




NOT BAD

TYPICAL 401K

B e s o [ e e o]

Starting Amount 50 Resulls
Aftet 30 End Balance $1,541,634.63

R R 5 ) Starting Amount $0.00
— Total Contributions. $585,000.00
Additional Contribution [$19500 Total Interest $056.634.63

Contribute at the end of each

O month © year

Balance Accumulation Graph Breakdown

A DIFFERENCE OF 3 MILLION

PROFIT SHARING 401K

Starting Amount [so ] Results

After End Balance $4,506,316.61
Starting Amount $0.00
Total Contributians §1.710,000.00
Additional Contribution [$57000 A $2,796,316.61

Retum Rate

Contribute atthe end of each
month ) year

Balance Accumulation Graph Breakdown

STARTING LATER?

PENSION PLAN

EETRHIH . citional Contibustion | Return Rate | stating Amount
Starting Amount ] Results

Afer End Balance $3,031,582.84
' Starting Amount 5000
Total Contributions. $2.300.000.00
fiecktaal Contbation) Total Intorest 573158284
Coniruta al the end of each
O month © yesr

Balance Accumulation Graph Breakdown

Retur Rate




LOWER COST, SMALLER BENEFIT

SIMPLE IRA

[ERPRRRA ccitionat Contrbution | Returm Rate [ starting Amotunt [ investmant Lengtn]
Starting Amount 3 Results

Afer End Balance §1,027,756.42
F Starting Amount $0.00

e Total Contributions $380.000.00
Additional Contribution [$13000 Toied binaad £637.756.42

Retum Rate

Contribute at the end of each
O month @ year

Balance Accumulation Graph

HEALTH
INSURANCE

gsehra plans

tax credit for employer
contributions

minimum contribution of
50%

maximum = 100%

hsa plans

triple tax protected

MINIMIZE CORP
TAXES

pass through corporations
pay tax on profit at the
regular income tax level of
the owners (excluding
Medicare and Social Security)

whether or not it is actually
distributed




WEAPONIZE YOUR
DRUG FLOAT

Aim “profit” for close to zero
except section 179
deductions

Prepay next years drug float
in current tax year
(December 31st)

Save ~37% of profit by not
paying taxes on said profit

BE CAREFUL

threading through two
loopholes

i’m not a cpa

use at your own risk

SECTION 168
AND 179

we've all heard about section 179
hummer loophole - section 168
GVWR > 6000lbs
bonus depreciationin year 1
100% of the cost of the vehicle

Prior to the TCJA it was 25% in the
first year

only when bought

only when “new to you”




BUSINESS USE?

pre-tax business expense
for eligible business travel

commuting is not business
travel

... unless

HOME OFFICE
LOOPHOLE

multiple locations/jobs

conducts certain activities
exclusively in home office

business to business travel
may be deductible

RESOURCES

soloeyedocs/soloretinadocs - email forum - email me at
drvaidya@retinaoc.com

« requires $500 donation to surgical scope fund or
ophthPAC or other organized ophthalmology group

young retina forum - telegram - contact Hemang Pandya




THANK YOU
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Course Agenda

» CPT and Category Il codes

+ 10 Steps for Surgical Coding

* Retina case studies

AMERICAN ACADEMY
OF OPHTHALMOLOGY®

Protecting Sight. Empowering Lives.”

CPT and Category Illl Codes

CPT Codes Implemented January 1 each year
Category Ill Codes Assigned July 1 and January 1

For a link to NCCI edits, visit aao.org/coding-topics
after January 1, 2024

AMERICAN ACADEMY
OF OPHTHALMOLOGY®

Protecting Sight. Empowering Lives.”

2/12/2024



Deletion: Suprachoroidal Injection (0465T)

Category lll Codes

P (0465T has been deleted)«
P (For suprachoroidal injection of a pharmacologic agent, use 67516)<

AMERICAN ACADEMY

OF OPHTHALMOLOGY® Protecting Sight. Empowering Lives.*

5

New CPT: Suprachoroidal Injection (67516)

Surgery/Eye and Ocular Adnexa/Ocular Adnexa/Orbit/Other Procedures
o 67516 Suprachoroidal space injection of pharmacologic agent (separate procedure)

» (Report medication separately) <
67550 Orbital implant (implant outside muscle cone); insertion
67560 removal or revision
(For ocular implant (implant inside muscle cone), see 65093-65105, 65130-65175)

(For treatment of fractures of malar area, orbit, see 21355 et seq)

Valuation: 1.53 work RVVUs, non-fac $117.22, fac $93.98

AMERICAN ACADEMY
OF OPHTHALMOLOGY® Protecting Sight. Empowering Lives.*

6
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New: Subretinal Drug Delivery Injection (0810T)

Category lll Codes

@0810T Subretinal injection of a pharmacologic agent, including vitrectomy and 1 or
more retinotomies

» (Report medication separately)

» (Do not report 0810T in conjunction with 67036, 67039, 67040, 67041,
67042, 67043)d

MERICAN ACADEMY : . i .
F OPHTHALMOLOGY® Protecting Sight. Empowering Lives.*

7

New HCPCS Code: G2211

* E/M office visit add-on code

* Visit complexity inherent to evaluation and management associated with
medical care services that serve as the continuing focal point for all needed
health care services and/or with medical care services that are part of
ongoing care related to a patient’s single, serious condition or a complex
condition. (Add-on code, list separately in addition to office/outpatient
evaluation and management visit, new or established)

MERICAN ACADEMY

E OPHTHALMOLOGY ® January 3, 2024 Protecting Sight. Empowering Lives.”

2/12/2024



2/12/2024

HCPCS Code: G2211 Billing and Payment

» CMS has so far produced insufficient billing/coding guidance in the rollout of
G2211

o CMS has confirmed do not report G2211 when modifier —25 is appended to an E/M

o Do not report with Eye visit codes

* Fact Sheet: Coding for G2211 — Visit Complexity Add on Code
G2211 Patient Copay

G2211 RVUs 2024 CF Allowable (20% of

Payment Allowable)
0.49 $32.74 $16.04 $3.21

AMERICAN ACADEMY

OF OPHTHALMOLOGY® Protecting Sight. Empowering Lives.*

2024 1CD-10-CM Q===

Expanded codes that

Effective October 1, represent social
2023 housekeeping determinants of health
changes + Z62.23 Child in custody of

non-parental relative

H36.8- nonproliferative

and proliferative
sickle-cell retinopathy

G43.E- Chronic
migraine with aura,
intractable w or w/out
status migrainosus

H50.6- Muscle
entrapment

H57.8A- Foreign body
sensation eye (ocular)

2 AMERICAN ACADEMY
S OF OPHTHALMOLOGY®

Complete Reference for Ophthalmology

Amirican Academy of Ophthalmic Exocutives®

Protecting Sight. Empowering Lives.*




Evolving World of Retina Drugs

AMERICAN ACADEMY

OF OPHTHALMOLOGY® Protecting Sight. Empowering Lives.*

Evolving World of Retina Drugs

Modifier -JZ « Medicare required July 1, 2023

« Syfovre, permanent HCPCS code J2781 effective 10/1/23
Geographic Atrophy Treatment - Izervay, FDA approved, office - report with NOC code, facility C9162, 20 units
» EyeNet Savvy Coder, Nov 2023

« Office - report with NOC code until permanent code assigned
Eylea HD, 8 mg « Facility — C9161, 8 units effective 1/1/24

Download the current resources:
Table of Common Retina Drugs, - Bookmark: aao.org/retinapm
Fact Sheets, Checklists

AMERICAN ACADEMY

OF OPHTHALMOLOGY® Protecting Sight. Empowering Lives.*

2/12/2024



New FDA-Approved Drugs and CPT codes

Y

Eylea HD (aflibercept) C9161-JZ (facility), 61755-0050-01 67028 Neovascular age-related macular degeneration,
8 mg/0.07 mL 8 units eff 1/1/24 61755-0050-51(sample) diabetic macular edema, diabetic retinopathy
J3490 or J3590- JZ,
1 unit
Izervay (avacincaptad pegol) C9162'-JZ (facility), 82829-0002-01 67028 Geographic atrophy (GA) secondary to age-
2 mg/0.1mL 20 units eff 1/1/24 related macular degeneration
J3490 or J3590- JZ,
1 unit
SYFOVRE (pegcetacoplan) J2781, 15 units eff 73606-0020-01 67028 Geographic atrophy (GA) secondary to age-
15 mg/0.1 mL 10/1/23 related macular degeneration
C9151 deleted
10/1/23
XIPERE (triamcinolone J3299, 4 units 71565-0040-01 Eff 1/1/24  Macular edema associated with uveitis
acetonide injectable suspension) J3299-JW, 67516
0.9 mL (40 mg/mL) 32 units Procedure note should include dose and wastage: 4 mg/0.1 mL was
: injected, and 32 0.8 mL ted fi the single-d ial labeled
Shpracheroiialee O465T 28 0. mt (domamiyof mecioaton romone ray mcuded i the Xipers

deleted @™
12/31/23
Visit aao.org/retinapm for updates.

AMERICAN ACADEMY
OF OPHTHALMOLOGY®

Protecting Sight. Empowering Lives.”

New Drug Treatment Checklist

n
ReVI eW « Review FDA label for indications and frequency
n
I d e n t I fy « |dentify any published payer policies
Re p O rt « Report with NOC HCPCS code, (J3490 or J3590) until assigned a permanent code

* Include on CMS-1500:
« Item 19: medication name, dosage in mg/mL
* ltem 24a: NDC in 5-4-2 format and unit of measurement (UOM) (e.g. ML0.05)

L]
M O n Ito r « Monitor remittance advices for appropriate payment

AMERICAN ACADEMY Appendix - Practice Perfect: How to Add a New Retina Drug to Your Practice
OF OPHTHALMOLOGY®

Protecting Sight. Empowering Lives.”
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New Drug Considerations

Payer challenges

» Unique policies and/or PA, step policies
» Delayed implementation of permanent HCPCS codes

NOC HCPCS codes

» Clean claims, ready to appeal

New indications
+ GAdiagnosis, Eylea HD does not include ME following RVO or ROP

Variance to "28-day rule"

» Eylea HD initial every 28 days +/- 7 days
» Syfovre every 25-60 days
* lzervay every 28 days +/- 7 days

2 AMERICAN ACADEMY . " " 3
OF OPHTHALMOLOGY*® Protecting Sight. Empowering Lives.”

Academy / ASRS

* On our radar:

o Noridian Eylea TPE audits

o Blue Cross step therapy policy effective 10/1/23
o BCBS NC, GA step therapy
@)

Aetna limiting covered diagnosis codes for OCT
due to misinterpreting LCA

o UHC reimbursement issues: GA, dual coverage
= Check your contracts!

AMERICAN ACADEMY . " " 3
OF OPHTHALMOLOGY*® Protecting Sight. Empowering Lives.”
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Hot Topic: JW and JZ Modifiers

p

& AMERICAN ACADEMY
§ OF OPHTHALMOLOGY®

Protecting Sight. Empowering Lives.”

JW Modifier

MERICAN ACADEMY
OPHTHALMOLOGY*®

Protecting Sight. Empowering Lives.”
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JZ Modifier

AMERICAN ACADEMY
OF OPHTHALMOLOGY®

Protecting Sight. Empowering Lives.”

Pop Quiz #1

* Do not report JW or JZ modifier for:

A. Multi-dose vials or containers
B. Sample drugs

C. Specialty pharmacy drugs

D. All of the above

AMERICAN ACADEMY
OF OPHTHALMOLOGY®

@
B U

Protecting Sight. Empowering Lives.”

2/12/2024
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JW Modifier
* Incorrect x

o
$ CHARGES |

| 3396 | 1 1 | |Charge

| g3zee |awi 1 i | | Zero Charge

No charge second line

| Charge! $3| 150

Total units billed one line

AMERICAN ACADEMY
OF OPHTHALMOLOGY®

Correct \/

[ ]
T
| J3396 | | i i [Charge $$ | 130
| J33ge | uwi | 1| |Charge $$ | 20 |

Protecting Sight. Empowering Lives.”

JZ Modifier
* Incorrect x

o
§ CHARGES |

! | ! |Charge

Wootzs z § | § | | Zero Charge|

Billed on two lines

AMERICAN ACADEMY
OF OPHTHALMOLOGY®

» Correct \/

I A E. ‘ F.

DIAGNOSIS A
CPT POINTER 3 CHARGES e
1
| Jot7s luz | 1 ! | Charge$$ | 2

Billed on one line with modifier JZ, 2 units

Protecting Sight. Empowering Lives.”
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JW or JZ7?

Table of Common
Retina Drugs

* JW and JZ Fact Sheet
* aao.org/retinapm

i&w@ AMERICAN ACADEMY
N OF OPHTHALMOLOGY®
%ﬁ\\@

Protecting Sight. Empowering Lives.”

Audit Update

;&M@ AMERICAN ACADEMY

= OF OPHTHALMOLOGY®
e N4

Protecting Sight. Empowering Lives.”
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SMRC Audits

Audit Realities

~ How?

What can we expect?
- * Increased scrutiny

] What should we do now?

MERICAN ACADEMY
F OPHTHALMOLOGY*®

Protecting Sight. Empowering Lives.”

Pop Quiz #2

»  Which of the following statements are not included in
Palmetto A53387 for Eylea:

A. ltis not reasonable and necessary to injection more
than one anti-VEGF in the same eye, same session.

B. If different medications are injected, the rationale must
be documented, and RT/LT appended to the HCPCS
code

C. Treatment for macular edema sooner than 28 days will
not be covered

D. Alternating drugs every 2 weeks will be covered.

MERICAN ACADEMY
F OPHTHALMOLOGY*®

Protecting Sight. Empowering Lives.”
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Audit Lessons to Learn

Physician not
aware of failure, Auditor finding
until recoupments coding mistakes
from MAC

Trusting EHR Signature
systems requirements

ﬁh& AMERICAN ACADEMY

Documentation
deficiencies
limiting appeal
options

When did the
policy change?

%“@ﬁ OFOPHTHALMALOGY® Protecting Sight. Empowering Lives.”
Intravitreal Injection Documentation
M ed ical * Treatment plan, why the specific medication was chosen, changed or continued

* Video: How to Document Why a Specific Drug is Chosen*

. » Diagnosis per FDA label and/or payer policy
neceSSIty * Physician order

* Diagnosis

P ro Ced u re n Ote « Site of injection, route of administration, eye(s)

» Dosage in mg and mL, document wastage

» Medication used linked to patient, date of encounter
Inve ntory Iog * Available in the event of an audit

W& https://www.aao.org/practice-management/multimedia-detail/how-to-document-specific-intravitreal-injection
\ )__ AMERICAN ACADEMY

N OF OPHTHALMOLOGY®
e N4

Protecting Sight. Empowering Lives.”
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10 Steps for Retinal Surgery Coding

AMERICAN ACADEMY
OF OPHTHALMOLOGY®

Protecting Sight. Empowering Lives.”

10 Steps to Surgical Coding

I Verify PA was Meet payer
Rf:j’etzgsfgﬂ (t;!;T : obtained if 4 documentation
- required guidelines

Consider site of
service
differential highest to lowest

AMERICAN ACADEMY
OF OPHTHALMOLOGY®

Check national

Identify global N correct coding

period @ initiative (NCCI)
edits

10 code(s) advice

Protecting Sight. Empowering Lives.”
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Case Study #1

* Macular hole, right eye

S Procedures on the right eye:

* PPV

* Macular hole repair

* Internal limiting membrane peel
» Endolaser

» C3F8

operative report

» *Always review the detailed description of the surgical procedure in the

AMERICAN ACADEMY
OF OPHTHALMOLOGY®

Protecting Sight. Empowering Lives.”

Case #1 Op Report Description

DESCRIPTION OF PROCEDURE: Afier informed consent was signed and placed on the

chart, the patient was brought back to the operating room and placed on the operating room table.

Cardiopulmonary monitoring equipment was placed to the patient per Anesthesia. Please see
Anesthesia notes for further details. After the operative eye was prepped and draped in the usual
sterile fashion, the operating microscope was brought mto position. A lid speculum was placed
to the eye. Peribulbar block of lidocaine and Marcaine was given. Infusion cannula was placed
and verified to be in appropriate position before being turned on. Two further trocar/cannula
assemblies were placed superonasally and superotemporally. A core vitrectomy was undertaken
at this time followed by peripheral vitrectomy. ICG was used to stain the ILM and the ILM was
peeled. Air-fluid exchange was undertaken followed by prophylactic laser. C3F8 16% gas was
placed. Cannulas were removed and pressure was held to the globe. There was no evidence of
any leaks. Subconjunctival injection of antibiotic and dexamethasone were placed. One drop of
Neo-Poly-Dex and atropine were placed to the eye.

Description of Procedure: Courtesy of Austin Retina
AMERICAN ACADEMY

OF OPHTHALMOLOGY® Protecting Sight. Empowering Lives.”

2/12/2024
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Step #1 Read the Full CPT Descriptor

67036 Vitrectomy, mechanical, pars plana approach

67039 Vitrectomy, mechanical, pars plana approach; with focal endolaser photocoagulation

67040 Vitrectomy, mechanical, pars plana approach; with endolaser panretinal photocoagulation
67041 Vitrectomy, mechanical, pars plana approach; with removal of preretinal cellular membrane (eg,

macular pucker)

67042 Vitrectomy, mechanical, pars plana approach; with removal of internal limiting membrane of
retina (eg, for repair of macular hole, diabetic macular edema), includes, if performed,
intraocular tamponade (ie, air, gas or silicone oil)

67043 Vitrectomy, mechanical, pars plana approach; with removal of subretinal membrane (eg,
choroidal neovascularization), includes, if performed, intraocular tamponade (ie, air, gas or
silicone oil) and laser photocoagulation

&w@ AMERICAN ACADEMY

‘@ OF OPHTHALMOLOGY*® Protecting Sight. Empowering Lives.*
; \ 35

Step #1 Read the Full CPT Descriptor

67020 Injection, anterior chamber of eye (separate procedure); air or liquid
68200 Subconjunctival injection

&w@ AMERICAN ACADEMY

§ OF OPHTHALMOLOGY ® Protecting Sight. Empowering Lives.”

|
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Case #1: Poll the Audience

Which vitrectomy CPT code(s) describe* the procedures?

67036
67039 and 67042
67040 and 67041
67039 and 67041
67043

*not necessarily the final codes to bill

mo o w >

AMERICAN ACADEMY
OF OPHTHALMOLOGY®

Protecting Sight. Empowering Lives.”

Pre-Operative Diagnosis:
Macular hole, right eye

Procedures on the right eye:
PPV

Macular hole repair

Internal limiting membrane peel
Endolaser

C3F8

AMERICAN ACADEMY
OF OPHTHALMOLOGY®

Diagnosis Flow Chart

~ What's the
Retinal = diagnosis?

tachment

Internal limiting
membrans
(LM) peel?

Remaval of
subratinal

Coding Tip:

Source: Academy
2023 Retina Coding —
Complete Reference
Guide

Protecting Sight. Empowering Lives.”
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Step #1 Read the Full CPT Descriptor

@J@s
67030 7
@%o

w

67042 7

67043
L 2 4

Vitrectomy, mechanical, pars plana approach

Vitrectomy, mechanical, pars plana approach; with focal endolaser photocoagulation
Vitrectomy, mechanical, pars plana approach; with endolaser panretinal photocoagulation

Vitrectomy, mechanical, pars plana approach; with removal of preretinal cellular membrane (eg,
macular pucker)

Vitrectomy, mechanical, pars plana approach; with removal of internal limiting membrane of
retina (eg, for repair of macular hole, diabetic macular edema), includes, if performed,
intraocular tamponade (ie, air, gas or silicone oil)

Vitrectomy, mechanical, pars plana approach; with removal of subretinal membrane (eg,
choroidal neovascularization), includes, if performed, intraocular tamponade (ie, air, gas or
silicone oil) and laser photocoagulation

AMERICAN ACADEMY

s OF OPHTHALMOLOGY® Protecting Sight. Empowering Lives.*

40

Steps #2, #3, and #4

* Verify Prior Authorization was obtained if required

* Who is the payer?
+ Obtain PA for all possible codes?

Step #3

* Meet payer documentation guidelines

Step #4 — Identify global

* Modifier. . .

AMERICAN ACADEMY
OF OPHTHALMOLOGY® Protecting Sight. Empowering Lives.*
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/8

79

1. Lesser to greater
2. Pre-planned and documented as staged
3. Therapy following a major surgery

. %
PLANNED OR
UNPLANNED

—{ RELATED

UNPLANNED
% RELATED

Unplanned return to
operating room during the — i ~
post-op period i
-

J
~
J

Unrelated procedure
during the post-op
period

UNPLANNED

| | PLANNED OR ‘

UNRELATED

DOES NOT BEGIN

1

NEW POSTOP PERIOD }

NEW POSTOP PERIOD

NEW POSTOP PERIOD

100% ALLOWABLE

70% ALLOWABLE

]

AMERICAN ACADEMY
OF OPHTHALMOLOGY®

SURGERY
MODIFIERS

—[ 100% ALLOWABLE

Protecting Sight. Empowering Lives.”

Steps #5, #6, and #7
seers

» Order CPT codes highest to lowest, per RVU

Step #6

» Consider site of service differential
* N/A - RVU Facility only

Step #7

» Check national correct coding imitative
(NCCI) edits

* 67042 is bundled with 67039

+ Bill 67042 (higher RVU)

AMERICAN ACADEMY
OF OPHTHALMOLOGY®

Ophthalmic

Coding Coach 20

Complete Reference

CC| Edit Lookup Cioar

RVU Comparison E
=N

o stz —_—

67042 is Bundled with 57035

CHECKBUNDLES | CPTCode | RVUOMce | RvUFacity

0 . 67038 NA 2816

3 /r@ NiA 382

Protecting Sight. Empowering Lives.”
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66 Vitrectomy, mechanical, pars plana approach

6?;{% Vitrectomy, mechanical, pars plana approach; with focal endolaser photocoagulation

0 Vitrectomy, mechanical, pars plana approach; with endolaser panretinal photocoagulation
Kj/o\/@ Vitrectomy, mechanical, pars plana approach; with removal of preretinal cellular membrane (eg,

macular pucker)

(67042), Vitrectomy, mechanical, pars plana approach; with removal of internal limiting membrane of
retina (eg, for repair of macular hole, diabetic macular edema), includes, if performed,
intraocular tamponade (ie, air, gas or silicone oil)

%3 Vitrectomy, mechanical, pars plana approach; with removal of subretinal membrane (eg,
choroidal neovascularization), includes, if performed, intraocular tamponade (ie, air, gas or
silicone oil) and laser photocoagulation

AMERICAN ACADEMY : . i .
OF OPHTHALMOLOGY® Protecting Sight. Empowering Lives.*
44

Steps #8, #9, and #10
Step#s

* Append Modifiers (
* Anatomical modifier

Step #9 H35.341
« Link appropriate ICD-10 code(s)

Confirm Payment is
Step #10 appropriate for 67042

« Submit and review remittance advice

AMERICAN ACADEMY
OF OPHTHALMOLOGY® Protecting Sight. Empowering Lives.*
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E/M: Decipher the Definitions

Retina Case Studies

AMERICAN ACADEMY
OF OPHTHALMOLOGY®

Protecting Sight. Empowering Lives.”

E/M #1

* A new patient comprehensive exam is performed
with a decision to perform laser to repair retinal tear
(CPT code 67145), right eye. PVD, left eye.

» Code this office visit:

A. E/M level 2, 99202

B. E/M level 3, 99203

C. E/M level 4, 99204

D

. Eye visit, comprehensive, 92004

AMERICAN ACADEMY
OF OPHTHALMOLOGY®

Protecting Sight. Empowering Lives.”
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Decipher the Definitions

Decision regarding elective

surgery

» E/M definition - major vs minor surgery (not based
on global period)

» Without identified patient or procedure risk factors

Pitfalls to avoid:

“We always use Eye visit codes”

) [
99214

AMERICAN ACADEMY
OF OPHTHALMOLOGY®

MODERATE

w problem with uncartain prognosis;
©r 1 acute iliness with systemic symptoms;
©Or 1 acute complicated injury

Moderate
At least 1 of 3 Categories must be met
Category I: Tests, documents, or independent
historian(s). Any combination of 3 from the s fallowing:
Review of prior external note(s) from each
nique
RWIEW u! 0\9 lasu\!(s) of each uniquetest;
Ordvmg of each unique test;
requiring an
or Category 2: Indepandent interpratation of tests
+ Indapandent Intlrpu}anan of a tast parformad
by er physician,

or 80 repory 3 Discussion of managamant or test
mmrpmm

J&HP (ot separataly

or test

|_(not searately reoorted)

Moderate
Mudurale risk of morbidity from additional testing or

Examplus only:

+ Decision regarding minor surgery with identified
patient or pmcedum risk fact

« Decision regarding alactiva ma]ov surgery

without [dertifiod pationt ar procedurs rek

;

T

social determinants of health

Protecting Sight. Empowering Lives.”

E/M #2

« Determine the level of complexity for an
assessed problem; exudative age-related macular
degeneration with active CNV and subretinal
hemorrhage:

A. Low — 1 stable chronic illness

Moderate — 1 or more chronic illnesses
with exacerbation, progression

C. Moderate — 1 acute illness with systemic symptoms

High — 1 or more chronic ilinesses with severe
exacerbation, progression

AMERICAN ACADEMY
OF OPHTHALMOLOGY®

Protecting Sight. Empowering Lives.”
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Decipher the Definitions

1 or more chronic ililnesses with

Low

2 sail-limited or minor
problems;

e state chronic liness;

MODERATE

Moderate
107 Moro chronic iinesses witn sxacerbation,
Rrociossion o side offects of reaime

o,um‘&» acuts inass

Or 1 acute, uncomplicated iinass|
o injury roquiring haspital
inpatient ar obsarvation ievol of

» Severe — high - ——
* AMA: Significant risk of morbidity and e
may require hospital level of care Bt o

exacerbation, progression

docyments sny
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Or 1 acute compiicated injury

| Modaerate

m least 1 of scm,:. rios must be mat
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» Although the problem is "severe",
must meet the E/M definition

* Not considering risk in final

| 99204
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hospital c
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E/M #3

+ Determine the level of complexity in the
data category when sending a letter to the referring
physician, ordering and reviewing an OCT, FA and
B-scan.

Minimal or none
Limited — 2 review/order tests

Moderate — 3 review/order tests

o0 w »

High — 3 review/order tests, discussion
of management with external provider

AMERICAN ACADEMY
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Decipher the Definitions

Category 1: Tests, documents, or independent historian

» Does not include tests that are separately billable
+ Does include - External tests (eg, lab, CT scan, MRI)

Category 3: Discussion of management

« Letter to referring physician does not count
» Two-way discussion for patient management

Pitfalls to avoid:

* Not documenting eligible MDM data components

Amount and/ or | Limited Moderate
W"P::‘:: of 'c:: 395%9'57?!';5 mustbamat | af joast 1 of 3 Categories must be met

| Extensive

2 of 3 Categories must be met
Catagory 1: Tests documents, or independent

Tewed and Category I Tesls dlxumnnls ar
mm ccmbmmoﬂ g¥2 from the hlstorlan(s) ination of 3 from the foliowmg
following: Dnof extlrnal note(s) from each

+ Raview of prior external nmu
notes) from each unique + Roviaw of tha result(s) of sach uniquetest;
« Ordering of each s test.

of 3 from the foliowing:

* Review of Dr\cr’ external note(s) from each
unique source
+ Review of the rasulit(s) of each unique tast
« Ordering of each unmua test

. requiring ian(s)

Category 2: In apanmm interpretation of tests

lndapcndnnt interpretation of a test performed
by anothar physician/QHP (not separately
roportad)

Or Category 3: Discussion of management or test

Interpretation

* Discussion of managemant o test interpretation

+ Review of of equiri
each unique test
+ Ordering of B unique or Category 2: lndnmndem. Imerpretattnn o! :ﬁts
tost; + Independent »nlarpratatlnn of a test per
Or Category 2: Assessment by ahother physician/GHP (not seperately
i i re
requirng an incependsnt O BE2Y, 3. Discussion of management or test
interpratat on
+ Discussion of management or test
with exlnmal?hyslclanIGHP/aDDmpnamsmm:e
{not separatel tad)
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(not separately reported)
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E/M #4

+ Determine the level of complexity for a
new problem; acute posterior vitreous detachment:

A. Low — 1 acute, uncomplicated illness

Low — 1 acute, uncomplicated iliness, requiring
hospital inpatient or observation level of care

C. Moderate — 1 undiagnosed new problem with
uncertain prognosis

D. Moderate — 1 acute illness with systemic symptoms

AMERICAN ACADEMY
OF OPHTHALMOLOGY®

Protecting Sight. Empowering Lives.”

2/12/2024

25



Decipher the Definitions

1 acute uncomplicated iliness (low) vs:

+ Undiagnosed new problem with uncertain prognosis (moderate)

is defined as a problem in the differential diagnosis that
represents a condition likely with high risk of morbidity without
treatment

Pitfalls to avoid:

* New problems are not all uncertain prognosis

+ Even if PVD chronic and stable, low

+ Systemic symptoms are not fever, fatigue from a minor iliness
+ Consider risk, meet or exceed 2/3

* Not considering an Eye visit code

=

AMERICAN ACADEMY
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Low

Low
2 self-limited or minor

@ chronic NN@ss,

s
Or 1 acute, iliness

Y

MODERATE

Moderate

1.0r more chronic flinesses with axacnmanan
prograssion, or side effects of treatment;
Ori or mora stable chronic Ilness?S

o injury

new problem with uncertain prognosis;
n:um illness with systemic symptoms;

Or 1 acute, uncomplicated illness

or injury requiring hospital

mDatwr\l or observation level of

" Limited
10f 2 Categories muds: be mat

Category i Taests an

‘document:

comblnalwon o¥2 from the

following:

« Review of prior external
notes) from each unique
source;

« Review of mamsu\lsis) of
@ach unique

* Ordering cleach unique

est;
Or Category 2: Assessment
requiring an independent
historian(s)

Tacute injury

| Moderate

At least 1 of 3 Categories must be met

Category 1: Tests, documaents, or independant

historian(s). Any combination of 3 Irom the I'ollawmg:
from ea:

- Review of prior external note(s)
unique source;

« Review of the result(s) of each uniquetest;
+ Ordering of each uniqu test;
. requiring ar

Or Catagory 2 Indopendent interpratation of tasts
+ Independent interpratation of  tast performed
by another physician/GHP (not separately

i

aportad):

or atsgcry 3: Discussion of management or tast

interpratation

+ Discussion of managemaent or test interpratation
physic /appropri

Low

Low risk of morbidity from
jadditional diagnostic testing
for traatment

Moderate

Modarata risk of morbidity from additional testing or

treatmant

Examples only:

+ Prescription drug managemant

+ Dacision regarding miner surgary with identified
patient or procedura risk fac:

+ Bachion Hamtin st s SGET
without dentifiod patiant or procedurs ek

99203
99213

. Dlu NOSIS OF tri significantly limited by
social determi naﬂ!s uf hulxh

99204
99214

Protecting Sight. Empowering Lives.”

E/M #5

» The chart documentation states the patient checked
in at 9:05 am and checked out at 10:02 am. The
physician had previously ordered OCT/FA/FP, exam
of the fellow eye and scheduled injection.

How would you code this case?
99215, 40 minutes total time
99215 + 99417, 40 minutes + prolonged services

Retina visits are always an E/M level 4

oo @ »

Additional documentation required to code

AMERICAN ACADEMY
OF OPHTHALMOLOGY®

Protecting Sight. Empowering Lives.”

2/12/2024

26



Decipher the Definitions

Total physician time on the date of the encounter

« Includes — face-to-face encounter and non-face-to-activities;
reviewing chart notes, ordering lab coordinating care,
documenting in EHR

* Does not include - wait time, technician work-up, performing
diagnostic tests, non-medical discussions with patient

» Missing documentation of physician activities on the date of
encounter

» Prolonged services should only billed with level 5 with additional
15-minute intervals

« "Our physician spends more time with patients"

» Excessive high levels linked to specific diagnosis codes may
prompt payer scrutiny

AMERICAN ACADEMY
OF OPHTHALMOLOGY®

99202 15
99203 30
99204 45
99205 60
99212 10
99213 20
99214 30
99215 40

Protecting Sight. Empowering Lives.”

E/M #6

» An established patient with a worsening
chronic retinal detachment and surgery is
discussed, patient consents and to be
scheduled, next available.

Determine the level of E/M:
99212, E/M level 2
99213, E/M level 3
99214, E/M level 4

oo @ »

99215, E/M level 5
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Decipher the Definitions

1 chronic iliness with progression

* For, 1 chronic illness that pose a threat to body function,
requires:
» Requiring treatment in the near term (eg 24 hrs.) or the
patient will go blind or have significant visual loss

Decision for elective major surgery

+ High risk would be emergency major surgery

"An office visit to schedule RD surgery is always a level 5"

+ Consider problem definition
» Urgent vs emergent

AMERICAN ACADEMY
OF OPHTHALMOLOGY®

=

MODERATE

oderate
1 ¢ more chronic ilinesses with exacerbation,

High
¢ more chvonie linesses with severs exacarbation
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Or 2 or more stable chronic finesses:
Or undiagnosed new problem with uncertain prognosis:
Or acute fliness with systamic symptoms:

Or 1 acute complicated injury
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o ot Brysicton/ GHE (ot seporatay
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e e ol s BeeY thek poseR
Thrcat b e/ Doy Tontsion

Extensive
2 of 3 Categories must be met
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+ Raview of prior external nate(s) from vach
unigue sourc:
= Review Of the result(s) of each unique test
1 Grdachng of sach unicun st
quiring )
o Category 2 mdependent intarpratation of 1ests
- Indgpandent intorpratation of a tost parformed
anather physician/GHP (not soparately
oo
roretatan
* Discussion of management or tost interpretation
Tany )

ory 3. Discussion of management or test

+ Discussion of management or test

(nat senarately reported)

Moderate risk of morbidity from additienal testing or
troatmant
Exampios only:
fion dug mmegerment

jarding minar surgary with identified

Diagnosis or traatmant significantly limited by
joterminants of health

99204
99214

(rot ted)
High
High isk of morbicity fram aditional ciagnostic
tasting or troatment.
Examatos only:
horsey auiring ntansive monlloring fo toricky
ision regarding sloctive major
" Wit identtied paRant of procadurd ek
factors
+ Dacision ragarding emergency major surgery
+ Decision regarding hospitalization or escalation ot

not ta resuscitate or to de-escalate
6 because Of poor prognosis

« Parenteral controlied substances

99205

99215
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