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Promote Proper CPT Coding

il By John Nelson, MD, FACP

ode nearly all visits at the highest level” was the entire orientation

I got to CPT coding when I first started practice as a hospitalist
in the 1980s.

I couldn’t believe this advice, which came from another physician,
was sound—and it isn’t. So I tried to learn a little more about the sub-
ject on my own. After a year or so of somewhat futile self-education in
coding, I decided I could never learn the very confusing rules and chose
to do nearly the opposite of the “code all visits high” strategy: I coded
nearly all visits at very low levels.

While some hospitalists are experts at proper CPT coding, I think
a lot (the majority?) feel uneasy and do what I tended to do years ago:
They “downcode” many visits, believing this will provide a margin of
safety against being audited and accused of “upcoding.” The problem
with this approach is that it can cost your practice significant profes-
sional fee revenue. And according to the letter of the law, downcoding
is just as illegal as upcoding. (Though I haven't seen any newspaper
headlines about Medicare creating teams of auditors to stamp out ille-

gal downcoding.)
STRATEGIES TO IMPROVE

If you're like many hospitalists and feel uneasy about how accurately
youre choosing CPT codes, I have a few suggestions.

First, SHM has a new course on CPT coding designed specifi-
cally for hospitalists. The next meetings are Oct. 3 in San Francisco
and April 3, 2008, in San Diego as a precourse to SHM’s Annual Meet-
ing 2008. The previous versions of the course have received high praise.

There are also a number of strategies your hospitalist group can

Table 1. Coding Comparison

use to help ensure proper coding stays on each doctor’s mind. Some
organizations have an internal coding expert who might regularly re-
view each doctor’s coding and provide education to address problem
areas. Whether you have such an internal expert or not, you should
probably have an annual audit by an external certified coder—someone
who has no financial connection to your institution.

In addition to external resources, I think every group should cre-
ate a monthly or quarterly report that allows each doctor to see his or
her own pattern of coding compared with that of everyone else in the
group. This will be most valuable if everyone’s name remains visible to
everyone else. It should then be easy for me to tell that I code discharges
at the low level far more often than the group average. I should be able
to see that my partner Jane codes half of initial consult visits at the
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PROCEDURE CATEGORY | CPT CODE GROUP DISTRIBUTION DR. SIMON DR. GARFUNKEL
MTD % YTD % MTD % YTD % | MTD % YTD %
Inpatient Follow-up 99231 92 9% 736 8% 5 4% 60 6% 0 0% 2 0%
99232 735 74% 6541 75% 116 94% 952 92% | 137 96% 1089 96%
99233 168 17% 1478 17% 3 2% 25 2% 6 4% 43 4%
Inpatient Follow-up Total 995 100% 8755 100% 124 100% 1037 100% | 143 100% 1134 100%
Hospital Discharge 99238 136  57% 1207 56% 4 16% 30 12% 14 52% 165 67%
99239 108  43% 957 44% 21 84% 215 88% 13 48% 82 33%
Hospital Discharge Total 239 100% 2164 100% 25 100% 245 100% 27 100% 247 100%
Initial Consult 99251 0 0% 1 0% 0 0% 0 0% 0] 0% 0 0%
99252 1 1% 25 3% 0 0% 0 0% 0 0% 0 0%
99253 18 21% 172 22% 0 0% 14  20% 0 0% 1 1%
99254 50 59% 454 59% 7 100% 54 76% 2  100% 76  99%
99255 16 19% 124 16% 0 0% 3 4% 0] 0% 0 0%
Initial Consult Total 85 100% 776  100% 7 100% 71 100% 2  100% 77 100%
Initial Hospital Care 99221 0 0% 2 0% 0 0% 0 0% 0 0% 0 0%
99222 27 12% 274 13% 0 0% 0 0% 0] 0% 0 0%
99223 203 88% 1810 87% 20 100% 173 100% 19  100% 203 100%
Initial Hospital Care Total 230 100% 2086 100% 20 100% 173 100% 19  100% 203 100%
Initial Observation 99218 1 1% 3 0% 0 0% 0 0% 0 0% 0 0%
99219 17 18% 204 20% 0 0% 0 0% 0] 0% 0 0%
99220 78 81% 815 80% 16 100% 98 100% 3 100% 67 100%
Initial Observation Total 96 100% 1022 100% 16 100% 98 100% 3 100% 67 100%
Observation 99235 2 8% 45 26% 0 0% 2 11% 0 0% 3 25%
99236 22 92% 126 74% 2 100% 16 89% 0] 0% 9 75%
Observation Total 24 100% 171 100% 100% 18 100% 0 0% 12 100%
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highest level and I code most of them much lower.

It would be unusual that this information would lead to strife and dissent within
the group. If it does, you probably have significant cultural and interpersonal problems
within your group. It will usually lead to the doctors talking about their patterns of doc-
umenting and coding among themselves—which goes a long way to keep the issue on
everyone’s mind.

One format for such a report is on p. 61. CPT codes are grouped by category on
the left side. The next set of columns is labeled “group distribution” and shows the
month-to-date (MTD) and running 12-month (YTD) distribution of codes for all doc-
tors in the group. Specific data for two doctors in the group is to the right of the group
distribution. Note that there are more than 10 doctors in this hypothetical group, but
I have shown only two of them because of space limitations.

When reviewing this table, Dr. Simon may get a little uncomfortable because she
codes only 2% of follow-up visits at the highest level, but the group as a whole uses the
highest code 17% of the time. And, she codes 88% of discharges at the high level, com-
pared with 44% for the group as a whole. She is also out of step with her partners in
highest initial consult and the middle initial observation codes. This information will
probably make her receptive to peer-to-peer learning from her partners and may moti-
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vate her to review some of the coding rules.

Dr. Simon and Dr. Garfunkel are out of step with the group in how often they use
the code for the middle level initial observation visit. This group needs to investigate
whether these two doctors are coding these visits correctly, and everyone else is in error,
or vice versa.

It is important to point out that the goal of the report isn’t to get each doctor to
simply mirror the distribution of the group’s overall coding pattern. There might be
cases in which the outlier doctor is coding correctly and everyone else is wrong. So the
group average can't be accepted as correct, and any significant discrepancies between
one or two doctors and the group as a whole should be reviewed and discussed.

While a coding comparison table like this isn’t enough to ensure proper coding, it
is a useful tool for highlighting the areas most in need of attention. I know of cases in
which hospitalists who practiced together for several years had no idea their coding pat-
terns were so dramatically different until they created a report like this. TH
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