NAME________________________REG#_________________DATE:____________

FUNCTIONAL DISABILITY SCREEENING

	TARGET AREAS
	FURTHER EVALUATION

	VISION

Jaeger Card Score:  Right eye_____ Left eye_____
	Less than 20/40?

Yes_____   No______

	HEARING

Whisper test:           Right ear_____  Left ear_____

Check for wax:        Right ear_____  Left ear_____

Use of Aide:            Right ear_____  Left ear_____
	Impaired?

Yes______  No______

	ARM FUNCTION

Proximal-Touch Back of head with both hands____

Distal-Pick-up pencil with each hand & put it back___
	Impaired?

Yes______  No______

	LEG FUNCTION

Rise from chair______

Walk ten feet _______

Turn and sit down________
	Impaired?

Yes______  No______

Comments:

	MENTAL STATUS

I am going to name three objects.  I will ask you to repeat them now and in a few minutes.

Apple_____    Table_______    Penny_____

If unable to recall at 3 minutes, then (MMSE)
	Impaired?

Yes______  No____

Comments:

	DEPRESSION
Do you often feel sad or depressed?_____If yes:

Geriatric Depression Scale__________
	GDS ≥ 5?
Yes_____  No____

Comments:

	HOME ENVIRONMENT
Have you had any falls at home?_____# of stairs?____

Throw rugs?_____  Bath rails?____Gas stove?______
	Safety concerns?
Yes______ No_____

Comments:

	ACTIVITIES OF DAILY LIVING
Without assistance are you able to get out of bed?____

Dress?_____Prepare meals?______Shop?_______
	Comments:

	INCONTINENCE
Do you ever lose your urine and get wet?____If yes:

Frequency___Amount____Time____Situation______
	Comments:

	NUTRITION
Have you lost 10 lbs. or more in the past year?____

Amt._____ Current wt._____  Ht._____
	Comments:

	SOCIAL SUPPORT
Is there someone who would give you help if you were

sick or disabled?____Who?_____________________

Who would be able to make health decisions for you

if you were unable to make them yourself?_________
	Comments:

	DPOA designate

	Advanced directives discussed   Yes_____   No____
	


NAME: ______________
PREVENTIVE CARE WORKSHEET
	
	Dates and results

	TEST
	
	
	
	
	
	
	
	

	Mammogram

	
	
	
	
	
	
	
	

	Pap

	
	
	
	
	
	
	
	

	Fecal Occult blood

	
	
	
	
	
	
	
	

	Flex Sig/ Colonoscopy

	
	
	
	
	
	
	
	

	Hearing screen or Audiometry

	
	
	
	
	
	
	
	

	Vision screen
	
	
	
	
	
	
	
	

	PSA
	
	
	
	
	
	
	
	

	Lipids

	
	
	
	
	
	
	
	

	Bone Mineral Density                   ( BMD)
	
	
	
	
	
	
	
	

	Pneumonia vaccine
	
	
	
	
	
	
	
	

	Tetanus
	
	
	
	
	
	
	
	

	Flu

	
	
	
	
	
	
	
	

	MMSE

	
	
	
	
	
	
	
	

	GDS

	
	
	
	
	
	
	
	

	Functional Assess.

	
	
	
	
	
	
	
	

	Advanced Directives

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	


	                                   NURSING HOME ROUNDS

                                 a summary of areas to cover on specified visits

                          ( for extrapolation see Nursing home article in syllabus)



	
	                          VISIT TYPE

	
ACTIVITY

	Periodic  ( Regulatory)
	Annual

	Chief complaints:*
	                 +
	            +

	Review of past active problems:*
	                 +
	Cover all problems

	Functional status 
	
	             +

	Surgical hx.

	
	             +

	Medications “ R,R& R”**

	                 +
	             +

	Allergies
	
	             +

	Social history
	
	             +

	Family/POA contact
	(as indicated by change of condition)
	             +

	Advance directives
	
	             +

	Immunizations
	
	             +

	Nutrition(wt)
	                 +
	             +

	ROS:  vision

	
	             +

	hearing

	
	             +

	dentition

	
	             +

	cardiac

	(as indicated by change of condition)
	             +

	resp

	(as indicated by change of condition)
	             +

	BOWELS
	                +
	             +

	BLADDER
	                +
	             +

	MUSC-SKEL
	(as indicated by change of condition)
	             +

	SKIN!    (“SORES”)
	                +
	

	neuro
	(as indicated by change of condition)
	             +

	mental status
	                +
	             +

	mood

	                +
	             +

	BEHAVIOR)***
	                +
	             +

	PHYSICAL EXAM
	
	

	problem focused
	                +
	

	complete
	
	             +

	REVIEW & SIGN-OFF
	
	

	f/u therapies, labs, consults 


	                +
	             +

	verbal/telephone orders
	                +
	             +

	document on each resident*#
	                +
	             +

	address each problem: status, rehab & plans
	
	             +

	*source: see doctor’s  list on floor &/or contact charge nurse then see resident. 

ADLS: mnemonicD-E-A-T-H (D ress, E at, A mbulate, T ransfer, H ygiene)

**Meds: ( Review, Reduce, Remove): look for medication reduction possibilities
      
set reduction schedule, write  parameters for call  back or follow-up.

***  “targeted behavior” management follow-up. ( see behav. monitor sheets on wings)

 ! SKIN: “SORES” Sensory loss, Ooze (moisture), Restricted, Eat, Shear   

*# see ( “Periodic and New & Annual exam format on opposite side)    evv 12-12-4-04



 

Regulatory (Periodic) Visits

Review Chief complaint and Past Active Problems 
(Using a “Soap” foremat)


Be sure to address:




-Medications (“Review, Reduce and  Renew”)




-Bowel and Bladder




-Mental status and behavior (if applicable)




-Nutrition




-Skin (if at risk)



(See NH Rounds sheet)

              *****************************************************************





Initial and Annual Exam




 REASON for ADMISSION: age, date of admission,  race,


CHRONIC ILLNESS REVIEW:





(Review each medical problem over last year re:




- change in status


- hospitalizations & tests




- therapies (P.T., OT, Psych.etc)
-current status


FUNCTIONAL STATUS: 



(ADLS: (ie) ability to:(D ress, E at, A mbulate, T ransfer, H ygiene)

SURGICAL HX.:


MEDICATIONS 


ALLERGIES


SOCIAL HX. (Comment on status of: loneliness, helplessness,& boredom)


ADVANCE DIRECTIVES/POAHC


IMMUNIZATIONS (include TB screening)


NUTRITION

 
ROS (cover items not covered above)


PE ; ( in addition to usual physical exam, also comment on these items):   




GENERAL
-weight
-nutritional status



ENT

-speech
-teeth

-hearing






-vision
-mobility of neck



MSK:

-ROM
-mobility
-posture





-function of UE & LE
-assistive devices



SKIN

-pressure ulcer risk & current status



NEURO
-mental status
-mood

-behavior


IMPRESSIONS/PLANS: (for each problem comment on plan, 


where relevant comment on:  -Rehabilitation potential & plans to accomplish 
evv12-12-04





   -Capacity to make medical decisions
	
ACTIVITY

	Periodic  ( Regulatory)
	Acute problem visit

	Chief complaints:
	                 +
	                 +

	Functional status *
	                +
	

	Current Medications List
	                 +
	                 +

	Allergies
	                 +
	                 +

	Family/POA contact numbers
	                 +
	                 +

	Nutrition  (weights)
	                 +
	

	Bowels Function
	                +
	

	Skin *** status if at risk            (“Sores” mnemonic)
	                +
	

	Mental Status
	                +
	                 +

	Mood

	                +
	

	Behavior **
	                +
	                 +

	PHYSICAL EXAM
	
	


	Vital signs overview since last visit
	                +
	                 +

	THERAPIES, LABS, CONSULTS  SINCE LAST VISIT

	                +
	

	*ADLS: mnemonicD-E-A-T-H (D ress, E at, A mbulate, T ransfer, H ygiene)

** request Behavior monitoring flow sheet in appropriate patients
*** SORES” Sensory loss, Ooze (moisture), Restricted, Eat, Shear   


              *****************************************************************





Initial and Annual Exam




 REASON for ADMISSION: age, date of admission,  race,


CHRONIC ILLNESS REVIEW:





(Review each medical problem over last year re:




- change in status


- hospitalizations & tests




- therapies (P.T., OT, Psych.etc)
-current status


FUNCTIONAL STATUS: 



(ADLS: (ie) ability to:(D ress, E at, A mbulate, T ransfer, H ygiene)

SURGICAL HX.:


MEDICATIONS 


ALLERGIES


SOCIAL HX. (Comment on status of: loneliness, helplessness,& boredom)


ADVANCE DIRECTIVES/POAHC


IMMUNIZATIONS (include TB screening)


NUTRITION

 
ROS (cover items not covered above)


PE ; ( in addition to usual physical exam, also comment on these items):   




GENERAL
-weight
-nutritional status



ENT

-speech
-teeth

-hearing






-vision
-mobility of neck



MSK:

-ROM
-mobility
-posture





-function of UE & LE
-assistive devices



SKIN

-pressure ulcer risk & current status



NEURO
-mental status
-mood

-behavior


IMPRESSIONS/PLANS: (for each problem comment on plan, 


where relevant comment on:  -Rehabilitation potential & plans to accomplish 
evv12-12-04





   -Capacity to make medical decisions
CPT coding in LTC  (NH)…pearl

GENERAL RULES:


1)Two categories:  INITIAL ( New) or SUBSEQUENT (Established)or ANNUAL(8)
2) Initial codes require documentation  similar to outpatient NEW patient codes and Subsequent Care codes require documentation similar to outpatient ESTABLISHED patient codes.

4) It still based on the Three components:  

a)  History        b) Physical exam           c)Complexity of decision making

5) The assignment of the codes depends on the following work activities to be  in agreement:

  

 Initial (New)   (3/3)         Subsequent Care codes (2/3)
	History
	All

Three components

 must be  at same level
	 Two of 

Three components must at 

same level (then choose the level of the highest two)

	Physical exam 


	
	

	Complexity of decision making*


	
	


INITIAL (New) CODES (1)
	
	99304
	99305
	99306

	HISTORY
	Detailed interval
	Comprehensive
	Comprehensive

	CC
	Required
	Required


	Required



	HPI
	EXTENDED (2)
	EXTENDED (2)

	EXTENDED (2)


	ROS
	Extended 

( 2-9 systems) (4)
	COMPLETE

> 10 systems (4)
	COMPLETE

> 10 systems  (4)

	Past, Family, Social hx.
	1 area required only
	COMPLETE

> 1 item in 2 areas
	COMPLETE

> 1 item in 2 areas

	PHYSICAL EXAM
	DETAILED (3)
	COMPREHESIVE
	COMPREHESIVE



	Extent of Exam:

 Multi-system
	> 6 organs systems with 2 elements each system or 12 elements in >2 organs (5)
	> 2 items per each of 9 organ systems (5)
	> 2 items  per each of 9 organ systems (5)

	MEDICAL DECISION MAKING
	Straight forward or low complexity 


	Moderate complexity
	High complexity

	Dx & management options
	Minimal
	Multiple or extensive
	Multiple or extensive

	Amt/complexity of data
	Minimal
	Moderate to extensive
	Moderate to Extensive

	Risk of complications
	Low; ( > 2 self ltd. prob. or 1 stable chronic illness or 1 acute uncomp. illness)
	Moderate; (>1 chr. ill exacerb. or >2 chr. stable ill or acute ill w syst sx. or acute complicated  injury)
	High; (>1 chr. ill severe exacerb. or >1  acute or chr. ill with life threatening or abrupt serious change in status) (e.g.  seizure, CVA)

	Time based visit (6)
	
	
	




SUBSEQUENT CARE ( Established)  codes (7)
	
	99307
	99308
	99309
	99310

	HISTORY
	Problem focused
	Expanded Problem focused
	Detailed Interval
	Comprehensive

	CC
	Required
	Required
	Required
	Required



	HPI
	Brief

(1-3 elements)
	Brief

(1-3 elements )
	EXTENDED (2)
	EXTENDED (2)


	ROS
	N/A
	1 system
	Extended 

 (2-9 systems) 
	COMPLETE

> 10 systems  (4)

	Past, Family, Social hx.
	N/A
	N/A 
	1 area required only
	COMPLETE

> 1 item in 2 areas

	PHYSICAL EXAM
	Problem focused 
	Expanded Problem focused
	DETAILED (3)
	COMPREHESIVE



	Extent of exam
	1-5 items . from any mix of organ systems (5)
	> 6 items from  any  mix of organ systems (5)
	> 6 organs systems with 2 elements each system or 12 elements in >2 organs (5)
	> 2 items  per each of 9 organ systems (5)

	MEDICAL DECISION MAKING
	Straight forward 
	Low complexity
	Moderate 

Complexity
	High complexity

	Dx & management options
	Minimal
	Minimal
	Multiple or extensive
	Multiple or extensive

	Amt/complexity of data
	Minimal
	Minimal
	Moderate to Extensive
	Moderate to Extensive

	Risk of complications
	Low; ( > 2 self ltd. prob. or 1 stable chr. illness or 1 acute uncomp. Illness)
	Low; ( > 2 self ltd. prob. or 1 stable chronic illness or 1 acute uncomp. illness)
	Moderate; (>1 chr. ill exacerb. or >2 chr. stable ill or acute ill w syst sx. or acute complicated  injury)
	High; (>1 chr. ill severe exacerb. or >1  acute or chr. ill with life threatening or abrupt serious change in status) (e.g.  seizure, CVA)

	Time based visit ( 6)
	
	
	
	


(1) Initial codes: used for : Admission H&P only.  

(2)Extended def; (> 4 elements or status of > 3 chronic active problems

(3) Detailed exam def: > 6 organs systems with 2 elements each system or 12 elements in >2 organs

(4) After completion of the report on pertinent ROS findings, if the HCP reports “all the other systems in ROS are  negative” this statement will cover this requirement.

(5) Items:  An item is any portion of the physical exam.  (Each item listed, counts as “one item” ) Examples of the term items are:  VS:   BP(1) , Pulse (2) EYE : Norma EOM (3) .  PERRLA (4) ,  N funduscopic (5) , Oropharynx : N teeth (6),  N Oropharynx (7) Cardiac:   Regular rate (8)  no Murmur (9) ,  N JVD (10),Lungs:  clear to auscultation (11) ,  N excursion.(13)   etc  (gives  total 13 items)

(6) Time based visit:   If > 50% of time spent in consultation with patient &/or patient’s representatives, then the criteria for billing should be based on time.
(7) Subsequent Care codes are used for: routine required visits (30 and 60 day visits)or acute care visits.

Discharge  from nursing facility:  Codes 99315( < 30 min.) ,  99316 (> 30 min)


(8)Annual eval. 99318: Hx; Detailed. PE; comprehensive. Med Dec. Making: low-mod complexity

Web site:  geriatrics.unmc.edu
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General Office Billing Guidelines

· Maintain accurate patient data: Obtain accurate demographic and insurance information from each patient.  Periodically recheck the information with the patient in case anything has changed. 

· Make patients aware of your billing policies: Certain preventive exams and other office services are not covered by Medicare (eg, annual physical examinations). Make sure that patients are aware of your billing policies and that they may be required to pay for the visit or specified services. 

· Document: Be honest and thorough. Note time spent with the patient. Ensure that diagnosis codes substantiate the procedures performed, and that visit codes are supported by documentation in the visit note. 

· Remember the payer: While Medicare is the most common payer for a geriatrics practice, it is not the only payer. Coding may be affected by HIPAA, but payment and coverage rules are not. A common example is that most Medicare + Choice plans ("Medicare HMOs") cover preventive examinations. You cannot bill the patient in such a circumstance. Note: In this document, Medicare rules are used. 

· Know what you get paid: Select the code that most closely matches your service, not the code that has a reimbursement that most closely matches your charge. Sometimes, more than one code can be appropriately used to code the same service. In addition, you will receive the lower of either the allowance or your charge, so make sure your charges keep up with the allowances. 

· Know the rules: Invest some time and use resources such as basic AMA publications and the Web site of the Center for Medicare and Medicaid Services (CMS): http://www.cms.hhs.gov/ 

Coding and Billing

Key Terms

· Current Procedural Terminology (CPT): A system of procedure codes and descriptions published annually by the American Medical Association (AMA). It has been adopted by the Secretary of Health and Human Services as the standard system of reporting medical services. It is accepted by virtually all commercial health insurance carriers and required by Medicare and Medicaid. 

· Healthcare Common Procedural Coding System (HCPCS): A two-level coding system that identifies healthcare procedures, equipment, and supplies for claim submission purposes. It has been selected for use in HIPAA transactions. HCPCS Level II contains alphanumeric codes used to identify various items and services that are not included in the CPT medical code set. These codes are important to know so that you can properly bill for such services as medication injections. Medicare also requires use of these codes for selected services even when there is a CPT code, eg, administration of influenza vaccine. 

· International Classification of Diseases: A diagnostic medical code set maintained by the World Health Organization (WHO). The primary purpose of this code set is to classify causes of death. A US extension, maintained by the National Center for Health Statistics within the Centers for Disease Control (CDC), identifies morbidity factors, or diagnoses. The ICD-9 CM codes (International Classification of Diseases, 9th revision, Clinical Modification) have been selected for use in HIPAA transactions. Claims processing requires you to submit a diagnostic code with each procedure using this classification system. 

· Carrier: A private company that has a contract with Medicare to pay your Medicare Part B bills. This is the company that pays your claims—they are a valuable resource for billing questions. 

· Documentation Guidelines: The Center for Medicare and Medicaid Services (CMS) published guidelines in 1995 and 1997 that provide detailed criteria regarding the documentation required to support the selection of evaluation and management codes. These guidelines were created for use by CMS for audit purposes. CMS allows physicians to use either set of guidelines. The guidelines can also be used to improve your understanding of code selection. http://www.cms.hhs.gov/medlearn/emdoc.asp 



Need more help? Many more definitions can be found at http://www.cms.hhs.gov/glossary/


Coding and Billing

Coding for Evaluation and Management Services

· Most of the work performed by geriatricians falls into the billing category of Evaluation and Management (E&M) services. But, do not forget that there are many non-E&M services for which you can and should bill. "E&M" describes the encounter between the patient and the physician while the physician is performing the physical, taking the history, arriving at a diagnosis, and treating the problem. It also describes patient counseling and coordination of care. 

· Geriatricians use the same basic codes as primary care physicians, but some codes are used more frequently in this specialty. The following material explains how to select the correct category and level of code and how to document key elements of the visit. In addition, information is provided about secondary codes used in conjunction with E&M services. 

· This is simply a guide, and does not present an exhaustive list of possible services. Policies on coding are constantly being updated, and reimbursement policies and actual payments vary by insurer and locality. Therefore, it is important to find out the policies of your local Medicare intermediary and other payers in your area. 

· For more information on Medicare billing guidelines, a .pdf file can be found at http://www.cms.hhs.gov/medlearn (Scroll down to Medicare Resources and select Documentation Guidelines.) The CPT manual is also an invaluable reference; coding is well described in the "E&M Services Guidelines" section and in the introduction to each code category. 

Coding and Billing

Frequently Used Common Procedural Codes

The tables below list the most frequently used codes for Evaluation & Management (E&M) services by category (type and location of patient).

Time is not the basis for code selection, but time guidelines are provided for relative comparison between the codes.

The CPT manual published by the American Medical Association describes each code in detail. CPT resources are not available for free, but may be ordered online. See http://www.ama-assn.org/ama/pub/category/3113.html
Scroll down and select from the following:

· Office visits ………………………………………………………………………......Scroll to Page 4

· In-patient visits ……………………………………………………………………....Scroll to Page 4

· Nursing facility visits ………………………………………………………………...Scroll to Page  5

· Home visits ……………………………………………………………………………Scroll to Page 6

· Domiciliary, residential/custodial facility, or home care plan oversight services.Scroll to Page 6

· Consultations…………………………………………………………………………..Scroll to Page 7

 

TIP

The Medicare physician fee schedule, by region, for these and other codes can be accessed at
http://www.cms.hhs.gov/physicians/mpfsapp/default.asp
Accept the agreement, and scroll down to Start. Type in the code and your region to find your allowable. 

Coding and Billing

Frequently Used Common Procedural Codes

Office Visits

New Patient

Established Patient

Consultation

Time (min)

Code

Time (min)

Code

Time (min)

Code

10

99201

5

99211

15

99241

20

99202

10

99212

30

99242

30

99203

15

99213

40

99243

45

99204

25

99214

60

99244

60

99205

40

99215

80

99245

Coding and Billing

Frequently Used Common Procedural Codes

In-patient Visits

Admission Visit

Daily Visit

Consultation

Time (min)

Code

Time (min)

Code

Time (min)

Code

30

99221

15

99231

20

99251

50

99222

25

99232

40

99252

70

99223

35

99233

55

99253

 

 

 

 

80

99254

 

 

 

 

110

99255

Observation Initial Day

Discharge Day Management

Admit/Discharge Same Day

99218

99238 for <30 min

99234

99219

99239 for >30 min

99235

99220

99217-observation discharge

99236

Coding and Billing

Frequently Used Common Procedural Codes

Nursing Facility Visits

The nursing facility codes have undergone significant changes to simplify coding and to capture the higher levels of work for both the initial and subsequent codes. Previously, these codes were confusing, and physicians were often unable to bill correctly for the services they provided. The new nursing facility codes are more in line with other code families. However, typical times have not yet been established for the following codes.

The two major subcategories of nursing facility services are Initial Nursing Facility Care and Subsequent Nursing Facility Care. Both of these subcategories can apply to new or established patients. The Initial Nursing Facility Care visits are still associated with the Resident Assessment (MDS, RAP, etc) and must be performed by a physician.

Initial Nursing Facility Care

Code* 
(per day)

Required (all 3 listed for each code)

Usual Nature of Problem Requiring Admission

Components for Patient Evaluation and Management

Complexity of Medical 
Decision Making

99304

Detailed History

Detailed Examination

Straightforward or low

Low severity

99305

Comprehensive History

Comprehensive Examination

Moderate

Moderate severity

99306

Comprehensive History

Comprehensive Examination

High

High severity

*Note: Codes 99301-99303 have been deleted.

In all cases, counseling and/or coordination of care with other providers or agencies are provided consistent with the nature of the problem(s) and the needs of the patient and of his or her family.

Subsequent Nursing Facility Care

Code 
(per day)

Required (2 of the 3 listed for each code)

Usual Patient Status

Components for Patient Evaluation and Management

Complexity of Medical 
Decision Making

99307

Problem-focused interval history

Problem-focused examination

Straightforward

Stable, recovering, or improving

99308

Expanded problem-focused interval history

Expanded problem-focused examination

Low

Response to treatment has been inadequate, or minor complication has developed

99309

Detailed interval history

Detailed examination

Moderate

Significant complication or significant new problem has developed

99310

Comprehensive interval history

Comprehensive examination

High

Unstable or significant new problem requiring immediate physician attention has developed

In all cases, counseling and/or coordination of care with other providers or agencies are provided consistent with the nature of the problem(s) and the needs of the patient and of his or her family.

For “Handy Reference” print out CPT coding in  Long Term Care ( LTC) on Geriatric Practice Main Page when this module is completed

Discharge Codes:

The discharge codes have remained the same:

99315:
Nursing facility discharge day management; 30 minutes or less

99316:
Nursing facility discharge day management; more than 30 minutes
The new Annual Assessment code is 99318:

99318:
Evaluation and management of a patient that involves an annual nursing facility assessment and that requires these three key components:

· a detailed interval history

· a comprehensive examination

· medical decision making that is of low to moderate complexity

 

TIP

Do not use 99318 on the same date of service as 99304-99316.
Counseling and/or coordination of care with other providers or agencies are provided consistent with the nature of the problem(s) and the needs of the patient and of his or her family.

Usually, the patient is stable, recovering, or improving.

Coding and Billing

Frequently Used Common Procedural Codes

Home Visits

New Patient

Established Patient

Time (min)

Code

Time (min)

Code

15

99241

15

99347

30

99242

25

99348

40

99243

40

99349

60

99244

60

99350

80

99245

 

 

Coding and Billing

Frequently Used Common Procedural Codes

Domiciliary, Residential/Custodial Facility, or Care Plan Oversight Services

Domiciliary Care Codes

New Patient

Established Patient

99324

99334

99325

99335

99327

99336

99328

99337

Transmittal 1709 on the use of domiciliary care codes can be accessed at http://www.cms.hhs.gov/manuals/pm_trans/R1709B3.pdf
Care Plan Oversight Codes for Hospice:
    99377 and 99378
Care Plan Oversight Codes for Nursing Facility:
33379 and 99380
The following Care Plan Oversight codes are used for patients who are not in nursing homes, in hospice, or under home care. Although the Relative Value Update Committee has assigned a relative value to these codes, final values will not be available until CMS publishes the ultimate decision/rule. Currently, CMS does not recognize care plan oversight codes in this setting, and it is unclear whether payment policy will change.

99339:
Individual physician supervision of a patient who is not located in their home or in a domiciliary or residential/custodial facility requiring complex and multidisciplinary care modalities that involve regular physician development and/or revision of care plans, review of subsequent reports of patient status, review of related laboratory and other studies, and communication (eg, telephone calls). Used for purposes of assessment or care decisions with health care professional(s), family member(s), legal guardians, and/or key caregiver(s) involved in a patient’s care and of integration of new information into the medical treatment plan, and/or adjustment of medical therapy, within a calendar month; 15-29 minutes

99340:
As above but 30 minutes or longer

 

TIP

Do not use code 99339 or 99340 for patients who are under the care of a home health agency or a nursing facility, or enrolled in a hospice program. Use codes 99374 to 99375 for these purposes.

Coding and Billing

Frequently Used Common Procedural Codes

Consultations

Within Consultations, the codes for follow-up inpatient consultations and for confirmatory consultations have been deleted (ie, 99261–-99263 and 99271–99275 have been deleted).

Confirmatory Consultations – If requested by the patient or a family member, use the office visit codes. (The AGS believes that in inpatient settings, a request initiated by the patient or a family still requires attending approval and thus is a professional request.) If the consultation is requested by a health professional, use outpatient or inpatient consultation codes as appropriate for the setting.

Follow-up Inpatient Consultations – Use the codes for Subsequent Hospital Care and for Subsequent Nursing Facility Care.

Coding and Billing

Frequently Used ICD9-CM Codes
Coding and Billing

How to Select the Correct Category and Level of Code

Selecting the correct category of code depends on the type and location of the patient.

Type of Patient
· New patient: a patient who has not been seen for 3 years by you or another member of your group in the same specialty 

· Established patient: a patient who has been seen within the last 3 years by you or another member of your group in the same specialty 

· Consultation: an opinion requested by another physician that requires a report back to the requesting physician. Coding for consultations is the same for new and established patients. However, if a patient is seen after the consultation in follow-up for ongoing care, the codes for established patient office visits or subsequent care hospital should be used. 

 

TIP 

Make sure your specialty is correctly listed with CMS. Geriatric medicine is 38. See http://www.upinregistry.com/ 

Location of Patient
The location of the patient is the location where the patient is seen. For example, if you see a resident of an assisted-living facility in your office, use the office visit code. If you see the same patient at the assisted-living facility, use the domiciliary care codes. In the emergency department, you are typically acting as a consultant to the emergency attending physician. While the place of service is the ED, it is an outpatient area, therefore you can use the office or other outpatient consultation codes when acting as a consultant on the care of your patient.

The most common sites of care are listed below. For complete definitions of all Place of Service (POS) codes, see
http://www.cms.hhs.gov/states/posdata.pdf
· Office 

· In-patient 

· Emergency department 

· Nursing facility 

· Home 

· Assisted-living, custodial care facility 

Selecting the correct level of code depends on documenting the key elements of the visit.

Coding and Billing

How to Select the Correct Category and Level of Code

Selecting the correct level of code depends on documenting the key elements of the visit:

· History ………………………………………………………………………......Scroll to Page 9
· Examination………………………………………………………………….....Scroll to Page 10

· Medical decision-making …………………………………….…………….....Scroll to Page 11

Most E&M visits should be coded based on the extent of the documentation of these three key elements.

· New patient visits and consultations require all three key elements. 

· Established patient visits require two of the three key elements. 

In certain cases when the visit is dominated by counseling or coordination of care or is for prolonged services, time-based billing can be used.

Coding and Billing

How to Select the Correct Category and Level of Code

The history is the first of the three key elements that must be documented when selecting a code.

The history consists of all three of the following:

· History of present illness (HPI): Describe the present illness in detail, including severity, duration, location, context, and associated signs and symptoms. 

· Review of systems (ROS): Review the body systems through questions that identify signs and symptoms of current or past problems. This is often an area of weakness in visit notes. 

According to the Documentation Guidelines (1997), 14 systems are recognized. A comprehensive ROS for new patients includes 10 systems.

· Past, family, and social history (PFSH): Note all three areas of review. 

Past history includes a summary of significant past illnesses, injuries, or treatments.

Family history indicates any significant hereditary factors. State "family history not relevant" if appropriate.

Social history indicates marital status, occupation, living situation, help needed for activities of daily living, alcohol, tobacco, etc.

In addition, the history should be categorized as one of the following:

· Problem-focused: chief complaint, brief history of present illness or problem 

· Expanded problem-focused: chief complaint, brief history of present illness, system review relevant to patient’s problem(s) 

· Detailed: chief complaint; extended history of present illness; system review relevant to patient’s problem(s) and extended to include review of limited number of additional systems; relevant past, family, or social history directly related to patient’s problem(s) 

· Comprehensive: chief complaint; extended history of present illness; review of systems directly related to patient’s problem(s) extended to include review of all additional body systems; complete past, family, and social history 

  

TIP

Patient questionnaires are an excellent tool for documenting review of systems and past, family, or social history. Sign the form and/or mention it in the record so that your review is documented. It is also acceptable documentation to refer to previously documented past, family, or social history information as being unchanged. 

Coding and Billing

How to Select the Correct Category and Level of Code

The examination is the second of the three key elements that must be documented when selecting a code.

The level of examination depends on the number of body areas and organ systems documented. Similar to the history, the examination should be categorized as one of the following:

· Problem-focused: a limited examination of the affected body area or organ system 

· Expanded problem-focused: a limited examination of the affected body area or organ system and other symptomatic or related organ system(s) 

· Detailed: an extended examination of the affected body area(s) or organ system and other symptomatic or related organ system(s) 

· Comprehensive: a general multi-system examination, or a complete examination of a single organ system 

According to Documentation Guidelines (1997), a detailed examination should include at least six body areas or organ systems, and a comprehensive examination should include at least nine.

Preventive medicine E&M service is usually multi-system, but its extent is based on age and identified risk factors.

 

TIP

Documentation templates, either paper or electronic, are an effective tool for documenting the examination.

 

· physical exam template …………………………….….Scroll to page 22

· review of systems template …………………………….Scroll to page 22
Coding and Billing

How to Select the Correct Category and Level of Code

Medical decision-making is the most complex and “seemingly” subjective of the three key elements that must be documented when selecting a code. (Reviewing the clinical examples in the appendix of the CPT manual can help you understand this subject.)

Medical decision-making refers to the complexity of establishing a diagnosis and/or selecting a management option based on the following factors:

· The number of possible diagnoses and/or the number of management options that must be considered. 

· The amount and/or complexity of medical records, diagnostic tests, and other information that must be obtained, reviewed, and analyzed. 

· The risk of significant complications, morbidity, mortality, or co-morbidities/underlying diseases associated with the patient’s presenting problem(s), the diagnostic procedure(s), and/or the possible management options. 

However, co-morbidities, in and of themselves, are not considered in selecting a level of E&M service unless their presence significantly increases the complexity of the medical decision-making.

Four levels of the complexity of medical decision-making are recognized:

· Straightforward 

· Low complexity 

· Moderate complexity 

· High complexity 

According to Documentation Guidelines (1997), to qualify for a certain level of complexity, two of the three elements in the table below must be met or exceeded.

Number of Diagnoses or Management Options
Minimal

Limited

Multiple

Extensive

Amount and/or Complexity of Data to be Reviewed
Minimal or none

Limited

Moderate

Extensive

Risk of Complications and/or Morbidity or Mortality
Minimal

Low

Moderate

High

 

 

 

 

 

Type of Medical Decision-making

Straightforward

Low complexity

Moderate complexity

High complexity

In the number of diagnoses or management options, coding reviewers look for “degree of complexity,” so consider and document the problem as:

· Self-limiting or minor 

· Established, stable or improved 

· Established, worsening 

· New, no additional workup 

· New, additional workup planned 

For amount and/or complexity of data to be reviewed, consider tests such as the following that are ordered and reviewed:

· Clinical laboratory tests 

· Radiology tests 

· Other tests, eg, ECG, pulmonary function tests 

Also consider the following activities:

· Discussing test results with the physician who performed the test(s) 

· Deciding to obtain old records or additional history from someone other than the patient 

· Reviewing old records or obtaining additional history from someone other than the patient. However, this does not count as time if you use time in determining the visit code. 

· Presence of any family members or involvement of interpreter during visits. Difficulties with language, hearing, etc, are also accepted reasons for use of prolonged services codes. The key is that the patient is present. 

For level of risk of complications and/or morbidity or mortality, consult the Documentation Guidelines (1997). In general, four levels of risk are recognized. The highest level is assigned based on the presenting problem, the diagnostic procedure(s) ordered, or the management option selected.

Coding and Billing

How to Select the Correct Category and Level of Code

Time-based Billing

· Although most codes are selected based on the three key elements of history, examination, and medical decision-making, in certain cases, time-based billing (ie, billing on the length of the visit) can be used. 

· Visits must be dominated by counseling or coordination of care. 

· Time is defined as face-to-face time for out-patients or floor/unit time for in-patients. 

· Three things must be documented:  the total duration of the visit, that at least 50% of the time was spent on counseling or coordination of care, and the issues that were discussed. 

Example 

A 40-minute visit with an established patient in which over half the time is spent discussing side effects of medication qualifies as a level 5 established patient visit.

TIPS

· For visits that are not dominated by counseling or coordination of care, billing cannot be based on time; however, time may still be a useful preliminary indicator of appropriate code selection. 

· Some codes do not have reference times, so time cannot be used with them. Domiciliary care codes are an example. 

Coding and Billing

Coding Examples*

The following table lists CPT coding examples for new and established patient office visits.

Description of Office Visit

Code

New Patient Visits

Patient with small area of sunburn requiring first aid

99201

Patient with recurring episodes of herpes simplex who has developed a cluster of vesicles on the upper lip

99202

50-year-old woman with dyspepsia and nausea

99203

70-year-old patient with recent onset of episodic confusion

99204

65-year-old woman with exertional chest pain, intermittent claudication, syncope, and a murmur of aortic stenosis

99205

Established Patient Visits

82-year-old woman with documented vitamin B12 deficiency; visit is for monthly B12 injection

99211

65-year-old man with eruptions on both arms from exposure to poison oak

99212

55-year-old man for management of hypertension and mild fatigue; patient is on beta blocker/thiazide regimen

99213

68-year-old woman for routine review and follow-up of non-insulin-dependent diabetes, obesity, hypertension, and congestive heart failure; patient complains of vision difficulties and admits dietary noncompliance; patient is counseled concerning diet, and current medications are adjusted

99214

70-year-old woman with diabetes mellitus and hypertension, presenting with 2-month history of increasing confusion, agitation, and short-term memory loss

99215

*Source: CPT® 2004 Professional (pp 394-400). ©American Medical Association. All rights reserved.

Coding and Billing

Preventive Medicine Visits

· Not all insurers pay for preventive medicine visits. For example, these visits are not covered by Medicare. If you suspect a patient does not have coverage, advise him or her of your billing policies. 

· Insurers that do cover preventive medicine visits (eg, many HMOs) generally reimburse them at relatively high rates. 

· Regardless of whether a preventive medicine visit is covered, the relevant codes can be used alone or in conjunction with a code for an E&M service (see below). 

Patient and Visit

Preventive Medicine Code

New patient, initial visit

Age 40 through 64 years

99386

Age 65 years and older

99387

Established patient, periodic visit

Age 40 through 64 years

99396

Age 65 years and older

99397

Coding and Billing

Preventive Medicine Visits in Conjunction with an E&M Service

What should you do when you find a problem during an otherwise preventive medicine visit?

· Select the appropriate preventive medicine code and the E&M code that best represents the problems addressed. 

Example

CPT Code
Charge
Preventive medicine visit
Established patient, over 65 years old

99397

$225

Office visit, level 4

99214

$175

The patient will owe the difference if he or she has Medicare and a secondary insurance. $225 – $175 = $50
Medicare allowable for a level 4 visit

$87.78 

Medicare pays 80%

$70.22 

Patient or secondary insurance pays remaining 20% 

$17.56 

Patient total out-of-pocket may be up to $50 + $17.56 = $67.50 

Note: Medigap will pay the secondary insurance amount but not the additional charge for the preventive medicine service that is not covered.

· Do not increase the level of the code for the E&M service to account for preventive medicine efforts. 

Coding and Billing

Supervised Nurse Practitioner or Physician Assistant Visits: “Incident To”

· When a nurse practitioner or a physician assistant sees a patient “incident to” the physician, the physician can bill Medicare at the full physician allowance. 

· The supervising physician must be on-site in the office suite. 

· The nurse practitioner or physician assistant must be an employee of the physician or the physician’s group. 

· A care plan must be pre-established by the physician, ie, new patient visits are not eligible. 

· The physician may be required to co-sign the nurse practitioner’s note for certain payers. Signing all notes is probably a good idea. 

· A licensed practical nurse (LPN), medical assistant (MA), or other nurse can see patients incident to the physician, but these visits are restricted to level one code (99211). 

 

TIP
Credentialed nurse practitioners and physician assistants can bill independently for both new and follow-up visits. While Medicare pays at 85% of the physician’s allowable, secondary insurers vary, so it is prudent to check with each one and enroll the mid-level practitioner as necessary. In fact, because payment on “incident to” billing situations is increasingly becoming more restricted, independent billing may be more appropriate for your circumstances. 

Coding and Billing

Supervised Resident Visits

· Physicians who are supervising residents must see the patient themselves. 

· The bill is based on the combination of documented services of the attending physician and the resident. 

· The attending physician must document that he or she performed or was present during the key portions. 

· The attending physician must document his or her participation in the patient management. 

· The attending physician does not need to copy the history.  Acceptable language might be “I saw and evaluated the patient. I agree with the findings and the plan of care as documented by the resident.” or “I was present during the history and physical.  I discussed the case with the resident and agree with the findings and plan as documented by the resident.” 

· The modifier “GC” should be used with the selected CPT code to indicate involvement of a resident or fellow. 

· Another option exists for primary care clinics.  The physician does not have to actually see the patient, but he or she is then subject to different limitations.  For example, the ratio of resident:physician visits may be set at 4:1, or billing over level 3 may not be allowed. For more detailed information, see http://www.cms.hhs.gov/manuals/14_car/3b15000.asp#_15016_0 (the CMS Carriers Manual, Part 3, Chapter XV, Supervising Residents in Teaching Sessions). 

Coding and Billing

Modifier 25

· The modifier “25” is used when a significant, separately identifiable E&M service is provided by the same physician on the same day of another procedure or service. 

· A physician may perform a procedure or service, identified by a CPT code, on the same day that the patient’s condition requires a significant, separately identifiable E&M service above and beyond the “other” service provided, or beyond the usual preoperative and postoperative care associated with the procedure that was performed. 

· The E&M service may be prompted by the symptom or condition for which the procedure or service was provided. As such, different diagnoses are not required for reporting the E&M services on the same date. This circumstance should be reported by adding the modifier "25" to the appropriate level of E&M service. 

Rules

· Certain services or procedures are considered part of another service or procedure. 

· CMS uses Correct Coding Initiative (CCI) claims systems edits. 

· Modifiers signal that CCI does not apply; using a modifier improperly may be considered fraud or abuse of the system. 

· Modifier 25 does not override an edit, but indicates that you performed a service that was not part of the global or minor procedure. 

Example

A person comes in with difficulty walking. After taking the history and performing an examination, you determine that the patient has osteoarthritis of the knee and would benefit from arthrocentesis and an intra-articular injection of a steroid.

You would bill the E&M with the modifier "25" because a separate E&M service was performed. You would also bill the arthrocentesis and medication codes.

Three months later, the patient calls and says the shot worked great and he would like another. You tell the staff to schedule the procedure. You ask the patient if he has had any problems and check to make sure the knee does not have an effusion, which would suggest a more serious condition. You perform the arthrocentesis and injection.

In this case, the plan was to perform the arthrocentesis and injection. Checking to be sure it was safe to perform the procedure before doing so is not a separately identifiable E&M service. Therefore, you should not bill for an E&M service, nor use the modifier. You should bill only the arthrocentesis and medication codes.

Coding and Billing

Prolonged Services

CPT Codes for Prolonged Services

 

Office

In-patient

30 minutes beyond the usual Estimated time for Code ( see below)

99354

99356

 Every 30 min thereafter

99357

99357

· Time counted toward payment for prolonged E&M services includes only direct face-to-face contact between the physician and patient. It can include time that is spent with the family or caregiver so long as the patient is present. 

· This code is used in addition to the primary code once the face-to-face time is 30 minutes longer than is typical. This is often the situation for complicated cases in which patients have extensive counseling needs or require unusual time due to communication or mobility limitations. 

· Unlike for length of time (time-based billing), counseling or coordination of care do not need to dominate the use of this code. However, comments about time usage are still applicable. For example, the base code must have a time, the amount of time must be precisely documented, etc. 

· Although the code for prolonged services can be added to any code, applying it to the higher level code is generally most appropriate. 

         ESTIMATED TIMES FOR CODES AND THRESHOLD TO BILL FOR PROLONGED SERVICES

CODE

ESTIMATED TIME FOR CODE

THRESHOLD TIME FOR 99354

THRESHOLD TIME FOR 99354 AND 99355

99201

10

40

85

99202

20

50

95

99203

30

60

105

99204

45

75

120

99205

60

90

135

99211

5

35

80

99212

10

40

85

99213

15

45

90

99214

25

55

100

99215

40

70

115

99241

15

45

90

99242

30

60

105

99243

40

70

115

99244

60

90

135

99245

80

110

155

99341

20

50

95

99342

30

60

105

99343

45

75

120

99344

60

90

135

99345

75

105

150

99347

15

45

90

99348

25

55

100

99349

40

70

115

99350

60

90

135

Rules

· Billed in 30-minute increments 

· Must be face-to-face 

· Used in both office and in-patient settings 

· Billed in addition to other services, including E&M at any level 

· Must document the duration and content of the prolonged service personally rendered by the physician 

TIP 

· For more information on prolonged physician services visit http://www.medicarenhic.com/providers/billing/prolongsrvs_0105.htm 
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Home Health Certification
CPT Codes for Home Health Certification (HCPCS II codes)

 Certification

G0180

 Recertification

G0179

· Physician certification services for Medicare-covered services provided by a participating home health agency (patient not present), include (per certification period) review of initial or subsequent reports of patient status, review of patient’s responses to the OASIS* assessment instrument, contact with the home health agency to ascertain the initial implementation of the plan of care, and documentation in the patient’s office record. 

· The patient must be homebound. 

· See Care Plan Oversight Card for documentation and billing. 

Rules

· G0180 is billed only if the patient has not received Medicare Home Health services within last 60 days 

· Recertifications can be done every 60 days from time of initial certification 

· Rare situations for "new plan of care" can allow for recertification before 60 days 

*For more information on OASIS (Outcome and Assessment Information Set), see http://www.cms.hhs.gov/oasis
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Home Health Care Plan Oversight

CPT Codes for Home Health Care Plan Oversight (HCPCS II)

 Home

G0181

 Hospice

G0182

· Care plan oversight (CPO) is defined as physician supervision of a patient receiving Medicare-covered services that are provided by a participating home health agency/hospice. The physician is not in direct contact with the patient. 

· This supervision requires complex and multidisciplinary care that involves regular development and/or revision of care plans, review of subsequent reports of patient status, review of laboratory and other studies, communication (including telephone calls) with other healthcare professionals involved in the patient’s care, integration of new information into the treatment plan, and/or adjustment of medical therapy, totaling 30 minutes or more within a calendar month. 

Rules

· Requirement for a timesheet documenting over 30 minutes exclusive of certification and discussion with nonprofessionals (eg, family) 

· No financial relationship with agency or hospice medical director 

· Only one physician may bill. CPO is part of the postoperative global service and, therefore, the person who performed the surgical procedure may not bill CPO within the global. However, a primary care physician may bill CPO within the surgeon’s global. 

· Prior face-to-face encounter (6 months) by the physician billing CPO must have occurred. 

· 30 minutes/month minimum 

· Box 23—agency number must be completed 

· See Care Plan Oversight Card for documentation and billing 

Coding and Billing

Advanced Beneficiary Notice

· Many insurance companies, including Medicare, are denying payments to physicians for office visits, procedures, tests, etc, which they think are routine or for screening purposes. Payments are also denied when the reason the physician is ordering or providing the service is not covered. 

· By signing an Advanced Beneficiary Notice (ABN), the patient agrees to assume financial responsibility for services not covered by their insurance company. 

· The ABN must be signed in advance, or you cannot bill the patient for the service. 

· The ABN is not a routine form to have on file in the event of a denial. It is used when a denial is anticipated and this has been explained to the patient, who accepts responsibility for the service. 

· Technically, an ABN is not required for services that are never covered (eg, preventive medicine visits for a Medicare beneficiary), but it is wise to have patients formally accept liability in all cases when a denial of coverage is likely. 

· For an ABN form, see http://www.cms.hhs.gov/medicare/bni/CMSR1312.pdf 

Coding and Billing

Psychiatry, Psychology, and Social Services

· Psychiatrists, psychologists, or licensed clinical social workers who provide services for patients in a geriatrics practice use the CPT and ICD-9 codes specified for mental health. Psychiatrists can provide therapy and E&M services in the same visit using specified CPT codes for these services. 

· Any physician may use the mental health ICD-9 codes that best describe the reason for the service, even if that service is an E&M service. However, different co-insurance amounts apply to mental health services in Medicare. The benefit amount is determined by the diagnosis, so an E&M service with a mental health diagnosis will trigger the mental health benefit level. For more detailed information, see http://www.cms.hhs.gov/medlearn/mentalhealth.pdf 

TIPS

· Caregiver support services are not considered therapy and should be charged directly to the patient or caregiver. Such services include discussions about housing, transportation, daily care, etc. 

· Family psychotherapy without the patient present (code 90846) is a Medicare-reimbursable service. However, reimbursement varies by insurance carriers. The time must be spent discussing the patient’s problem for which an ICD-9 code has already been assigned and that supports the medical necessity for use of this code. For example, Senile dementia, which has the code 290.0, and Senile dementia with delirium, which has the code 290.3, support use of the CPT code 90846. Check with your local carrier for their medical review policy. 

Coding and Billing

Forms and Templates

· The following documents are sample templates and can be modified for your individual practice. The inpatient and care plan oversight documents must be printed locally and reformatted to create a convenient index sized card. 

· Documentation Template - Physical Exam …………………………………to be added in future
· Documentation Template - Review of Systems …………………………..to be added in future
· Home Health Certification …………………………………………………….…to be added in future
· Pocket size inpatient card ………………………………………………….……to be added in future
· Care Plan Oversight - Documentation and billing card …………..……to be added in future
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General Principles

What’s involved in starting up a geriatrics practice? Reviewing this list can help you assess your individual situation and recognize whether you’re ready to take up the challenge.

· Goals and Objectives: Determine your own practice goals and objectives. Having a plan is the first important step in achieving success. Remember that there is more to clinical practice than financial security. True success requires a balance between work effort, intellectual stimulation, professional and personal respect, financial return, community service, and time spent with family and friends.

· Vision: Define your vision. Believe in it and work toward it. Geriatric medicine is a relatively new discipline, and many of its principles run counter to current processes, practices, and procedures in clinical, educational, and research venues. The fortitude to be different and the passion to work toward change are essential.

· Mission Statement: If you are working for an institution, make sure you know the mission statement. Ensure that your proposals and suggestions fit with the mission statement and vision of the overall organization.

· Financial Support: Obtain the support of the chief financial officer of your organization. This can be a difficult task! Learn how to present your proposal in a manner that makes sense to someone who is not directly involved in clinical medicine. Ask the financial officer directly what he or she needs to know and understand, and then incorporate these items into your proposal and presentation.

· Negotiate: Learn how to negotiate. Negotiation techniques are useful in situations from persuading a financial officer to back your proposal to working with employees on a daily basis.

· Healthcare Financing and Business Management: Learn about and fully understand healthcare financing and office business management. Knowing how to apply this information will not only have direct positive effects on your practice, but can also add depth to your initial proposal within your organization.

· Personnel Management: Learn how to effectively manage personnel, including performance improvement skills. In addition to managing other healthcare workers and administrative staff, if you are in a medical director or senior physician position, this will also include managing other physicians.

© Copyright 2006 American Geriatrics Society
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Practice Models and Types

During their formal educational training, physicians generally receive little or no instruction on how to set up and manage a medical practice. As do specialists in other areas, geriatricians work in different practice models. The description of practice models below is largely based on practice finances. Consider visiting or requesting a financial consultation with providers from a successful geriatrics practice.

Select from the most common models listed below for more information.

· Office Practice………………………………………….Scroll down to page 1
· Traveling Practice ……………………………………..Scroll down to page 1
· Academic Health Center ……………………………...Scroll down to page 2
· Program of All-Inclusive Care for the Elderly (PACE) 

………………………………………………………………….Scroll down to page 2

· Capitated Model ………………………………………...Scroll down to page 3
· Hybrid Model …………………………………………….Scroll down to page 3
· Practices Types …………………………………………Scroll down to page 3
An important consideration in addition to the practice model is whether you would like to work solo or with other physicians and healthcare professionals in some type of group arrangement. Consider the following types of practices and their advantages and disadvantages. ( page 3) 
· Solo Practice ………………………………………….Scroll down to page  3
· Expense-Sharing Association……………………...Scroll down to page  3
· Group Practice …………………………………….….Scroll down to page  3
· Employee Physicians ………………………………..Scroll down to page  3
Office Practice

· An independent, primarily office-based practice is uncommon in geriatrics. 

· The financial liability of this model is limited by poor rates of Medicare reimbursement combined with high overhead office costs. 

· Because a specialized geriatrics office (e.g. a practice specializing in memory disorders) receives a higher payment for consults, this type of practice has a greater likelihood of being self-supporting. However, such specialty practices are rare outside of academic health centers or multi-specialty group practices. 

· Some geriatric office practices are set up within a congregate setting such as a large retirement community. The practice may rent space and use facility staff to run the office at reduced costs. 

· Using mid-level providers (e.g. Physicians Assistants or Advanced Nurse Practitioners) can also help make an office-based practice financially viable. In addition, performing minor procedures in-office and operating an office laboratory can generate additional revenue. 

Traveling Practice

· Some geriatricians practice without a clinical office by seeing patients in nursing homes or assisted living facilities, on home visits, or while hospitalized. 

· Practice overhead is extremely low because there is no need to rent space, buy office equipment and supplies, or hire clinical support staff. Practice expenses are limited to a billing and collections service, an answering service, and malpractice insurance. Therefore, this can be a financially successful practice model. 

· Mid-level providers are often used to help provide care and to cover after hours. 

· Most geriatricians who practice in this model contract with the facilities where they see patients to provide medical director services. (See also Contracting Your Services in chapter 3) 

Academic Health Center

· Clinical geriatrics in the United States began in academic health centers, in which the geriatricians’ duties are split between clinical practice, research, education, and administration. 

· In some academic health centers, the costs of running a geriatrics practice are partially offset by other benefits that accrue to the center, e.g. hospital admissions, referrals to other group practices, a geriatrics fellowship program, recruitment of medical residents, and clinical research. However, academic health centers are under increasing financial stress, and there is a growing expectation for clinical operations to break even financially or, ideally, be able to provide research or endowment funds to help support their unit. 

· To be successful in this model, the geriatrics practice must either be self-supporting financially or be able to prove its value to the system within which it functions. This may be through generation of revenue to the center (e.g. hospital admissions, referrals to a group practice,), reduction of costs (e.g. case management for managed-care patients), or improved quality of care (e.g. reduced length of stay, reduced numbers of early re-admissions). 

· In a primarily fee-for-service healthcare system, a consultative geriatrics practice is particularly vulnerable when finances of the parent institution are tight. Administrators may see little benefit to the overall mission if the geriatrics practice is losing money, and the practice may be “down-sized” or closed. 

Program of All-Inclusive Care for the Elderly (PACE)

· PACE programs serve an elderly patient population, and their approach to care espouses prevention of disease and disability. Therefore, they are a natural match for geriatricians. 

· PACE programs are associated with high start-up costs and ongoing financial risks that generally preclude geriatrics practices from being the owner/operator. However, many PACE programs are financially successful, in no small part because of the expertise and efforts of the geriatricians who provide care to these frail, older patients. 

· Most PACE programs employ both geriatricians and mid-level providers to help deliver care. 
Capitated Model

· Some healthcare systems operate their own managed Medicare health plans and assume full financial risk for the patients they serve. Other healthcare systems provide care for large numbers of managed Medicare patients without insuring that care. Both systems can benefit from the input of clinical geriatricians. 

· In this model, geriatricians are most effective by providing consultative input and not assuming primary care responsibilities for the patient. 

· Geriatric assessment and management centers, Acute Care for the Elderly (ACE ) units, and post-hospital case management can improve care and reduce use of expensive services, especially hospital care. 

· Geriatricians working in this model should collect data to demonstrate their positive fiscal impact on the health system. 

· Geriatricians working in this model should collect data to demonstrate their positive fiscal impact on the health system. 

· Geriatricians working in this model can be an important link between the health plan and medical group by. He/she can do this by educating the plan about the unique clinical elements required to manage a geriatric population, and by being the source of education for the clinicians in the medical group about the principles of care for elderly patients. 

Hybrid Model

· Geriatrics practices may also be a hybrid, or combination, of any of the other models described. 

· Hybrid models can evolve by design or, more commonly, as opportunities arise. 

Practices Types

· Solo Practice: In a solo practice, a physician works independently and has a direct relationship, both medically and financially, with patients. 

· Expense-Sharing Association: Expense-Sharing Association: In an expense-sharing association, several solo practitioners may share on-call coverage, office space, billing systems, employees, and overhead expenses, but each physician maintains his or her income independently of the others. 

· Group Practice: A group practice is a legal partnership in which both income and expenses are shared. The members of the group have joint liability as in any business partnership. 

· Employee Physicians: An employee physician is one who is hired by a health system, government agency, or other business without the opportunity to become a partner. 

What are the advantages and disadvantages of these different types of practices?

· Solo Practice: Physicians who practice solo enjoy a great deal of independence, from professional, business, and personal standpoints. They also can build a community image. On the other hand, solo practitioners may feel isolated and must provide coverage and handle all business matters themselves. Start-up costs can be a major issue. 

· Expense-Sharing Association: The advantages of an expense-sharing association include reduced overhead and shared call coverage. In addition, there are no legally binding contracts among the practitioners. However, because the physicians generally practice independently of each other, the potential for feeling isolated still exists. Professional and personal conflicts may arise, and practitioners can leave the sharing arrangement unexpectedly. 

· Group Practice: Group practices allow physicians to share coverage as well as start-up and overhead costs. In addition, depending on the specific arrangement, the physicians may share income and find they have more flexibility in personal and professional matters. However, in a group practice, it is inevitable that professional or personal conflicts will arise at some point, and compromise will be required. 

· Employee Physicians: An employee physician typically enjoys the advantages of fewer work hours and increased free time, shared coverage, ready availability of multiple physician specialists for referral purposes, and fewer business responsibilities. Disadvantages include the lack of opportunity to become a partner, ease of possible termination, the difficulty of effecting change within the organization, and possibly limited referral options. 
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Contracting Your Services

Many geriatricians supplement their income by contracting their services to organizations that care for older people.

Select from the FAQs below for an overview of the process.

· What kinds of opportunities are available?.................Scroll to page 1 

· What should be covered in a contract? ......................Scroll to page 1
· What should be avoided in a contract? .......................Scroll to page 2
· 

 HYPERLINK "http://www.americangeriatrics.org/myags/toolkit/chapter3.shtml" \l "arrangements#arrangements" 
What about exclusive arrangements?
 ..........................Scroll to page 2
· What is expected with regard to referrals? ..................Scroll to page 2
· Who provides liability insurance? .................................Scroll to page 2
· What should be considered when negotiating a fee? .Scroll to page 3
· Can I operate an office practice within a facility where I have contracted my services? ....................................................................Scroll to page 3
· Sample contract………………….......................................Scroll to page 4
Contracting Your Services

What kinds of opportunities are available?

· The traditional role of geriatricians who contract their services has been that of medical director for a nursing home. 

· However, many other types of organizations may seek and benefit from an association with a geriatrician. These include retirement communities, assisted living facilities, hospital-based programs, and hospice programs. 

Contracting Your Services

What should be covered in a contract?

· A contract should be negotiated and signed with each organization for which you provide contract services. 

· The contract should clearly outline the specific terms of the arrangement and include duties to be performed, fees for services, insurance coverage, and notice of contract termination. 

· A sample contract ( scroll to page four) is provided to give you an idea of a typical agreement. This is a sample agreement only, and should not be relied on as a substitute for legal advice. Before entering into any agreement, the geriatrics practice should consult an attorney. Specific scope of duties, nature of facility, and demographics would likely require some modifications of this document. The AGS makes no representation regarding the applicability or completeness of the sample agreement, and expressly disclaims any and all liability arising from its use. This sample is presented for educational purposes only, so that you have some familiarity with contract language and content. 
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What should be avoided in a contract?

· Fees by contractual agreement should not be paid to compensate or to induce the geriatrician to provide care to residents of the facility. Billing Medicare and being paid by the facility for care is termed “double dipping” and is illegal. 

· The contract might include providing health services for employees of the facility. This is appropriate because no third-party insurance is being billed for the same service. 

· Some new facilities may seek to tie the fee of the medical director to their census. This should be avoided especially if the medical director is also providing patient care at the facility because it suggests a relationship between payments to the medical director and patient care. When a new facility has limited funds because of start-up costs and lack of revenue, the contract fees should be negotiated to increase over time rather than by census. 

· You should also avoid having the number of hours you spend in the facility be specified. Your role is to fulfill the duties outlined in the contract, and the specific number of hours may vary greatly from week to week. 

· The contract should not include a non-competition clause. Such clauses typically prohibit the physician from providing similar services for another facility during the term of the agreement and for a specified term thereafter, and greatly restrict the physician’s practice options. 

Contracting Your Services

What about exclusive arrangements?

· If multiple facilities are located in the same geographic area, they may be competing for the same pool of clients, and a facility may attempt to restrict its medical director from providing similar services at a competing facility. You should avoid exclusive agreements. 

· It is important to point out that you are providing a service. In this sense, your contractual agreement is not dissimilar to those made with many other service providers, e.g. insurance or food services. 
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What is expected with regard to referrals?

· The facility may view you as an important source of referrals. You should disabuse them of this misconception and avoid preferentially referring patients to a certain facility because you have a relationship with that facility. 

· In addition, this type of referral arrangement could make it difficult or impossible for you to contract with more than one facility. 

· Patient referrals should be made based on what is in the patient’s best interest. 
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Who provides liability insurance?

· Facilities may ask you to provide your own liability insurance. This will depend on the specific facility and the demographics. 

· You should check with your insurance carrier that the scope of your duties will be covered under your existing policy, and ask if the duties outlined in the contract will affect your premiums. 

· Medical directors, especially of skilled nursing facilities, are increasingly likely to be included in malpractice suits brought against the facility. 
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What should be considered when negotiating a fee?

· Fees vary in different parts of the country and depend on the type and size of the facility as well as on the services requested. For example, the medical director fee for a small nursing home will be much less than that for a large, multi-service retirement community that provides skilled nursing care, assisted living, and home health care. 

· Remember during negotiations that the skills, experience, and reliability of a quality medical director are of great value to the facility. Large facilities often have operating budgets of many millions of dollars, and you are providing needed and important services. Don’t let the low rate of pay from Medicare negatively influence you in asking for fees as part of a contract negotiation. 

· As a rule of thumb, begin by asking for 30% more than you expect, and negotiate down if needed. 
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Can I operate an office practice within a facility where I have contracted my services?

· If you choose to operate a small medical office within a facility and the facility is agreeable, you should consider paying for the use of the space and staff time that the facility is providing for you. 

· When Medicare pays a healthcare provider for medical office services, an overhead component is included in the payment. Although there are no clear guidelines on this, Medicare views billing for office-based services as incurring the usual expenses associated with running an office practice. 

Contracting Your Services

Sample Contract

Disclaimer:

"This is a sample agreement only, and should not be relied on as a substitute for legal advice. Before entering into any agreement, the geriatrics practice should consult an attorney. Specific scope of duties, nature of facility, and demographics would likely require some modifications of this document. The AGS makes no representation regarding the applicability or completeness of the sample agreement, and expressly disclaims any and all liability arising from its use.

This sample is presented for educational purposes only, so that you have some familiarity with contract language and content."

AGREEMENT BETWEEN FACILITY AND MD GROUP 

THIS AGREEMENT is made by and between FACILITY located at ********** and MD Group with offices at ***********


WHEREAS, MD GROUP is a multi-specialty physician group practice that employs physicians to provide healthcare services in the field of geriatrics and other specialty healthcare services to patients, and consulting and advisory physician services to facilities and programs; and


WHEREAS, FACILITY operates a long-term care facility, an assisted-living facility and services, home care services, and other programs and services to patients, residents and seniors in the community; and 


WHEREAS, FACILITY and MD GROUP wish to enter into an agreement pursuant to which MD GROUP shall provide to FACILITY physician services elected by and for the convenience of FACILITY residents on-site at FACILITY.


Now, therefore, for and in consideration of the covenants hereinafter contained and of other good and valuable consideration, it is mutually agreed as follows:

1.              MD GROUP RESPONSIBILITIES: 

1.1.          MD GROUP will assign physician(s) (“MEDICAL DIRECTOR”) to provide medical director services to FACILITY’s long-term care facility in accordance with the Public Health Code. MEDICAL DIRECTOR shall:

1.1.1.       be a physician licensed to practice medicine in STATE;

1.1.2.       assist in the development and implementation of such medical/administrative policies as are necessary for the smooth, effective and safe functioning of FACILITY;

1.1.3.       assist FACILITY administration in developing and implementing a budget for equipment, supplies and personnel in FACILITY;

1.1.4.       assure that quality medical care is provided in FACILITY;

1.1.5.       regularly document the medical care provided in FACILITY;

1.1.6.       serve as a liaison between the medical staff and the administrator of FACILITY;

1.1.7.       approve or disapprove a patient's admission to FACILITY in accordance with FACILITY’s by-laws; MEDICAL DIRECTOR shall have the authority to review any patient's records or examine any patient prior to admission for such purposes;

1.1.8.       assure that each patient in FACILITY has an assigned personal physician;

1.1.9.       provide or arrange for the provision of necessary medical care to each patient in FACILITY if such patient’s personal physician is unable to do so;

1.1.10.     approve or deny applications for membership on FACILITY’s active organized medical staff after consultation with existing active organized medical staff, if any, and subject to the ratification of the governing body;

1.1.11.     in accordance with FACILITY’s by-laws, suspend or terminate the privileges of a medical staff member if that member is unable or unwilling to adequately care for a patient in accordance with standards set by any applicable local and state statutes and regulations, any federal regulations that may apply to a federal program in which FACILITY participates, or FACILITY by-laws;

1.1.12.     be available to the nurses to discuss the care and treatment of patients as may be required from time to time;

1.1.13.     recommend to the Administrator any purchases of medical equipment and/or services necessary to assure adequate patient care;

1.1.14.     assist in the development of and participate in staff orientation and training program in cooperation with the Administrator and Director of Nurses;

1.1.15.     review all incidents and accidents that occur on the premises in order to identify hazards to health and safety at FACILITY;

1.1.16.     participate in the development of patient care policies and review such policies to ascertain if FACILITY’s operations are consistent with policy;

1.1.17.     serve as a member of FACILITY’s committees, as mutually agreed; and

1.1.18.     perform such other duties and have such other responsibilities as specified in the applicable STATE Public Health Code, and other licensure or certification requirements.

1.2.          MD GROUP will assign physician(s) (“ADVISORY PHYSICIAN”) to provide consultative and advisory services to FACILITY-related assisted-living, home care and other programs and services. ADVISORY PHYSICIAN shall:

1.2.1.       apprise FACILITY administration on a regular basis of the condition of medical services;

1.2.2.       advise FACILITY administration on health issues of residents;

1.2.3.       advise FACILITY administration regarding employee heath issues;

1.2.4.       provide wellness programs for staff and residents; 

1.2.5.       participate as member of FACILITY Quality Assurance committee;

1.2.6.       assist in reviewing, revising and approving health- and medical-related policies and procedures; 

1.2.7.       provide or arrange for the provision of educational services for FACILITY staff as mutually agreed;

1.2.8.       participate in information and education programs for seniors in the community as mutually agreed;

1.2.9.       assist FACILITY staff in determining placement appropriateness;

1.2.10.     assist residents in obtaining a personal physician or specialist; and

1.2.11.     assist FACILITY in the provision of health screening services.

1.3.          MD GROUP will assign physician(s) (“ATTENDING PHYSICIAN”) to provide professional clinical services elected by and for the convenience of FACILITY residents on-site at FACILITY. ATTENDING PHYSICIAN shall:

1.3.1.       assume the role of personal physician for residents who elect services;

1.3.2.       provide primary health care services on-site at mutually agreed times for the convenience of FACILITY residents; and 

1.3.3.       arrange for specialty physician and hospital services as well as urgent or emergent services at the sole discretion of the Advisory Physician or the covering physician.

1.4.          MD GROUP shall have the following rights, duties and responsibilities in addition to assigning physician(s) to the performance of duties as described herein:

1.4.1.       MD GROUP shall designate physician(s) licensed to practice medicine in STATE to cover during periods of any physician's absence.

1.4.2.       Medical records for clinical services rendered to individual residents will be the property of MD GROUP; should an acceptable information release document be presented, copies of medical records may be maintained at FACILITY. 

1.4.3.       MD GROUP will have sole authority and responsibility to bill residents and/or the applicable payer for professional clinical services rendered to individual residents, and resulting collections will be retained by MD GROUP.

2.             FACILITY RESPONSIBILITIES:FACILITY shall:

2.1.          compensate MD GROUP for the physician services provided by MD GROUP hereunder;

2.2.          cooperate with the physician in the pursuit of physician's responsibilities hereunder; and

2.3.          provide support for the functions involved in the Medical Director responsibilities.

3.             RELATIONSHIP OF THE PARTIES
3.1.          Nothing contained in this Agreement is intended to create or shall be construed to create an agency, partnership, employer/employee, or joint venture relationship between the parties. Each party shall remain solely liable for its own debts, obligations or liabilities without, however, in any way modifying the obligations each party has assumed herein.

3.2.          MD GROUP has entered into this Agreement on an independent basis and physician is not an employee of the FACILITY for purposes of compensation or fringe benefits or within the terms of any federal or state statutes or regulations relating to fair labor practices, workers compensation, unemployment compensation or the withholding of income and social security taxes.

4.             DISCLAIMER REGARDING REFERRALS. While the parties hope that the quality of their respective services commend them to the residents of FACILITY and the patients of MD GROUP, the choice in securing health care, residential and assisted-living services will be made solely by residents and patients. Therefore, it is specifically acknowledged and agreed by the parties hereto that any services provided by FACILITY to MD GROUP or payments made by FACILITY to MD GROUP pursuant to this Agreement will not in any way require, and are not contingent upon, the admission, recommendation, referral or any other form of arrangement for utilization by residents or patients of any services offered by MD GROUP or FACILITY.

5.             TERM AND TERMINATION. This Agreement shall remain in full force and effect for a term of two (2) years beginning DATE and continuing through DATE. It is the intent of the parties to renew this Agreement for successive terms of one year. Either party may terminate this agreement without cause by notifying the other in writing sixty (60) days in advance.

6.             AUTHORITY. Both parties warrant to the other that they have full right and authority to enter into this Agreement and to pay and perform all obligations assumed hereunder.

_

7.             LIABILITY PROTECTIONS. FACILITY shall maintain, at its expense, such policies of general liability insurance as shall be necessary to protect FACILITY, MD GROUP, and MD GROUP physician(s) from claims arising from use of facilities. FACILITY shall also maintain, at its expense, professional liability insurance coverage showing MD GROUP as an additional insured solely in regard to the services provided hereunder by MEDICAL DIRECTOR and ADVISORY PHYSICIAN. MD GROUP shall maintain, at its expense, professional liability protection on behalf of MD GROUP and physician(s). (This may vary depending on facility and demographics.)

_

8.             COMPENSATION.
8.1.          FACILITY shall compensate MD GROUP $ _____ per month in return for services described herein. 

8.2.          The parties acknowledge and agree that the compensation set forth herein represents the fair market value of the services provided by MD GROUP and physician(s) to FACILITY, and has been negotiated in an arm’s length transaction and has not been determined in a manner which takes into account the volume or value of referrals or business that may otherwise be generated between the parties.

9.            NON-DISCRIMINATION. The parties agree that they shall not discriminate on account of race, sex, color, religion, national origin or handicap or other characteristic protected by law.

10.           MISCELLANEOUS
10.1.        This Agreement constitutes the entire agreement between the parties and may not be amended except by a writing duly executed by both parties.

10.2.        This Agreement shall be interpreted and governed in accordance with the laws of the State of **********. 

10.3.        This Agreement supersedes any prior Agreement between the parties relating to the provision of services by physician(s) to FACILITY.

10.4.        Neither party may assign or transfer this Agreement or any part hereof, without the other party’s prior written consent. There are no third-party beneficiaries of or to this Agreement.

10.5.        During the term of and following termination of this Agreement, each party shall keep strictly confidential any proprietary information regarding the other party. All information which is reasonably treated by any party as being proprietary shall be presumed to be proprietary. Each party shall take reasonably necessary precautions to prevent unauthorized disclosure of proprietary information and shall require all of its officers, employees and other personnel to whom it is necessary to disclose the same, or to whom the same has been disclosed, to keep such proprietary information confidential. Upon termination of this Agreement, each party agrees to return to the other, within ten (10) days of the termination of this Agreement, all proprietary information of the other party in such party’s possession.

10.6.        No failure by either party to exercise, and no delay in exercising, any right, power or privilege under this Agreement shall constitute a waiver thereof, nor shall any single or partial exercise of any right, power or privilege hereunder preclude any other or further exercise of any right, power or privilege. The rights and remedies provided herein are cumulative and not exclusive of any rights or remedies provided by law or otherwise.

10.7.        If any provision of this Agreement is held to be invalid or unenforceable, such invalidity or unenforceability shall not affect any other provision of this Agreement that can be given effect without the invalid provision. In such event, all parties agree that the court making such determination shall have the power to alter or amend such provision so that it shall be enforceable to an extent that is consistent with the intention of the parties.

11.           NOTICES Any notice required under this Agreement shall be by certified mail, return receipt requested, addressed as follows:

FACILITY

CONTACT

ADDRESS

 

MD GROUP

CONTACT

ADDRESS

IN WITNESS WHEREOF, the patties hereto intending to be legally bound have executed this Agreement as of the day and year above written.

 

	FACILITY 
	MD GROUP 

	

_______________________________ 
	

_______________________________ 

	CEO 
	Executive Director 

	Date 
	Date 
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            PRACTICE ANALYSIS

Developing a specific plan, communicating it clearly, and gaining support are essential steps in any business venture. Putting together a strategic plan, including analyzing your market, can increase your chances of success. The SWOT Model can be a useful tool to help you get started in market analysis.

SWOT Model  means: Strengths, Weaknesses, Opportunities, and Threats

“If you don't know where you are going, you might wind up someplace else." 

–Yogi Berra

Strategic Planning ……………………….scroll to  page 1
Market Analysis …………………………. scroll to page 2
The SWOT Model ……………………….. scroll to page 2
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Strategic Planning 
“Without a plan, the only way you get where you are going is by accident.” 

–Anonymous

Creating a plan of action to support your efforts begins by setting goals and outlining the steps required to achieve them. Ideally, this process involves developing a strategic plan that is based on an analysis of the intended outcome and the actions needed to accomplish it. This key information allows you to set and attain a reachable goal in various circumstances.

A well-crafted strategic plan can help you communicate clearly and concisely with the business leaders around you. If you can communicate effectively, you will have greater success in gaining support for services and programs that can benefit both patients and healthcare systems.

A strategic plan has been defined as “an ongoing, future-oriented, values-based process that empowers an organization and its members to identify action strategically necessary to accomplish its mission in an ever-changing and diverse environment” (Safrit, 1998).

To be effective, a strategic plan must: 

Clearly identify and describe your service(s) 

Recognize and account for your current resources 

Set priorities for resource allocation in the future 

Though it takes time, the process of strategic planning can provide the basis for further planning such as budgets and staffing. It can also serve as a way to coordinate multiple goals or lines of business (eg, multiple partners or an in-office laboratory) within a practice setting. Additionally, it can provide the basis for understanding where your practice falls in the healthcare marketplace in your area.
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Market Analysis 

Conducting a market analysis is part of the strategic planning process. It is designed to provide insight into the available and likely opportunities for your practice.

A primary component of a market analysis is identification and evaluation of the Strengths, Weaknesses, Opportunities, and Threats of any situation. This method is referred to as the SWOT Model.
The SWOT model can also be used to do a general survey or profile of the state of your practice. Having an organized assessment of your practice will create a foundation for your strategic plan.
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The SWOT Model 

Strengths, Weaknesses, Opportunities, and Threats (SWOT) analysis can help determine the strengths and weakness of your practice, as well as future opportunities and threats. Using SWOT analysis allows you to identify both the internal factors and external forces that should be considered as you contemplate various opportunities.

The table below illustrates the method and contains common “diagnostic” questions you can use to evaluate your situation.

Sample SWOT Analysis Table             

INTERNAL FACTORS        EXTERNAL FORCES      

Strengths       
Opportunities

What does your practice do best? 

What are your core competencies? 

What do you do well? 

What parts of your practice are profitable? 

What unique experience do you have?     

Where are the opportunities in your area? 

What healthcare niches have been overlooked by your competitors? 

What future needs of your patients can you meet? 

What are the emerging social and political opportunities in your healthcare community? 

Weaknesses      Threats

What part of your practice needs improvement? 

What can your practice do better? 

In what areas do you lack resources? 

What parts of your practice are losing money?                                                                                     What is happening in your area that could threaten your practice? 

Who are your competitors? 

What parts of your practice are most vulnerable? 

What are the negative social and political realities in your healthcare community?   

Continue the SWOT process by  scrolling to the selections below:

The Five Steps of SWOT ………………………………………scroll to page 3
Simple Rules for Successful SWOT Analysis….………………scroll to page 3
Evaluating a Single Opportunity: A Case Study ………….……scroll to page 4
The SWOT Analysis Narrative …………………………………scroll to page 5
Evaluating Competing Opportunities …………………………..scroll to page 6
Limitations of SWOT Analysis…………………………………scroll to page 7
SWOT Worksheet ………………………………………………scroll to page 7
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The Five Steps of SWOT 

Step 1: Create your SWOT table and brainstorm a list of relevant SWOT diagnostic questions to analyze your practice and the opportunity you are evaluating.

Example: A new medical office building is opening in your area. 
SWOT question: Should your practice move to the new office building? 
Step 2: Decide on 3-5 main questions to use per category. 
Step 3: Prioritize the list. 
Step 4: Answer the questions honestly and with an eye to the competition. It may be helpful to answer the questions once from your perspective, and then again as if you were your own competition.

Step 5: Create a SWOT analysis narrative that answers the question and adds to your strategic plan. 
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Simple Rules for Successful SWOT Analysis 

Be realistic. Identify strengths and weaknesses of your practice with a balanced thought process. 

Have the courage to dream. Analysis should distinguish between where your practice is today, and where it could be in the future. 

Be specific. Avoid “grey” areas when possible. 

Compare your practice with that of your competition. What do you do better? What do you do worse? 

Keep your SWOT short and simple. Answer one question at a time. Don’t over analyze. 

Recognize that SWOT is subjective. If there are multiple physicians in a practice, each should independently conduct a SWOT analysis and then compare the results. 
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Evaluating a Single Opportunity: A Case Study 

Joe Smith, MD, is a CAQ-certified internist/geriatrician. He is in practice with Anne Jones, MD, a fellowship-trained geriatrician. Drs. Smith and Jones practice in a moderately sized community of 400,000. They have admitting privileges at two hospitals and cover patients in ten long-term care facilities.

Drs. Smith and Jones have been asked by a local assisted-living facility to see patients on-site. 
Consider the questions that Drs. Smith and Jones might include in each of their SWOT analyses. Click on the Case Study SWOT Analysis Table for an example.
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Drs. Smith and Jones should conduct a SWOT analysis to help them evaluate their new opportunity. Should Drs. Smith and Jones see patients on-site at the assisted-living facility? Can they take on the extra patient load? the added administrative responsibilities?

SWOT Analysis Table for Smith and Jones Case Study 

INTERNAL FACTORS      EXTERNAL FORCES

Strengths       Opportunities  

What does your practice do best? 

What parts of your practice are profitable?

Long-term care
What unique experience do you have?

Geriatric experience

Certified medical directors
What are your core competencies?

Geriatrics, long-term care
Where are the opportunities in your area? 

What healthcare niches have been overlooked by your competitors?

Assisted-living facilities

Continuum of dementia care
What future needs of your patients can you meet?

Age in place of assisted-living facilities
What are the emerging social and political opportunities in your healthcare community?

Increasing number of assisted-living beds and increased competition

Increasing likelihood of regulations/requirement for medical direction

Threats

 Weaknesses     

What part of your practice needs improvement? 

What parts of your practice are losing money?

Out-patient clinic
In what areas do you lack resources?

Office and nursing support for long-term care activities
What can your practice do better?

Communication with long-term care facilities
What is happening in your area that could threaten your practice? 

What parts of your practice are most vulnerable?

Staff burn-out from practice volume and high social need
What are the negative social and political realities in your healthcare community?

Assisted-living facilities very competitive

One assisted-living facility is affiliated with main hospital, others are private
Who are your competitors?

Family physicians and internists who practice in long-term care are few, but there are some

Most patients in assisted-living facilities retain their primary care provider; an on-site clinic may be a threat to some.
The next step for Drs. Smith and Jones is to prepare a SWOT Analysis Narrative to add to their strategic plan.
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The SWOT Analysis Narrative 

A SWOT Analysis Narrative can add to your strategic plan by summarizing the internal factors and external forces that you identified by answering the questions in the SWOT Analysis Table.

Consider the following SWOT Analysis Narrative for Drs. Smith and Jones’ case: 
Summary of Internal Factors 
The practice is uniquely positioned to provide high-quality, on-site care at an assisted-living facility, based on the core competencies of the physicians. Of note, overall revenues are down, the practice staff is stretched thin, and they are struggling to maintain effective lines of communication with the various facilities.

If one of the physicians was off-site one day per week, and able to use the staff of the assisted-living facility for support, it could decrease staff burden at the out-patient site as well as increase revenues. This addresses the main weaknesses facing the practice at this time.

Evaluation of new opportunity in view of internal factors: good option 
Summary of External Forces 
It appears likely that assisted-living facilities will need medical direction, on-site physicians, or both, in the future to remain competitive or to achieve regulatory standards. Therefore, starting on-site now may be an advantage for medical directorships. In fact, working with a local assisted-living facility could “force the marketplace” and make it important for all such facilities to have medical direction to remain competitive.

However, the practice needs to be very selective in choosing the assisted-living facility in which to become active. There is considerable competition in the area, and the main assisted-living facility is owned by the largest health system. There may be more to consider before establishing an on-site clinic at one facility over another.

Evaluation of new opportunity in view of external forces: good option, with conditions 
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Evaluating Competing Opportunities 

SWOT Analysis can also be used to evaluate multiple options at the same time. 
For example, consider the following situation: 
You would like to be a medical director for an assisted-living facility. Three facilities in the area have expressed an interest in hiring you.

To compare the opportunities, you first need to evaluate each option separately to determine it is has independent merit. Then, you can make a direct comparison of the acceptable opportunities using the same principles of SWOT analysis.

First, perform independent SWOT analyses for each facility. 

Evaluation of Facility #1: good option 

Evaluation of Facility #2: good option 

Evaluation of Facility #3: bad option 

Then, perform comparison SWOT analyses for each acceptable option: 

Conduct a new SWOT analysis, basing your questions and answers on the assumption that you have selected Facility #1. 

Repeat the SWOT analysis on the assumption that you have selected Facility #2. 

Combine the assumptions of these two SWOT analyses to create your final analysis. 

*Note: This process can be repeated for any number of possible opportunities. 
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Limitations of SWOT Analysis 

SWOT analysis offers a simple method to evaluate various problems or opportunities. However, it does have limitations in its ability to help determine a specific course of action.

Its power depends on the subjective opinions of the creator. If certain issues are identified and assigned a high priority that is not truly warranted, the analysis could be misleading. 

If there are multiple stakeholders, the views of each should be included to make the analysis as complete as possible. However, what one stakeholder considers a strength, another might consider a weakness. 

Some feel that the SWOT method suffers from eternal optimism; it is predicated on the fact that an organization or individual can overcome adversity and remain successful in challenging environments. 

Strategic Planning and Market Analysis

SWOT Worksheet 

Print this page for use as a worksheet to conduct your own SWOT analyses, including writing a SWOT analysis narrative for your particular practice or opportunity. Remember the five steps of SWOT and refer to the Sample SWOT Analysis Table if you need help in formulating questions.

SWOT Analysis Table            

INTERNAL FACTORS        EXTERNAL FORCES

Strengths       Opportunities  

What does your practice do best?        

Where are the opportunities in your area?      

Weaknesses      Threats

What part of your practice needs improvement?  

 What is happening in your area that could threaten your practice?      

SWOT Analysis Narrative 
Summary of Internal Factors: 
Summary of External Forces:    
Resource: adapted with permission from AGS Geriatric Pracitice  Management Toolkit at

http://www.cuph.org/cme/survival/toolkit.jsp      
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