
ENCOUNTER CODING QUIZ  (KEY)
This quiz is a teaching tool, not an evaluation of your current knowledge; please try to answer all ten questions.  No one will see your responses.   

The questions below were chosen for this quiz because they:

· Have repeatedly been posed to RSN staff, 

· Reflect changes associated with the implementation of ProviderOne, or 
· Relate to issues arising out of the recent actuarial study.  
They will be discussed after you have taken the quiz, and you will be emailed a copy of the quiz and the key following the training sessions.  Please consider using these resources as a teaching tool at your agency.
	


1) The Service Encounter Reporting Instructions state, “Encounters are reported based on services provided to the individual client and not based on clinical staff hours.”  Given this instruction, in which of the following circumstances can an agency legitimately submit encounter time when the consumer (or parent/guardian) is not present?  [select any that apply]
a)  Clinical supervision sessions during which the consumer’s treatment is being discussed.

b) Clinician-initiated contacts with individuals the consumer has specified as having a direct role in assisting him/her to establish or maintain stability in his/her daily life and has signed an ROI permitting contact.  
c) Team or multi-agency meetings called specifically for the purpose of coordinating care for a given consumer.

d) Time spent in consultation with a specialist concerning the consumer.
e) Time spent calling in prescriptions for the consumer, or filling their medication packs.
f) None of the above.
	Correct answers: “b” and “d”

· In addition to the instruction quoted above, which is in the “General Encounter Reporting Instructions” section of the SERI, the description provided for the Individual Treatment Modality states, “These services…shall be conducted with the individual, his or her family, or others at the individual’s behest who play a direct role in assisting the individual to establish and/or maintain stability in his/her daily life.”  Additionally, the Inclusions section for this modality lists “Specialist consultation between the specialist and the clinician” as a specific situation covered by the codes.  
· The RSN understands these instructions as exceptions to the rule that encounters are based on client time rather than staff time, and interprets the ROI as evidence that contact is occurring at the “behest” of the consumer.  Further, because the description for H2015 doesn’t include an explicit reference to face-to-face services, as do many of the other codes, it appears to be the most appropriate code for reporting encounters where the consumer is not directly involved.
· Please Note:  While it is understood that phone contacts with “others at the individual’s behest” can be submitted as encounters, encounter time cannot be submitted when a voicemail or a message is left for the consumer or that consumer’s “other.” 

· Response E is a specific Exclusion for this modality.


2) In which of the following circumstances is it permissible to submit encounter time for generating documentation pertaining to a consumer?  [select any that apply]
a) Documentation done while the consumer is present.

b) Documentation done in preparation for a session with a consumer, e.g., a treatment plan.

c) Documentation done immediately following time spent with the consumer.

d) Time spent writing uncommon reports concerning a consumer, such as those required by the court or DSHS.
	Correct answers: “a” and “d”

· The Exclusions for the Individual Treatment Services modality specifically rules out submitting encounters for “time spent completing normally required documentation.”  However, it is a common practice in medical settings to bill for documentation that occurs while the patient is present and service delivery is in process.  Agencies are encouraged to consider how they might involve consumers in documentation processes so as to qualify this time for submission as encounter time.  
· The Inclusions for this modality identify the documentation referenced by Response D as legitimate for submitting as encounter time.


3) True or False:  The Community Transition code (T2038) associated with Jail Services in the Service Encounter Reporting Instructions is supposed to be used for all time spent with individuals in jail.

a) True

b) False

	Correct answer: b, False

· The SERI limits the use of T2038 to the Jail Services Program, and specifies that it is to be used only for “time spent with the individual completing an application for determining Medicaid eligibility while an individual is confined in a correctional facility.”  

· The contract allows Jail Services funds to be used for Intakes, and in some instances, for other mental health services.  These would be reported via the code that matched the service, and with a location code indicating that services were provided in the jail.  Please Note:  Using the location code for the jail does not identify a consumer as a participant in the Jail Services Program (see the next bullet).
· Please Note:  While T2038 is used only for the Jail Services Program, the use of this code is not what identifies a consumer as a participant in the Jail Services Program.  That is done via an 060 transaction that identifies the consumer with the Jail Service Program, via code “11”, and provides dates of entry and exit from the program.  This table must be kept current for services to be appropriately credited to Jail Services Program funding.  Failure to do this jeopardizes continuation of that funding, and could result in a request for funds to be returned to the State.


4) In which of the following circumstances is it appropriate to use the Rehabilitation Case Management code (H0023)?  [select the best responses]
a) Contacts between staff in an outpatient setting and those in an inpatient/jail setting concerning the impending discharge of an individual to whom the outpatient agency will be providing services.

b) Visits made by staff from an outpatient setting to an individual in an inpatient/jail setting for the purpose of evaluating that individual for admission to outpatient services or monitoring progress toward discharge.
c) An assessment for admission to community mental health care, done with the individual in the inpatient/jail setting, that covers all the elements required for an Intake.

d) All of the above.

	Best answers: “a” and “b”
· Technically, all three situations above are appropriate to code via H0023.  However, if the encounter involves direct contact with the consumer in the inpatient setting, and is an assessment that addresses all the required elements for an Intake, and is done by an MHP, the Inclusions for this modality explicitly allow that encounter to be coded as an Intake.  

· Note:  Although the RSN promotes the Rule of Thumb, “Submit a Request for each Intake,” so that scores for the Core Performance Measures will reflect actual performance, an Intake done while the person is still in the hospital or jail presents a special circumstance:  Recording the RFS may give an agency credit for a short turnaround time on the measure that looks at the interval between Request and Intake, but have a negative impact on the performance score for the measure that looks at the interval between Request and 1st Routine Service.  For most agencies, this situation is unlikely to occur frequently enough to be of concern, but where it is, omitting the Request for Services is a viable option.


5) Which of the following codes may be used to record LRA monitoring time for an individual who has not had an Intake?  [select any that apply]
a) H2011, Crisis

b) H2015, Comprehensive Community Support Services
c) H0023-HW, Engagement and Outreach

d) H0036, Community Psychiatric Support Treatment

e) All of the above.

	Correct answers: “a” and “c”

· Once an individual on LRA status has had an Intake and is receiving routine OP services, the code most appropriate to the nature of the service may be used to account for contacts with the individual, and H0036 is often the code of choice for monitoring activities.  This question, however, focuses on a situation in which there has been no Intake, and codes associated with the “Brief Intervention Treatment” and “Individual Treatment Services” modalities, as are H2015 and H0036, can only be used after an Intake.  

· Note:  Earlier versions of the SERI explicitly listed the “Engagement and Outreach” code as appropriate for use prior to Intake.  The revised version of the SERI doesn’t, but the description for that modality still states that it is for activities designed to “develop an alliance with an individual for the purpose of bringing them into…ongoing treatment.”  For this reason, the RSN continues to allow the use of H0023-HW for pre-Intake activities, including LRA monitoring for an individual who has not agreed to an Intake, when that individual cannot be described as “experiencing a crisis” and therefore does not meet the conditions described for the Crisis Services modality and H2011.


6) True or False:  When a consumer is present for a multi-disciplinary team conference meeting, each agency required to submit encounter time may do so for that meeting.
a) True

b) False

	Correct answer: b, False

Because the consumer is present, this is a meeting for which encounter time may be submitted.  However, the SERI instruction that encounters are based on client time, not staff time, applies to this situation.  Also applicable is the stipulation, in the “General Encounter Reporting Instructions” section, that only one encounter may be reported when more than one staff is involved in the delivery of a service, and that staff should be the primary MHP, who is also responsible for documenting the service in the clinical record.  The only exceptions specified pertain to the Crisis (H2011), Involuntary Treatment Investigations (S9484), and Community Psychiatric Supportive Treatment (H0036) codes to which the UC modifier is appended when multiple staff are necessary “for safety purposes.”


7) Dick just received Crisis services for 25 minutes.  Crisis services are coded via H2011, which is reported in 15-minute units of service rather than in actual minutes.  How many units of service should the crisis staff person report?

a) 1 unit

b) 2 units

	Correct answer: “b, 2 units”

· With the implementation of ProviderOne, a number of codes for which services were reported in “minutes” will be reported in “units of service.”  Units of service may have a range of time (e.g., 35-30 minutes) associated with them, or may specify a fixed amount of time that comprises “a unit” (e.g., 15 minutes).  For such codes, there are rules governing the choice of codes and/or the number of units reported.    

· This question deals with a code for which the unit of service is a fixed amount of time rather than a range of minutes.  For such codes, the rule is to round up when the actual minutes of service are fewer than the amount defined as a “unit”.  For example, given a 15-minute unit of service, a 10-minute encounter would be coded as 1 unit, whereas a 20-minute encounter would be coded as 2 units.


8) Jane and her Master’s-prepared clinician just completed 35 minutes of Dialectical Behavior Therapy (DBT), conducted in Jane’s home.  Which of the following encounter codes should be used to account for this time?  [select the best response]
a) 90804, psychotherapy, 20 to 30 minutes

b) 90806, psychotherapy, 45 to 50 minutes

c) H0004, behavioral health counseling and therapy, recording three 15-minute units of service
	Correct answer: “a” or “c”
· This question is the “graduate level” version of the preceding question because, in addition to being subject to rules about a unit of service that involves a range of minutes rather than a fixed number of minutes, it introduces a factor that impacts how we fare in actuarial studies—i.e., the location of service.    

· Regarding codes that use a range of minutes to define a “unit”, the rule is that, if the actual time is lower than the bottom of the range for a code, you should use an equivalent code with a lower range.  So, in the question above, the actual contact time of 35 minutes precludes the use of 90806.  When the actual time is less than any of the equivalent code choices, you should use the code with the lowest range.  However, in this particular case, there is another possibility—three units of H0004.
· Now for a dilemma!  Do we use 90804 or H0004?  In terms of the code descriptions, either code would work.  And if the service had occurred at the CMHA rather than in the consumer’s home, 90804 would be comparable to 3 units of H0004 in terms of impact during an actuarial study because the two codes would likely translate to similar costs.  However, because the actuarial study takes into account where a service is delivered, there are indications that 3 units of H0004 might prove more advantageous than 90804, in this particular case.  More to follow on this issue, as we learn more.
· Although 90806 is clearly a “wrong answer” in this scenario, the RSN is not prescribing a “right answer”—at least not yet.  The results of the recent actuarial study were a sobering eye-opener.  It is clear that we need to focus on two things, beginning now:
· We must increase the amount of time we are spending with consumers, even if our funding is decreased.

· We must become wise in our use of codes, selecting the code with the most impact when more than one code could legitimately be used.

· STAY TUNED!  You can expect to hear a great deal more about this, and to be asked to make changes designed to help this RSN fare better in future actuarial studies than we did this time around.  Ensuring complete, accurate, and optimized encounter data is now a priority for GCBH and its providers.


9) Spot (just kidding) received five days of Stabilization services.  During this time, Dick and Jane came to see Spot, and met with the Stabilization staff for an hour to discuss how to address issues associated with the current crisis and strengthen family stability.  Can this service be recorded as 60 minutes of Family Treatment?
a) Yes

b) No

	Correct answer: “b, No”

· Although the content of the family meeting met the criteria for Family Treatment, Spot’s services are being coded under the Stabilization modality, which is a per diem code.  There is an allowance for reporting Family Treatment while a person is receiving Stabilization services, but only if it is “provided by a staff not assigned to provide stabilization services.” 
· The Stabilization modality is one of several that are reported as per diem services, and that allow for reporting specific, additional services.  The list of services that can be reported concurrently changes with each modality, but please note the consistent limitation:
· Freestanding E & T: staff providing other services are not assigned to the facility

· High Intensity Treatment: staff providing other services are not part of the High Intensity Treatment Team

· MH Services in Residential Setting:  staff providing other services are not assigned to the residential facility

· Respite Care Services:  staff providing other services are not assigned to provide respite care

· Stabilization: staff providing other services are not assigned to provide stabilization services


10) True or False:  The information in the Service Encounter Reporting Instructions manual is specific to the activities of Management Information Services staff; clinical personnel don’t need to understand what the codes mean.

a) True

b) False

	Correct answer: Ask them, rather than immediately supplying an answer! Discuss whatever arises. 
Issues for Consideration:

· The choice of a code depends upon multiple variables:
· Who delivered the service
· Where it was delivered
· How long it took
· What occurred, and whether what occurred satisfies the conditions associated with the code.
· Software can be designed with logic trees responsive to the who, where, and how long variables for any given code.  But only the person generating the service knows what really occurred during service delivery, and only by way of the clinical record can that be substantiated.  Therefore, unless the clinical notes are rock solid accurate and an agency has non-clinical staff who are trained in the nuances of the codes (i.e., trained coders) reading those records and making the determination as to which code is the best fit, clinicians must have sufficient understanding to:
· Choose the most appropriate code for the service they’ve provided, based on the fit between what they did and the requirements associated with a code; and
· Ensure their documentation supports their decision to use a particular code.
· The encounter coding we do in our capitated payment environment is subject to most of the same rules that govern billing practices in a fee-for-service environment. Encounters are proxies for “billable hours.”  Because of this, misuse of the codes, or insufficient documentation to support the codes used, makes an agency vulnerable to allegations of fraud and abuse under Medicaid rules.



Encounter Coding Quiz (key)

Page 1 of 6

