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VA OPTOMETRICVISION
REHABILITATION

Why Review!?

* Low Vision Optometrists appear less productive that their
optometry peers in the Physician Productivity Cube and in the
COS Reports in VSSC

* Productivity targets are set for overall Optometry and for
facility complexity level (SPARQ)

Specialty Provider Productivity Standards Performance & Outlier Review Report
Last update: 5/20/18




VA OPTOMETRICVISION
REHABILITATION

* Individual facilities may question low vision provider

productivity
* There are many factors that contribute to productivity

* Coding is one of the most important variables in

productivity measures

* Coding must be based on documentation

* If you did not document it, you did not do it




VA OPTOMETRICVISION
REHABILITATION

* Documentation

* Coding

* Productivity




PHYSICIAN PRODUCTIVITY CUBE

* Important Measures
* FY’19 Productivity Target for Optometry FYTD = 2,012
* RVU Sum per unique encounter

* COS Dashboard provides at-a-glance color-coded increases
and decreases in these variables, as well as changes in %
Admin, Education, and Research time

* Do you want to see where we stand today?




OPTOMETRICVISION
REHABILITATION

The time required for a comprehensive low vision
examination does not vary significantly by VA facility
complexity or type of low vision rehabilitation continuum of
care program. A comprehensive low vision rehabilitation

exam requires approximately 90 minutes.

(Survey of VA Low Vision Optometry Providers, 2015)




VA OPTOMETRICVISION
REHABILITATION

* Let’s think about what we actually do in a low vision rehabilitation
examination

* What we do may vary by the clinical setting and time allotted for
examination

* Blind Rehab Centers,VISORs, Advanced Ambulatory Low Vision
Clinics, and Intermediate Low Vision Clinics typically have services of
Certified Low Vision Therapists (CLVT) or Occupational Therapists
(OT) to provide therapy in use of low vision devices and techniques

* Primary low vision clinics typically do not have a low vision therapist




OPTOMETRICVISION
REHABILITATION

* Comprehensive low vision rehabilitation examination and
treatment is time intensive

* How much counseling do we provide?
* How does device training count!?

* What complexity of medical decision making are we
performing?

* Can we reach level 5?

* Should we code by time!?




COMPLEXITY OF MEDICAL DECISION
MAKING (CODING COUNCIL)

Number of Diagnoses | Amount and/or Risk of Complications | Type of Decision
or Management Complexity of Data and/or Morbidity or Making
Option to be Reviewed Mortality

Minimal Minimal or None Minimal Straightforward
Limited Limited Low Low Complexity
Multiple Moderate Moderate Moderate Complexity

Extensive Extensive High High Complexity




LOW VISION REHABILITATION
EXAMINATION

Very different than an eye exam

Patients should have already had an eye exam

Typically referrals or consults

Functional evaluations

Ongoing counseling throughout the exam process




THREE DEFINITIONS OF LOW
VISION REHABILITATION EXAM

* American Optometric Association
* American Academy of Ophthalmology

* American Academy of Ophthalmic

Executives




LOW VISION REHABILITATION
EXAMINATION - AOA

Vision rehabilitation is the process of treatment
and education that helps individuals who are
visually disabled attain maximum function, a
sense of well being, a personally satisfying level
of independence, and optimum quality of life.
Function is maximized by evaluation, diagnosis
and treatment including, the prescription of




LOW VISION REHABILITATION
EXAMINATION - AOA

optical, non-optical, electronic and/or other
treatments. The rehabilitation process includes
the development of an individual rehabilitation
plan specifying clinical therapy and/or
Instruction in compensatory approaches. (The
American Optometric Association: AOA Care of
the Patient with Visual Impairment, 2007)




LOW VISION REHABILITATION
EXAMINATION - AAO

The Comprehensive Multidisciplinary Vision Rehabilitation Model
incorporates the vision rehabilitation care process in the continuum
of ophthalmic care. Level 3 of the care process in this model includes
a history, a clinical evaluation of visual functions, an assessment of the
patient’s performance of activities such as reading, an assessment of
risks to the patient associated with vision loss such as falls or

medication errors, recommendations for rehabilitation interventions

that are pertinent, and patient education.




LOW VISION REHABILITATION
EXAMINATION - AAO

Vision rehabilitation must be individualized to meet each patient's
particular goals, limitations, and resources (e.g., age, finances to
purchase devices, and responsibilities) and must address reading,
activities of daily living, safety, participation in home and community
activities despite vision loss, and psychosocial well-being. Some
patients require simple interventions, such as increased reading adds
and lighting, whereas others will benefit from a range of
interventions and services, including occupational therapy. (The
American Academy of Ophthalmology:Vision Rehabilitation
Preferred Practice Patterns 2017)




LOW VISION REHABILITATION
EXAMINATION — CODING EXECUTIVES

Comprehensive vision rehabilitation has two consecutive
parts—the low vision evaluation followed by rehabilitation
therapy. These two parts have different content, providers,
billing, coding and documentation from each other but are
undertaken with ongoing interaction and communication
between and among providers regarding each patient.

Medicare patients with vision loss may be eligible for rehabilitation
services to improve function, including performance of activities of daily
living, self-care and home management, and community integration. (The
American Academy of Ophthalmic Executives:Vision Rehabilitation
Coding 2012)

=

The American Acadenty of Ophthalmic Executives:Vision Rehabilitation Coding 2012




LOW VISION REHABILITATION
EXAMINATION

* Language varies by organization

* But there is agreement on the basic

components of low vision rehabilitation

examination




LOW VISION REHABILITATION
EXAMINATION

* Our documentation may not reflect all the
care that is being provided in low vision

examination

* The following slides incorporate important
aspects of LVE from the views of Optometry,

Ophthalmology, and Coders




LOW VISION REHABILITATION
EXAMINATION

* Low vision evaluations may be billed under
Evaluation and Management codes (99201-99205)

* If more than half of the total time is devoted to
counseling and advising the patient, billing may be
according to time spent, although levels of care
and complexity of decision-making should be

documented.

ives:‘.Vision Rehabilitation Coding 2012




COMPONENTS OF LOW VISION
REHABILITATION EXAMINATION (LVE)

I. Chief Complaint (CC) in

patient’s own words

2. History of Present lliness
(HPI)

3. Review of Systems (ROS)

4. Past Family & Social
History (PFSH)

5. Examination

6. Assessments/Plan

Potential risks, benefits,
barriers

Recommendations for
devices, equipment, training,
therapy,

Referrals for support
services

Counseling and coordination
of care




COMPONENTS OF LOW VISION
REHABILITATION EXAMINATION (LVE)

I. Chief Complaint (CC) in * ADLs, communication (e.g.
patient’s own words reading, writing, phoning), self-
care (e.g. cooking, grooming),

2. History of Present lliness ) .
community participation,

(HP1) including driving and/or

* Onset/progression: duration, alternative transportation;
severity, quality Review of Systems (ROS)

* Safety: falls, injuries, medication
management, nutritional HPI
compromise Problem focused: Brief, |-3 elements

Expanded PF: Brief, 1-3
Detailed: Expanded, > 4 elements
Comprehensive: Extended: 4 or more

* Charles Bonnet Syndrome

The American Academy of OA|'3hthaImic Execu\ves:,Vision Rehabilitation Coding 2012

4l



COMPONENTS OF LOW VISION
REHABILITATION EXAMINATION (LVE)

3. Review of Systems (ROS) * Ophthalmological

¢ Constitutional * Musculoskeletal (e.g. tremors,
* Respiratory arthritis)

¢ ENT/hearing * Other

* Psychiatric

¢ Cardiovascular ROS

* Genitourinary Problem focused: None

* Neurological (e.g. CVA) Expanded PF: | system pertinent to
* Hematological prob.

* Gastrointestinal Detailed: Exp’d, 2—9 systems

* Integumentary Comprehensive: Complete, >10
* Endocrine (e.g. diabetes) systems Past Family & Social

* Allergic/immunological History (PFSX)

The American Academy of O.phthalmic Execul ves:Vision Rehabilitation Coding 2012

7 418



COMPONENTS OF LOW VISION
REHABILITATION EXAMINATION (LVE)

4. Past Family & Social

History (PFSH) PFSH

Problem focused: (PF): None

Expanded PF: None

* Family History: Ophthalmic, Detailed: | element pertinent to
other medical prob.

* Past History: Ophthalmic

Comprehensive:
New pt, 3 elements;
Est'd pt, 2 elements

* Social/psychosocial history:
living situation, responsibilities,
supports; smoking, drinking,
adjustment to vision loss, fear
of blindness, fear of falling

The American Academy of O.phthalmic Execul ves:Vision Rehabilitation Coding 2012




COMPONENTS OF LOW VISION
REHABILITATION EXAMINATION (LVE)

5. Elements of LVE

* Visual acuity * Task performance
* Distance * Reading, writing, labels, cell phone,
e Near computer, walking

- Reading performance * Initial response to devices

Contrast itivit * Near magnification
* Contrast sensitivity
 Distance magnification

Central visual fields * Intermediate magnification

* Peripheral visual fields * Lighting, contrast enhancement, filters/tints
* Binocularity * Assessment of mobility
* PRL/Eye/hand coordination * Assessment of Charles Bonnet Syndrome

» Scotoma/PRL identification/Fixation * A.Mood/affect/orientation

stability * B. Cognitive/Psychosocial status

* Refraction (visual potential)

The American Academy of O.phthalmic Execul ves:Vision Rehabilitation Coding 2012

7 418



COMPONENTS OF LOW VISION
REHABILITATION EXAMINATION (LVE)

Assessments of
* Risks for the individual patient
* Potential Benefits of Rehabilitation

* Potential Barriers to Outpatient or Inpatient
Rehabilitation

{

American Academy of Ophthalmology Vision Rehabilitation Preferred Practice Pattern 2017




ASSESSMENT OF RISKS

Patient presents at risk for:

* Effective gathering visual information

* Inaccurate medication management

* Inadequate management of chronic disease

* Inadequate meal preparation ability/nutritional compromise
* Inability to use telephone for emergencies

* Ambulation/mobility compromise

* Vision reduction in poor illumination




ASSESSMENT OF RISKS

* Vision reduction in
outdoor illumination

* Misidentification of faces

* Misinterpretation of
facial expressions

* Social isolation

* Financial
mismanagement

Inability to store/recall
vital information

Dual sensory impairment
Safe driving

Visual hallucinations
(CBYS)

Lack of social support

Travel difficulties




ASSESSMENT OF POTENTIALTO
BENEFIT FROM REHABILITATION

* Appears highly motivated to
learn

* Concrete goals identified

* Has good understanding of
visual condition

* Adequate stamina for
rehabilitation

* Appears motivated to learn

No specific goals identified

Vision may not be adequate to
meet goals visually

Lacks understanding of visual
condition

Limited stamina, may require
short rehab sessions

Excellent/Good/Fair/Poor
rehabilitation potential




ASSESSMENT OF POTENTIAL
BARRIERS TO REHABILITATION

Dual sensory impairment No one to drive

Neuropathy Travel cost

Cognitive decline Can’t be away from home too
Dementia el

N Family care
Chronic illness Y

Orthopedic/mobility problems Health issues

Travel distance Physical challenges

Family/social support

Driver can’t drive that far




PLAN

Recommendations:

Eyeglass prescription
Safety
Distance only
Near only
Bifocal or Multivocal
Tint

Optical devices
Distance
Near

Intermediate

Electronic optical enhancement
devices

Non-optical aids

Home safety adaptations

Rehabilitation therapy




REFERRAL/TEAM ASSESSMENT AND
THERAPY IN

Visual skills Nutritional counseling
Scotoma/Preferred retinal locus Community reintegration
Lighting/contrast evaluation Support services

Tint/filter evaluation Counseling/group therapy
Orientation and mobility Support group

Activities of daily living Community, state, national services
Access technology Driving evaluation

Medication management Safety

Bioptic




COUNSELING

on:
Cause of vision loss
Type of vision loss

Effects of loss of photoreceptors on
visual perception

Loss of binocularity
Vision and safe mobility

Contrast sensitivity reduction and
methods of compensation

What is legal blindness

Falls safety and prevention tips

Ways vision rehab helps with utilizing
remaining vision

Effects of magnification

What 20/200 means

Use of different types of magnifiers
Effects of illumination on near tasks
How to use distance devices

Benefits and limitations of each device

Use of spectacles for safety

Concerns about driving




COUNSELING

on: * Resource availability
Use of tints/filters to control glare * Risks associated with dual sensory impairment
Bioptic spectacle mounted telescopic * Team approach includes Veteran’s active

system to accomplish goal . :
participation in planning and care

Ways to accomplish avocational

s * Charles Bonnet Syndrome (CBS)

Technology features that may help * Non-optical devices

accomplish tasks . _
* Adaptations to the environment

Need for additional evaluations for
access technology * Fear of blindness

Dealing with the perceptions of others * Minimizing risk

Effects of prism  Continue eye care with primary eye provider




COUNSELING

on:
* How the rehabilitation process will proceed
* Impression of patient’s rehabilitation process

* Counseling patient and family on results of examination and future
plans

* Coordination of care with rehabilitation professionals
* Coordination of care with patient and care team

* Coordination of care with Visual Impairment Services Team

coordinator and primary eye care provider




MEDICAL DECISION MAKING

|.  Determined by the number of diagnoses or management
options
2. Amount and/or Complexity of data

3. Risk of complications

The American Academy of Ophthalmic Executives:Vision Rehabilitation Coding 2012
|

&
|



MEDICAL DECISION MAKING

Straightforward:

* Minimal number of diagnoses or
management problems,

* Minimal or low amount and/or complexity
of data

* Minimal risk of complications

The American Academy of Oiﬁhthalmic Execu‘ ves:Vision Rehabilitation Coding 2012




MEDICAL DECISION MAKING

Straightforward:

* Example: Complaint of difficulty reading
newspaper, VA 20/30 OU, normal contrast
sensitivity, normal visual fields, minimal risk of
falls, no CBS, prescribed high add and
additional illumination, counseling on reading

techniques and benefits of illumination

ives:‘.Vision Rehabilitation Coding 2012




MEDICAL DECISION MAKING

Low Complexity:

* Limited number of diagnoses or
management problems,

* Limited or low amount and/or complexity
of data

* Low risk of complications

The American Academy of Obhthalmic Execu‘fves:,,\/ision Rehabilitation Coding 2012




MEDICAL DECISION MAKING

Low Complexity:

* Example: Complaint of difficulty watching TV, reading
newspaper, VA 20/40 OD, 20/80 OS, mild contrast
sensitivity loss, normal peripheral visual fields, minimal risk
of falls, no CBS. Prescribed new glasses with increased add,
hand-held illuminated magnifiers, filters, counseling on
driving, use and care of magnifiers, when/how to use filters,
consider referral to CLVT or OT for device training and
techniques

The American Academy of OA|'3hthaImic Execu\ves:,Vision Rehabilitation Coding 2012




MEDICAL DECISION MAKING

Moderate Complexity:

* Multiple number of diagnoses or
management problems,

* Moderate or low amount and/or
complexity of data

* Moderate risk of complications

The American Academy of O.phthalmic Execul ves:Vision Rehabilitation Coding 2012




MEDICAL DECISION MAKING

Moderate Complexity:

* Example: Complaint of difficulty watching TV, reading newspaper, shopping,
writing, taking notes, using cell phone and driving. VA 20/70 OD, 20/300
OS, moderate contrast sensitivity loss, dense central scotoma OS, normal
peripheral visual fields. Risk of falls due to vision loss and diabetic
neuropathy, s/p stroke with limited use of left (non-dominant) hand,
problems with self-medication, social isolation. Prescribed new glasses for
protection and best vision, hand-held illuminated magnifiers, filters,
counseling on driving, use and care of magnifiers, when/how to use filters.
Provide counseling on community/state resources, support groups.
Referral to CLVT, COMS, OT for device training and techniques as well as
ADLs and mobility. RTC for further evaluation, consider CCTYV for long
duration reading.

-

The American Academy of Olbhthalmic Execut ves;.;Vision Rehabilitation Coding .20 12




MEDICAL DECISION MAKING

High Complexity:
* Extensive number of diagnoses or management

problems,

* Extensive or low amount and/or complexity of
data

* High risk of complications

The American Academy of Obhthalmic Execu‘fves:,,\/ision Rehabilitation Coding 2012




MEDICAL DECISION MAKING

High Complexity:

* Example: Complaint of difficulty watching TV, inability to read books, labels, magazines,
newspaper, watch. Difficulty shopping, writing, taking notes, using cell phone. Can no
longer use computer or cell phone or drive. VA 20/200 OD, 20/300 OS, moderate-
severe contrast sensitivity loss, dense central scotoma OU, normal peripheral visual
fields. Multiple medical problems including COPD, diabetes with peripheral
neuropathy, difficulty hearing, mobility restricted to wheelchair. Living alone with no
support system. High risk of medication mismanagement, nutritional compromise,
depression, social isolation. Prescribed new glasses for protection and best vision,
hand-held illuminated magnifiers, filters, CCTV. Counseling on alternative
transportation, use and care of magnifiers, when/how to use filters, benefits of
electronic magnification, dealing with contrast sensitivity loss, community/state
resources, support groups. Referral to CLVT, COMS, OT for device training and
techniques as well as ADLs and mobility. Refer to VIST Coordinator for enrollment
and benefits review.

-

The American Academy of Olbhthalmic Execut ves;.;Vision Rehabilitation Coding .20 12




NOTES TEMPLATES

* Updated notes templates should

* Reflect the most current thinking
* Provide easier documentation
* Reduce time for documentation

* Reflect what is actually done in a low vision
examination

* Include start time, stop time, special procedures time,
total time, time spent in counseling/coordination of

care




HCPCS E&M LEVEL E&M [wRVU| Threshold time | 99354 Threshold time 99355
Time (minutes) to code | wRVU | (minutes) to code | wRVU per

99354 99354 & 99355 each

99201 Problem Focused New 10 | 0.45 40 1.77 85 1.77

99202 Expanded PF New 20 | 0.93 50 1.77 95 1.77

99203 Detailed New 30 | 1.42 60 1.77 105 1.77

99204 Comprehensive Mod New 45 | 2.43 75 1.77 120 1.77

99205 Comprehensive High New 60 | 3.17 90 1.77 135 1.77

99211 Orient/Educate not used by VA Optometrist

99212 Problem Focused Est 10 | 0.48 40 1.77 85 1.77

99213 Expanded PF Est 15 | 0.97 45 1.77 90 1.77

99214 Detailed Est 25 1.5 55 1.77 100 1.77

99215 Comprehensive Est 40 | 2.11 70 1.77 115 1.77

CONSULTS

99243 Office Consult New or Est 40 | 1.88 70 1.77 115 1.77

99244 Office Consult New or Est 60 | 3.02 90 1.77 135 1.77

99245 Office Consult New or Est >80 | 3.77 110 1.77 155 1.77

EYE EXAM LEVEL

92002 Int Eye Exam New Pt n/a | 0.88 |not applicable

92004 Comp Eye Exam New Pt n/a | 1.82 |not applicable

92012 Int Eye Exam Est Pt n/a | 0.92 |not applicable

92014 Comp Eye Exam Est Pt n/a | 1.42 |not applicable

March 2019




RESOURCES

* AOA.org

* Care of the Patient with Visual Impairment. Optometric Clinical Practice
Guideline. American Optometric Association. 2007

* Vision Rehabilitation Coding 2012 American Academy of Ophthalmic
Executives, quotes with permission from Flora Lum, MD,AAO

* American Academy of Ophthalmology Vision Rehabilitation Preferred
Practice Pattern 2017, quotes with permission from Flora Lum, MD,AAO

* https://www.acoi.org/sites/default/files/uploads/YoungTimeBasedCoding.pdf
above

* ehttps://www.cgsmedicare.com/partb/pubs/news/2018/07/cope8339.html




SOME THINGS TO REVIEW FOR
NEXT TIME




VERY USEFUL INFORMATION —
CLICK ON THE LINKS

Validation of Underlying Data and, if necessary,
corrective action(s) completed:

* Step | —Provider Productivity Foundational
Business Practices

Review Specialty Provider Practice Tools —Prime
Your Practice toward the ultimate goal of high value
ready access to quality specialty care

* Step 2 — Managing Your Practice



http://opes.vssc.med.va.gov/Prime Your Practice Library/Step 1 - Provider Productivity- Foundational Business Practices.docx
http://opes.vssc.med.va.gov/Prime Your Practice Library/Step 2 - Managing Your Practice.docx

https://mcareports.va.gov/matchup/

MCAO LABOR MAPPING

MCA Clinic Workload-Labor Matchup Reports

VHADTWHACONMORANE1
Help Desk

Report developed to assist site teams in determining if there i1s a disconnect between employee mapping and their clinic workload.

Source data: PAID Data — Labor Mapping, CLI NDE — Workload Data, ECS NDE — Workload Data (associated Chaplain clinics do not
show)

Note: Data displayed is CLINIC costed workload. (Lab, Rad, Room, etc. and costed ASC/ISC workload will not display.) All labor
mapping is displayed.

Station and Parameter Selection:

Station [—Select- ~

- |Product Department
Sort BY: | £ bloyee (IEN)
ALBCC
Clinic Number (IEN)

Fiscal Year: 2019

Month: October (FP1)

Updated within 4 business days after the MCA National Data Extracts run

To use this report: Training Guide | Maitchup Report Access Instructions

1. Choose your Station
= Sort by the Product Department (IPD Dept.), Employee (IEN), ALBCC or Clinic Number (IEN)
= Use the Select box to choose the parameter you want fo review and click Submit
2 Review information displayed on your report.
= Upper left hand cormer displays Station and parameters selected along with the last NDE pull
= Workload is displayed by FYTD (Fiscal Year To Date) and FP (Fiscal Period)
= Current FP Percent ALB Cost Center is the current months mapping
= All columns can be sorted high to low or low to high by clicking on the title
= Review the Legend on the upper right hand corner
= All yellow cells need investigation
3. Sort Recommendations:
= Clinic Workload FP — Sort high to low — Do you have employees that are not mapped here (yellow cell) but with high
amounts of workload going to this department? Concentrate on the larger numbers of workload, keeping in mind that an
employee will occasionally work in a department to cover or even as a consultant. The amount of workload will determine
whether it is worth changing the mapping. You should consult the manager to validate workload capture and mapping.
4. Contractors are not mapped by SSN and will need a review to confirm the contract dollars (WL5) are pointed to the same
department where the workload is.

Note: Employee mapping for ALBCC 28137* — Sterile Processing will not be displayed as the percentage is dispensed to multiple IPDs.
It will be visible on the ALBCC table.



https://mcareports.va.gov/matchup/

