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Christopher Anderson DC assumes no liability for data contained or
not contained in this presentation and assumes no responsibility for
the consequences attributable/related to any use or interpretation of
any information or views contained or not contained in this seminar.

The information contained in this presentation is for educational
purposes and is not intended to be and is not legal advice.
NO RECORDING OF ANY TYPE ALLOWED
Unauthorized Audiotaping or Videotaping or Distribution of any
presentation materials is illegal.

CPT® is a registered trademark of the AMA. The AMA does not directly
or indirectly assume any liability for data contained or not contained in
this presentation. This webinar provides information in regard to the
subject matter covered. Every attempt has been made to make certain
that the information in this webinar is 100% accurate, however it is not
guaranteed.

LEGAL NOTICE: The information contained in this presentation is for
educational purposes and is not intended to be and is not legal advice.
Audiotaping and/or videotaping are strictly PROHIBITED during the
presentations. The laws, rules and regulations regarding the
establishment and operation of a healthcare facility vary greatly from
state to state and are constantly changing. Christopher Anderson DC
does not engage in providing legal services. If legal services are required,
the services of a healthcare attorney should be retained. The information
in this presentation is for educational purposes only and should not be
construed as written policy for any federal agency.
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Thank you to my mentor

Disclaimer: The views and
opinions expressed in this
presentation are solely those
of the author, Christopher
Anderson DC, MCS-P.
We do not set practice
standards. We offer this only
to educate and inform.

Mario P. Fucinari D.C., CCSP, APMP, MCS-P, CPCO
Certified Chiropractic Sports Physician®
Certified Professional Compliance Officer (CPCO)
Certified Medical Compliance Specialist (MCS-P)

www.AskMario.com
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YOUR FEE IS OUR FEE IS YOUR FEE
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Anti-Trust Statement
Please be advised that any discussion that leads to an agreement as to price
among competitors is a “per se” violation of the Sherman Act. Providers
gathered in any setting must always exercise caution and avoid discussions or
exchanges of information with their competitors on prices or pricing at
meetings since such discussions or information exchanges may give rise to
inferences of agreement.

Your Fee is your Fee!
• You must charge Everyone the same!

Any agreement not to compete among business firms is also a “per se”
violation of the antitrust laws. Thus, no discussion of division of territories or
customers, or limitation on nature of business, should be held at any function.
Joint refusals to deal (boycotts), including discussions of blacklists, are likewise
unlawful “per se,” and no discussions related to these practices are permitted.
Discussion of fees by the WCA or Dr Chris Anderson or examples used are for
instructional purposes only and should not be considered a recommendation
for any provider or group of providers.
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• Exam

(9920X Series)

300 Peanuts

• Exam

(9921X Series)

200 Peanuts

• Adjustment (9894X Series)100 Peanuts

• You Charge Everyone The same Price!

16
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Confused by Discounting Rules?

Definitions
•

•
•
•
•
•
•
•

17

Dual Fee Schedules
Time-of-Service Discounts
Improper Collection Policies
Inducement Violations
Anti-Kickback Statute Violations
False Claims Act Violations
Dangers of Free or Discounted Services
Financial Hardship

18

Avoid Dual Fee Schedules
•

19

Charging more to insurance companies than you do
to cash patients:
• Illegal
• Misrepresents charges to carriers
• False Claims Act violation
• May violate provider agreements
• Triggers investigations

•

Offering discounts that
do not fall into one of
Medicare’s safe harbors
is absolutely a violation
of federal regulations.

20
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2. Time-of-Service Discounts
•

•

“Most Favored Nation” Clauses

Discounts to uninsured patients implicate the smallest body
of law as the federal rules and regulations governing
Medicare and Medicaid patients are not triggered, and
private insurance contracts do not directly control the
uninsured-patient and provider relationship.
That being said, providers offering discounts to uninsured
prospective or current patients should proceed with

•

•

caution. Many private insurance contracts, as well
as programs governing Medicare and Medicaid, have
provisions commonly known as “Most Favored Nation”
(“MFN”)clauses that may be triggered when discounts are
offered to uninsured patients.

21
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•

23

MFN clauses are generally used to describe an
agreement between a buyer (insurer) and a seller
(provider) that guarantees the buyer the best terms,
including but not limited to the lowest price, for a
product or service during the contract period.
MFN clauses not only operate to guarantee that
insurers receive the benefit of a bargained price
between the provider and any additional insurers, but
they may also apply to payments bargained for by an
uninsured patient with a provider.

For example, assume that health insurer X
negotiates a 50 peanuts with a chiropractor for an
adjustment. A second insurer subsequently
negotiates a 40 peanuts with the chiropractor for
that same adjustment. Health insurer X, which
contracted to charge 50 peanuts for an
adjustment provided to a plan participant, may
now charge 40 peanuts if a MFN clause exists in
its contract

•

The MFN clause operates to guarantee that an insurer’s members may
benefit from the best terms available to any other patient, including
uninsured patients.

•

MFN clauses do not merely apply to prices negotiated by
insurers, but also to charges for uninsured patients. To
that end, if an insurer learns that a chiropractor is
customarily charging $35.00 for the same adjustment to
uninsured patients, the MFN clause may be triggered, and
the insurer may have a right to only pay $35.00 fee, or the
“usual and customary” $35.00 charge offered to the
uninsured patient population.

24
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Time-of-Service Discounts
•

Discount based on bookkeeping savings:

•

May not be permissible on Federally insured
patients

•

• ChiroHealthUSA® (CHUSA) is a Discount Medical Plan Organization.
CHUSA eliminates all the concern about which discounts are legal in which
state, and how much is considered a “reasonable" discount by regulators.
ChiroHealthUSA® allows you to select the discounted fee schedule that
best serves your practice and patient’s needs. These discounted fees allow
your patients and their dependents to save money on services not covered
by their health insurance plan or for patients whom simply don’t have
insurance.

10-15%

25

• Basically, if you are giving more than a 5-15% discount (Per the OIG:
Office of Inspector General, mandated by the government) from your
actual fees you should stop doing that or use CHUSA in order to provide
the discounts legally.There's no fee for providers to belong to the CHUSA
network. The patients pay CHUSA a $49 enrollment fee, which covers their
entire household for one year.

26

Why not a different Discount Medical
Organization?

This is Why We Recommend CHUSA
• It’s your hard earned money... don’t lose it to fines or penalties you can easily
prevent.

• CHUSA has one of the most flexible discount fee schedules on the market, unlike other
companies who may tell you what your discounts must be.

• ChiroHealthUSA® will show you how, and it won’t cost you a dime!

• CHUSA offers the ability to set a family plan where you give additional discounts to 2nd
and subsequent family members.

• Once you’re fined for an inducement or discount violation, there’s nothing you can
do except pay it or spend even more money fighting it. If your discounts trigger
inducement violations, you can expect to pay up to $10,000 per occurrence. With
fines like this, many practices are one inducement violation away from serious
financial hardship, maybe even bankruptcy... Medicare, the OIG, and insurance
companies ARE pursuing violators of State and Federal regulations.

• CHUSA can be used with insured and Medicare/Federally insured patients for their non-

covered services.

• Most patients recoup the membership fee on their very first visit.
• CHUSA sponsors many free informative webinars and seminars throughout the country to
help our providers maintain a successful practice and keep up to date with the most
current rules and regulations affecting your practice.

• Offering discounts to your cash and underinsured patients can be legal if done
properly!

• The solution is easy, free to set up, and recommended by the

27

• CHUSA donates a portion of their proceeds in promoting the chiropractic profession.

WCA!

• CHUSA donates to our State Association, the Congress of Chiropractic State Associations,
the Foundation for Chiropractic Progress and the World Federation of Chiropractic.

28
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Inducement Violations

For More Information…

•Heather Simmons
• Phone: (888) 719-9990
• Business Hours:
Monday – Friday 8:00 am – 4:30 pm CST

29

•

Per the OIG: “incentives that are only nominal in
value are NOT prohibited by [inducement law]

•

No more than $15 per item, or $75 in the
aggregate on an annual basis.

•

Even one free examination, x-ray, or therapy is a risk

30

Laws Against Fee-Splitting Arrangements

Keep this in mind…
•

State and federal laws prohibit providers from splitting revenue in exchange
for referrals. See, e.g., Wis. Stat. § 446.04(4) (defining unprofessional
conduct to include “[s]plitting or dividing any fee for chiropractic service
with any person except an associate licensed chiropractor”).

•

Most “voucher” discount sites such as Groupon or Living Social charge a
percentage of the income generated on each “deal” that is sold. This sharing
of income (between the provider and discount site) represents a portion of
the fee that the provider would have received, and is likely in

violation of state and laws that prohibit fee-splitting
arrangements. Hence, discount programs offered by third parties that retain
a portion of the fee charged may be unavailable as marketing opportunities
by WCA’s members.

31

32
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The Medical Necessity Recipe

Medical Necessity

1. Complaint
2.Explanation
3.Plan
4.Progress

“Services or items reasonable and necessary for the
diagnosis or treatment of illness or injury, or to improve
the functioning of a malformed body member”

Quick Check
1. Does the patient have a complaint in the area treated?
2. Are there objective findings to explain the cause of the
complaint?
3. Does the record show a clear plan to correct the problem?
4. Does the record show progress towards measurable goals?

33

*mechanism of trauma

34

Treatment Plans

The following is from the 2018 OIG report

• Treatment plans are required by Medicare.

• “Documentation for treatment plans was insufficient”

• They are also sound medical procedure.

• “The medical reviewers indicated that treatment plans are an
important element in determining whether the chiropractic
treatment was active/ corrective in achieving specified goals.”

• They provide both you and the patient a roadmap of care.

• “The goal may change throughout the treatment episode, but it
should be documented in the medical record to demonstrate
active/corrective treatment.”

• Almost all chiropractors produce a treatment plan.
• We just do a terrible job of of reporting the treatment plan to
Medicare and the insurance companies.

35

• “Of the 76 percent of records that reviewers indicated contained
some form of treatment plan, 43 percent lacked treatment goals, 17
percent lacked objective measures, and 15 percent lacked the
recommended level of care.”

36
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• Medicare expects a treatment plan or “Plan of Care” for each
patient for each course of care.
• Failure to have a treatment plan in the records will result in
the claim being denied on review.

• In other words:
• How long and how often are you going to see the
patient.
• What are you trying to accomplish.
• How do you know when you have accomplished it.

• Medicare has three specific elements that they require in
each treatment plan.
• The treatment plan should include the following:
• The level of care that is recommended (the duration and frequency of visits).
• Specific goals that are to be achieved with treatment.
• Objective measures to evaluate treatment effectiveness.

37
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From Medicare Benefits Policy Manual,
Chapter 15, Section 240:

Recommended Level of Care

• “The chiropractor should be afforded the opportunity to effect
improvement or arrest or retard deterioration in such condition
within a reasonable and generally predictable period of time. Acute
subluxation (e.g., sprains or strains) problems may require as many as
three months of treatment but some require very little treatment. In
the first several days, treatment may be quite frequent but
decreasing in frequency with time or as improvement is obtained.”

• Duration and frequency of visits.
• ???? 3 times per week for 4 weeks.?????
• Set date for re-exam.
• The re-exam should be in 30 days regardless of how
many visits there are

39

• “Chronic spinal joint condition implies, of course, the condition has
existed for a longer period of time and that, in all probability, the
involved joints have already “set” and fibrotic tissue has developed.
This condition may require a longer treatment time, but not with
higher frequency.”

40
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• Medicare recognizes that an uncomplicated acute case
may require three months of treatment and a chronic case
may require longer.
• They also recognize that the early stages of treatment
may be more frequent than the later stages.
• The somewhat “standard” three times per week for four
weeks and then reexamine would fit within their
parameters.
• Re-exams should be conducted every 30 days.
• The treatment plan should be re-evaluated at each reexam and modified as necessary.
• The treatment frequency should be reduced unless there is
a medically necessary reason not to.

41

Specific Treatment Goals
• Specific treatment goals
• Before you can establish goals you need to know what Medicare expects you
to do for the patient.
• The Medicare Benefits Policy Manual, Chapter 15, Section 240.1.3 states:
“The patient must have a significant health problem in the form of a
neuromusculoskeletal condition necessitating treatment, and the
manipulative services rendered must have a direct therapeutic relationship
to the patient’s condition and provide reasonable expectation of recovery or
improvement of function.”(emphasis added)
• Clearly, Medicare expects that your treatment will result in some
improvement of the patients’ ability to
, if not in a complete
recovery

function

42

• The three most commonly used OATS by chiropractors are:

The current best measure of functional
improvement is Outcomes Assessment
Questionnaires. (Now referred to as OATS)

• Roland-Morris Questionnaire
• Revised Oswestry Low Back Pain Disability Questionnaire
• Neck Disability Questionnaire

• The specific treatment goals should include both short-term and long-term goals.
• The short-term goal would be to get the patient past their current level of
impairment.

• The long-term goal would be to get the patient to the level of no impairment.
• Sometimes you reach the long-term goal and sometimes you don’t.
• Note it in the chart either way

43

44
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• For example, if a patient should choose the selection
form the Revised Oswestry Low Back Pain Disability
Questionnaire that states: “I cannot stand for longer than
1/2 hour without increasing pain.”

• When you perform the re-exam you should change the
treatment goals as appropriate. You need to document
changes in the patient’s condition and demonstrate that
you are responsive to those changes.

• Based on the example above, an appropriate short-term
treatment goal would be: To enable the patient to stand
for more than ½ hour without increasing the pain by reexam

• If, at the re-exam, a patient should choose the selection
form the Revised Oswestry Low Back Pain Disability
Questionnaire that states: “I cannot stand for longer than
1 hour without increasing pain.” The long-term goal
would remain the same. The short-term goal would
change to: Enable the patient to stand for more than
one hour without increasing the pain.

• An example of appropriate long-term Treatment goal
would be: To enable the patient to stand for as long as
they want without pain.

45
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Objective Measures to Evaluate Treatment
Effectiveness

• You have to show clinical improvement from ongoing care or
Medicare will consider the care maintenance and will deny coverage.

• This is determined using the outcome assessment questionnaire.

• Used properly, the OATS will prove functional (clinical) improvement
and thus, will prove treatment effectiveness.

• In the example the patient demonstrated improvement by simply
selecting a different choice than they did on the initial questionnaire.

• Use the outcome assessment questionnaire at:
• The initial exam

• Medicare Benefits Policy Manual, Chapter 15, Section 240.1.3(A)
states: “When further clinical improvement cannot reasonably be
expected from continuous ongoing care, and the chiropractic
treatment becomes supportive rather than corrective in nature, the
treatment is then considered maintenance therapy.”

47

• The half-way point of the initial Tx plan (BASED UPON CLINICAL JUDGEMENT)
• The re-exam

48
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Why is a Care Plan Important?

Care Plans: Medicare

• Medicare requires providers to have a Care Plan
• Boards of Examiners require Care Plans
• Insurance Carriers require a Care Plan
• Today's patient’s demand them
• It shows you have gone through the decision making process –How
can I get this patient better?

49

• Local Coverage Determination (LCD): Chiropractic Services (L33613),
page 6 National Government Services, Inc.

50

Carew Plans: BCBS

Care Plans:
• Why are you treating the patient?
• What are you going to do with the patient?
• How long and how often are you going to see the patient?
• What are you and the patient trying to accomplish?
• How do you know when you have accomplished the goals?

51

52
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NO Cookie Cutter
Everyone is different

Elements of a Care Plan
• Diagnoses
• Complicating factors (if applicable)

• Stages of care (benchmarks)
• Procedure/service details
• Body area for that procedure/service
• Duration and frequency of each procedure/service

• Prognosis
• Short term goals/rationale specific to that procedure/service
• Long term goals for the entire episode

53

54

Procedures / Services

Duration and Frequency

• Tie the treatments to the diagnoses

• Set up a “trial” that is adaptable based on evaluations rather than a long
term cook book plan for all patients. Move through stages as benchmarks.

• For example, the purpose of 97110 Therapeutic exercise is to
develop/improve strength, endurance, range of motion, and/or
flexibility

• CMS recognizes that:
• Acute treatment is shorter duration, higher frequency
• Chronic treatment is longer duration, but lower frequency

• Diagnoses like M54.2 cervicalgia may not support this service

• The literature suggests that you use a combination of

• But diagnoses like M62.81 muscle weakness might

• Clinical expertise

• 98943 Extraspinal manipulation should not be linked to spinal
diagnoses

• Patient expectations

• Such as M50.3-Other cervical disc degeneration

55

• Evidence-based guidelines

56
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Prognosis

Goals
Prognosis

Prognosis is used to forecast the probable result of
treatment for a patient’s condition.

1. Excellent – full symptomatic and functional
recovery expected within 2-4 weeks

Short term – symptomatic

2. Good - Symptomatic and functional recovery is
expected in approximately 4- 8 weeks but the
patient may experience intermittent mild pain
and some restriction of motion

Long term – functional

1. Excellent
2. Good
3. Fair

4. Poor
5. Guarded
6. Unstable

57

58

Goals

Goals

Prognosis

Prognosis

3. Fair - The patient can expect to have a reduction of
their symptom although some persistent pain and
stiffness from the injury is expected and may require
ongoing rehabilitation.

5. Guarded - The patient’s condition is not expected to
improve in the near future. They may expect to have
continued muscle weakness and sensory deficit.
Palliative and/or supportive care will be warranted
for symptomatic relief and some improvement of
function.

4. Poor - The nature of the patient’s injury and
preexisting conditions bring into doubt the
likelihood of full recovery. It is expected that patient
will continue to experience intermittent to
occasional paresthesias along with occasional to
frequent pain and stiffness, necessitating palliative
care.

59

6. Unstable - Patient has not responded to the
treatment trial and demonstrates evidence of
deterioration. The likelihood of recovery with
conservative care does not appear promising at this
time. Surgical consult would be advisable.

60
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Short term goals/rationale specific to that
procedure/service
Long term goals for the entire episode

61
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Council on Chiropractic Guidelines and
Practice Parameters (CCGPP)
• The Council on Chiropractic Guidelines and Practice Parameters (CCGPP) was
formed in 1995 at the behest of the Congress of Chiropractic State Associations
(COCSA) and with assistance from the American Chiropractic Association (ACA),
Association of Chiropractic Colleges, Council on Chiropractic Education, Federation
of Chiropractic Licensing Boards, Foundation for the Advancement of Chiropractic
Sciences, Foundation for Chiropractic Education and Research, International
Chiropractors Association, National Association of Chiropractic Attorneys, and the
National Institute for Chiropractic Research.

• Clinical Practice Guideline: Chiropractic Care for Low Back Pain linical
Practice Guidel (J Manipulative line: Chuidel ve vePhysiol hiropra:C h
ol olTher ractic Cariro pra her her r r. 2016; re for Low Back PaCar 6;
6;39, by Globe G, (J Manipulativ ve hysio Ph olTh Ther 2016 . 2r r 6; 9,
by Globe G, 39 Farabaugh RJ, Hawk C, Morris CE, Baker G, Whalen
Farabaugh RJ, Hawk WM, Walters S, C, Morawk S, S Kaeser rrisCMor
er er M, CE, Barris C M, M Dehen akerGBa n nM, G, Whker G M, M
Augat T.)

• The mission of the Clinical Compass is to improve patient outcomes by advancing
evidence – based care in an effort to transform healthcare through knowledge
translation. The Clinical Compass collaborates with every major chiropractic
organization, many states and their respective associations, individual
chiropractors, as well as other healthcare providers interested in providing the best,
most evidence based care to their patients. Participation and process are as
transparent as possible and a diverse cross-section of the chiropractic profession is
represented.

63

• The purpose of this article is to provide an update of a previously
published evidence-based practice guideline on chiropractic
management of low back pain.

• http://www.jmptonline.org/article/S0161-4754(15)00184-0/abstract

64
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Complicating Factors
Complicating Factors
• Patient Characteristics

• Injury Characteristics

• Older age

• Severe initial injury

• Pregnancy

• > 3 previous episodes

• Psychosocial factors

• Severe signs and symptoms

• Delay treatment >7 days

• Number/severity of previous exacerbations

• Non-compliance

• Treatment withdrawal fails to sustain MTI

• Lifestyle habits
• Obesity
• Type of work activities

65
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Complicating Factors
• History
• Pre-existing pathology/surgery
• History of lost time
• History of prior treatment
• Congenital anomalies
• Symptoms persist despite previous treatment

67

68
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69

70

Evidence: Outcomes
To substantiate care, a definite improvement in a patient’s functional capacity
should be documented using a measurable outcome, such as the following:
• Pain scales such as the visual analog scale and the numeric rating scale.
• Pain diagrams that allow the patient to demonstrate the location and character
of their symptoms.
• Validated ADL measures, such as the Revised Oswestry Back Disability Index,
Roland Morris Back Disability Index, and Bournemouth Disability Questionnaire.
• Increases in home and leisure activities, in addition to increases in exercise
capacity.
• Increases in work capacity or decreases in prior work restrictions.
• Improvement in validated functional capacity testing, such as lifting capacity,
strength, flexibility, and endurance.
•

71

Globe G, Farabaugh RJ, Hawk C, Morris CE, Baker G, Whalen WM, et al. Clinical Practice Guideline: Chiropractic Care for Low Back Pain. J Manipulative PhysiolTher. 2016;39:1-2

72
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Evidence: Low back pain

Evidence: LBP and Exercise

• Education, reassurance and instruction on self-management should be
given to all patients with LBP

• The results of a 2016 systematic review and metaanalysis of
randomized control trials (RCTs) reported that exercise, in
combination with patient education, is likely to reduce the risk of LBP.

• Patients with acute LBP should be encouraged to be active and may benefit
from paracetamol, NSAIDs or spinal manipulation (paracetamol challenged
by recent evidence and needs to be reconsidered)
• Patients with chronic LBP may benefit from exercise, paracetamol or
NSAIDs, manual therapy, acupuncture, and multimodal treatment (PT and
psychological)

•

steffens D, Maher CG, Pereira LS, Stevens ML, Oliveira VC, Chapple M, et al. Prevention of Low Back Pain: A Systematic Review and
Meta-analysis. JAMA Intern Med. 2016;176:199-208

• Spinal manipulation may be beneficial for lumbar disc herniation with
radiculopathy
•

Wong JJ, Cote P, Sutton DA, Randhawa K, Yu H, VaratharajanS, et al. Clinical practice guidelines for the noninvasive management of low back
pain: A systematic review by the Ontario Protocol for Traffic Injury Management (OPTIMa) Collaboration. Eur J Pain. 2017;21:201-216

73
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Evidence: Trigger point work

Evidence: Duration and frequency

• A 2015 systematic review of randomized control trials (RCT) found
seven studies that demonstrated that myofascial release (MFR) with
conventional physiotherapy is more effective than a control group
receiving no treatment for various conditions.

• Acute and sub-acute 2-3x/wkfor 2-4 weeks, re-eval in 2-4 wks
• Recurrent/flare-up 1-3x/wkfor 1-2 weeks, re-eval in 1-2 wks
• Chronic 1-3x/wkfor 2-4 weeks, re-eval in 2-4 wks

• AjimshaMS, Al-MudahkaNR, Al-MadzharJA. Effectiveness of myofascial release: systematic review of randomized
controlled trials. J BodywMov Ther. 2015 Jan;19(1):102-12

• Mild exacerbation of chronic 1-6 visits per episode, re-eval at
beginning of each episode of care
• Moderate to severe exacerbation of chronic 2-3x/wkfor 2-4 weeks, reeval in 2-4 wks

• Scheduled ongoing care for chronic pain management 1-4
visits/month, re-eval every 6 visits or as needed.
ClarC, TsertsvadzeA, Court R, HundtGL, Clarke A, Sutcliffe P. Clinical effectiveness of manual therapy for the management of
musculoskeletal and non-musculoskeletal conditions: systematic review and update of UK evidencereport. ChiroprMan Therap.
2014;22:1

75
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1. Recommended level of care (duration and frequency of visits)

What is a Treatment Plan?

Elements of a Treatment Plan

According to Medicare

“A care plan is an ordered assembly of
expected or planned activities,
including observation goals, services,
appointments and procedures, usually
organized in phases or sessions, which
have an objective of organizing and
managing health care activity for the
patient.”

2. Specific treatment goals

3. Objective measures to evaluate treatment effectiveness

77

78

What is a Treatment Plan?

Weak Care Plans

1. A list of each complaint, with its
relevant diagnoses

• Only address frequency and duration of
visits
• Neglect goals entirely
• Include goals, but

2. Treatments and modalities selected
3. Duration and frequency of care

o They are only subjective
o They do not address function
o They are not measurable

4. Treatment goals
5. Objective measures to show progress

79

80
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Goals

Goals

• What is the activity (sleep, walk) the patient will be able
to perform?

Goals should be measurable, such as:

• Under what conditions (how far or for how long) will
they be able to do it?

Goals should be specific, such as:

• VAS, ADLs, OATs, ROM

• How well will they be able to do it (without assistance,
without increased pain)?

• Increase ability to stand without pain to thirty minutes
by 3/17/2020.
• Change ADL by this much by this date

• When will this be accomplished (2 weeks, 2 months)? ”

• Improve OAT score 50% by 3/17/2020
• Unspecific goals would be “increase ROM and decrease
pain”

Keep them patient-centered

81

83

82

Short term goals restated:

Short term goals improved:

1. Reduce pain
2. Increase pain-free ROM
3. Restore normal vertebral segmental
motion
4. Increase ability to move affected area

1. Reduce Visual and Numeric pain scale
from 8/10 to 5/10 within 2 weeks
2. Increase pain-free ROM by 50% within 2
weeks
3. If you restore normal vertebral
segmental motion, you can’t adjust
anymore, right?
4. Same as number 2?

84
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Two weeks later

Using OATs
Outcome Assessment Tools
Assessment should discuss progress towards goals
• Were goals achieved?
• If not, why?
• Patient went on vacation
• Patient fell down the stairs
• How will the care plan change to adapt to goals that were not
met?
• Easier or harder exercises?
• More or fewer visits?
• Referral or new diagnostic test?

“Outcomes in clinical practice
provide the mechanism by
which the health care
provider, the patient, the
public, and the payer are able
to assess the end results of
care and its effect upon the
health of the patient and
society.”

Patient

Public

Provider

Payer

86

85

86

Why outcome assessments?

Goals

• Objective measure of patients status

Outcome Assessment Tools

• Provides subjective documentation of patients condition
• Helps doctor make informed decisions

• Support medical necessity by quantifying patient
functional loss.

• Backed up by referenced journals(JMPT, Spine)

• They “objectify the subjective”

• Have patients complete on initial exam, and reexams or as clinically
indicated at reinjury

• They measure a change in health status after
exposure to a health care delivery system.

• Test Quantify the amount of patients deconditioning present
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Goals
Outcome Assessment Tools
Modified Oswestry Low Back Disability Index
• Ten questions, six responses scored on an ascending
scale (0, 1, 2, 3, 4, 5), total is divided by # of points
possible
• Higher percentage = worse disability
• Administer at intake and every 6-12 visits, or 2-4 weeks

90
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Outcome Assessment Tools

Goals
scoring

• 0-4 points (0-8%)
• 5-14 points (10-28%)
• 15-24 points (30-48% )
• 25-34 points (50-64%)
• 35-50 points (70-100%)

no disability
mild disability
moderate disability
severe disability
complete disability

i.e. 34% on LBDI
Should be documented as
“moderate functional deficiency”
91

91

92

92

23

2/17/2020

OATs Inspired Goals
• Goals need to be measurable and specific
• Change ADL by this much by this date
• “Improve NDI from 60% to 30% by re-evaluation scheduled for
6/1/18”
• “Enable patient to lift heavy weights without pain by 5/1/2018.”
from NDI, section 3

-

• “Improve ability to stand without pain from 30 minutes to one hour
by 5/20/2018.” -from Oswestry, section 6
93
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Set up a template
OATs should be administered every 30 days, or as indicated

• Start by determining the best case scenario

• 10% improvement = minimum detectable change
• 30% improvement = meaningful change
• 50% improvement = substantial change

• Identify the stages or phases of care
• Decide the number of visits
• Determine what services you typically perform for each stage

• Consider re-administering questionnaire at a minimum
of every 30 days and also at midpoint of initial trial of
care (i.e. 2 weeks)
• Consider using overall OATs score as a long term goal
and specific ADLs for shorter term.
• Overall OATs score may work best with major injuries
because in chronic cases it may just go up and down.

95

• Bespecific e.g. trigger point therapy vs. manual therapy
• Times per week and number of weeks

• Identify the rationales for each service provided

95
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Example
• Intensive Phase –4 weeks
• CMT–3x week, spine
• Reduce pain from 7/10 to 4/10 by (reexam date)
• Reduce measurable ROM restriction by 50% by (reexam date)

• EMS(High Volt) –3x week, cervicothoracic region
• Reduce pain reporting from 7/10 to 4/10 by (reexam date)
• Reduce palpable muscle spasm by (reexam date)

• Myofascial Release –2x week, right deltoids
• Break-up palpable adhesions by (reexam date)
• Increase range of motion by 50% by (reexam date)
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• The short-term treatment goals that I have for this patient are to initially reduce the involved soft tissue
inflammatory process. This should be produced by reducing the paraspinal muscle spasms and the
paraspinal muscle hypertonicity, reducing the lumbar segmental misalignments, and increasing the
lumbar segmental and regional range of motion. Once the initial inflammatory process has been reduced
a therapeutic strengthening and stretching as well as range-of-motion therapeutic exercise regimen
should help stabilize the region. Stabilizing, strengthening, and increasing the range motion of lumbar
spine should significantly improve the patient's ADLs and reduced the patient's pain levels significantly in
2 weeks(DATE). Long-term goals I have for this patient involves restoring the patient's ability to sit and
stand for longer and prolonged periods and to restore the patient's normal sleep patterns in 4 weeks
(DATE).

• My initial short term treatment goals for this patient are to
initially reduce the involved soft tissue inflammatory process.
This should be accomplished by reducing the paraspinal muscle
spasms and hypertonicity, reducing the thoracic segmental
misalignments, and increase segmental and regional range of
motion. Once the initial inflammatory process is reduced a
therapeutic stretching and strengthening exercise regimen
should help strengthen and stabilize the region. Stabilizing and
strengthening the soft tissue structures of the thoracic spine as
well as increasing the range of motion should significantly
improve the patient's ADLs and reduce the patient's pain levels
significantly in 2 weeks (DATE) . My long-term goals for this
patient involve restoring the patient's ability to move with less
restrictions in the morning, reducing muscle tension and
stiffness upon getting up from a seated position for long periods
of time, and to restore the patient's normal sleeping patterns, in
4 weeks. (DATE)

• Our goal for this patient is to decrease pain and enable (insert name)
including:

to increase activities of daily living

• increased tolerance to stand at the sink partly bent over,
• increased tolerance to be able to get dressed,
• increased tolerance for weight lifting,
• increased tolerance for house care, including mopping, vacuuming and sweeping,
• increased tolerance for walking a greater distance,
• increased tolerance for sitting at home, work or with travel,
• increased tolerance to stand,
• increased tolerance to sleep better,
• increased tolerance for all activities being able to resume a more active social life,

• with a reduction of biomechanical segmental dysfunctions and by assisting them with a home exercise
program to increase muscle tone and increased range of motion over the next several months.
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MEDICARE DOCUMENTATION JOB AID FOR
DOCTORS OF CHIROPRACTIC
• https://www.cms.gov/Outreach-and-Education/Medicare-Learning-NetworkMLN/MLNProducts/Downloads/JobAidChiropracticServices-FactSheet-MLN1232664printfriendly.pdf
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• NOTE: Educational References For additional information
regarding documentation and coverage guidelines, refer to the
Centers for Medicare & Medicaid Services’ (CMS) internet-only
manuals (IOMs) for chiropractic services: ● CMS IOM Pub. 10002, Medicare Benefit Policy Manual, Chapter 15, Sections 30.5
and 240 ● CMS IOM Pub. 100-04, Medicare Claims Processing
Manual, Chapter 12, Section 220 ● Medicare Learning Network
(MLN) Matters® Special Edition articles SE1601 Medicare
Coverage for Chiropractic Services – Medical Record
Documentation Requirements for Initial and Subsequent Visits ●
MLN Matters® SE1603 Educational Resources to Assist
Chiropractors with Medicare Billing

Questions from Today

• Disclaimer: The Comprehensive Error Rate Testing (CERT) Part A
and Part B (A/B) Medicare Administrative Contractor (MAC)
Outreach & Education Task Force developed this document to
provide nationally consistent education on topics of interest to
health care professionals. The CERT A/B MAC Outreach &
Education Task Force is independent from the CMS CERT team
and CERT contractors, which are responsible for calculation of
the Medicare Fee-for-Service improper payment rate. Visit the
CMS CERT webpage to learn about the CERT Program and
review CERT Improper Payments Reports. Medicare Learning
Network® Product Disclaimer
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wcahelp@wichiro.org
Phone: (608) 256-7023
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