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Katherine Atcheson (00:05):
Hello and welcome to Clinical Chats: A Podcast for Sexual and Reproductive Health Professionals, formerly known as The Family Planning Files. Clinical Chats is a product from the National Clinical Training Center for Sexual and Reproductive Health, or CTC-SRH, formerly known as the National Clinical Training Center for Family Planning, or NCTCFP, and is funded by the Office of Population Affairs in order to enhance the knowledge of Title X clinicians and other staff. I'm your host, Katherine Atcheson.

Katherine Atcheson (00:38):
In our podcast today, part of our ongoing series Coding with Ann, we'll be discussing billing and coding for early pregnancy loss in the family planning setting. Our speaker, Ann Finn, is a healthcare reimbursement consultant and a national trainer with many reproductive healthcare organizations. Ann heads her own company Ann Finn Consulting, LLC. Today, we also have Dr. Michael Policar, a special guest and friend joining us. Dr. Policar is professor emeritus of OB-GYN and reproductive sciences at the University of California San Francisco School of Medicine, a senior medical advisor to the California State Office of Family Planning, and the senior clinical fellow for the National Family Planning and Reproductive Health Association. Welcome back to the podcast, Ann, and hello to Dr. Policar.

Ann Finn (01:32):
Hi, Katherine. I'm looking forward to our discussion today and excited to have Dr. Policar joining us to share his clinical expertise. We're very excited to be able to offer these focus coding sessions to provide you with some tips and guidance on coding and billing to enable you to get paid appropriately for all your services. Today's talk will focus on coding for early pregnancy loss in the family planning visit setting, and what codes we would typically use to code and bill for this complication.

Katherine Atcheson (02:05):
Pregnancy loss can be a very tough topic to discuss, but so important for clinicians and other family planning staff to understand. So, I think our conversation today will be very informative for our listeners.

Ann Finn (02:18):
I agree. So, let's jump right in. Welcome, Dr. Policar. We're very excited to have you join us. Let's start with defining what early pregnancy loss means, and then we'll talk about some of the codes that might help you.

Dr. Policar (02:31):
Thank you for including me today. Early pregnancy loss is most commonly defined as the loss of pregnancy before 13 weeks gestation. Other terms include miscarriage, early pregnancy failure, and spontaneous abortion. The terms early pregnancy loss or miscarriage have actually be preferred by patients because of the negative connotations associated with the word failure and confusing regarding elective versus spontaneous abortion.

Dr. Policar (03:02):
In the past, the management of early pregnancy loss occurred in the hospital setting, mainly in the emergency department. It's now shifted to the outpatient setting, allowing women to remain under the care of clinicians in the clinic or office, where they received their other reproductive healthcare services. Up to 18% of recognized pregnancies end up in miscarriage, and as many as 80% of miscarriages occur in the first trimester with chromosomal abnormalities being the leading cause of pregnancy loss.

Dr. Policar (03:33):
Consequently, no interventions have been proven to prevent early pregnancy loss and patient care is based on making a diagnosis of the subtype of early pregnancy loss, and a shared decision-making process, which centers on the management options available to the patient. Most common risk factors identified among women who have experienced early pregnancy loss are advanced maternal age and a prior early pregnancy loss. The frequency of clinically recognized early pregnancy loss for women aged between 20 and 30 years of age is somewhere between 9 and 17%, and this increases sharply from 20%, at age 35, to 40% at age 40 years, and all the way up to 85% of miscarriage rates at age 45 or older.

Katherine Atcheson (04:24):
So, what sort of clinical findings can be used to confirm a diagnosis of early pregnancy loss?

Dr. Policar (04:32):
Katherine, unless products of conception are seen or reported by the patient, the diagnosis of early pregnancy loss ideally is made with pelvic ultrasonography and the trending of beta HCG levels, or both in combination. In fact, most commonly the two are used together. Management options for early pregnancy loss include expected management, waiting for the patient to miscarry on her own, medication management, which will hasten the process, and uterine aspiration.

Ann Finn (05:03):
Thank you. We've put together some great tools including reference sheets with common codes and some scenarios of common visits that you'll be able to download with this podcast. Let's start with going over a few scenarios. Our first scenario is Susan, she's a 29-year-old established patient whose last vaginal delivery was 18 months ago. Believe she's about seven weeks pregnant due to symptoms, amenorrhea over one month, bilateral breast tenderness, morning nausea, and no vomiting. Three days ago, Susan noted pink vaginal spotting. She presents today with painless dark red vaginal spotting. She has mild dysuria and denies itching, burning and discharge. Can you take us through her exam and what tests would typically be done?

Dr. Policar (05:51):
Sure, Ann. Today, Susan's vitals are a blood pressure of 124 over 74, a pulse of 80, and a normal temperature of 98.6 degrees Fahrenheit. Pelvic exam revealed the following, her vagina was pink with a moderate amount of maroon-colored vaginal discharge. On having a look at her cervix, the external os was closed. There was no exudate or cervical lesion seen. The sample for gonorrhea and chlamydia nucleic acid application tests were obtained and sent to the lab.

Dr. Policar (06:21):
By manual, her uterus was anteverted, non-tender, and about a six-to-seven-week gestational size. There was no cervical motion tenderness. However, her left adnexa is slightly tender to palpation, and her right adnexa is non-tender. Susan was given two point-of-care tests, a urine pregnancy test, which has a positive result, and a dipstick urinalysis, which was negative. The clinician also performed a transvaginal ultrasound which showed a thickened endometrial stripe and a slightly enlarged uterus. No gestational sac was seen.

Dr. Policar (06:58):
The left adnexa had increased vascularity adjacent to the left ovary, and the right ovary was entirely normal. Because an unruptured tubal ectopic pregnancy was suspected, an emergency department physician was contacted in a direct conversation to arrange transfer. This is a critically important clinical point. This type of transfer is referred to as a warm handoff. When immediately life-threatening condition is suspected, the patient should never be left on her own to find follow-up care. Instead, the clinician has the responsibility to contact a clinician or institution to whom the patient is being referred in order to provide a history, presumed diagnosis, and mode of transportation. That is to say personal car, non-emergency transport, or an ambulance, and what the timeframe of the transfer will be. Now, for this visit, the total time was 35 minutes, not including the time for the performance of the ultrasound.

[bookmark: _Hlk139895727]Ann Finn (07:57):
Thanks, Dr. Policar. Now, let's review what codes we would need for the visit. Let's start with the office visit. Remember using the new E&M Coding Guidelines that were updated back in 2021, we can select the code using either total time on the date of the encounter or medical decision-making, using the method that results in the highest-level visit code.

Ann Finn (08:22):
Susan is an established patient in the practice. If we use total time, we can select 99214 for an established patient visit, which is 30 to 39 minutes, based on the 35 minutes on the date of the encounter that Mike described. Remember to count all of your time spent on this encounter, including before, during, and after the visit, not just the face-to-face time. That's a really important point for clinicians to take note of.


Ann Finn (08:58):
If we use medical decision-making, we would select a 99215 based on, first, the problems, it would be considered a high level or one acute or chronic illness that poses a threat of life or bodily function. The next element is data, and we would be considered extensive, since we have four tests ordered and a discussion of management or test interpretation with an external physician. And then risk, we are low risk of morbidity for additional diagnostic testing or treatment. In this case, we would choose the 99215 based on medical decision-making versus total time to ensure we bill the highest-level E&M code, which typically raises the reimbursement rate. Dr. Policar, what primary diagnosis code would you use to support the E&M code for this visit?

Dr. Policar (09:48):
Ann, for this case, I would use ICD O20.0, which is defined as threatened abortion as the primary diagnosis. Remember, when one or more conditions are suspected but not confirmed, in other words, rule-out diagnoses, we do not use the ICD-10 codes for that rule-out diagnosis as they may prove to be incorrect. Instead, the code for the most important symptom, sign, or provisional diagnosis should be used. In this case, it's threatened abortion. We would also use CPT code 76817 for the transvaginal pelvic ultrasound in a pregnant patient, as the CPT code is different for non-pregnant patients, and the two point-of-care test, the urine pregnancy test and the dipstick urinalysis to evaluate her dysuria.

Ann Finn (10:38):
Great, thank you. Now, let's take a look at our second scenario. Amy is a 24-year-old G1P0 and is a new patient at seven weeks gestation according to her last menstrual period. She's complaining of bright red vaginal bleeding for about four hours, lighter than a menstrual period, but requiring sanitary pad protection and intermittent uterine cramping. Amy denies lightheadedness, dizziness, nausea, vomiting, or focal pain. She reports bilateral breast tenderness, which started about two weeks ago, and she also denies trauma, recent intercourse, or changes in vaginal discharge preceding the onset of this bleeding. Back to you, Dr. Policar.

Dr. Policar (11:23):
Amy's vitals are recorded as a blood pressure of 116 over 66, a pulse of 78, and a temperature of 98.4 Fahrenheit. Her exam includes the following, on speculum exam, her external cervical os was closed. A small amount of dark blood is noted coming from the cervical os. On my manual, she has a six-to-seven-week size uterus, which is anteverted, and soft, and minimally tender to palpation. There are no adnexal masses or tenderness. An office pregnancy test is positive and microscopy of a sample of vaginal fluid is negative for trichomoniasis. Samples are sent out to the outside lab for other tests, including a quantitative beta HCV, chlamydia and gonorrhea nucleic acid application tests, as well as an HIV test, and a syphilis RPR. There is no office imaging available at the clinic, and referral to an imaging center is not considered to be necessary at this time. The total time of Amy's encounter, including pre- and post-clinician time is 25 minutes.

Ann Finn (12:33):
Okay, let's first determine the E&M office visit code for Amy. Remember, Amy is a new patient, or someone who has not been seen by the practice in over three years. If we use the 25 minutes noted as the total time on the date of the encounter, we would select 99202 for a new patient visit, which is between 15 and 29 minutes total.

Ann Finn (12:58):
If we use medical decision-making, let's look at the three elements. The first being the problem, so we have one acute or chronic illness or injury, which we'd consider a low level. We have the data element, and we have six tests that were ordered, so we can count a moderate level of data using all of the tests. And then we have the risk, and this is a low-risk morbidity from additional diagnostic testing or treatment. So, we have a low, a moderate, and a low. So, the E&M code would be 99203. So, the E&M code, remember, can be based on either total time or MDM, and since the MDM results in a higher code, we would bill the 99203. If we look at the primary diagnosis for this visit, it would be O20.0 for threatened abortion.

Katherine Atcheson (13:53):
Thanks, Ann and Dr. Policar. These scenarios have been really helpful, but are there other common diagnoses codes that providers might use on these types of visits?

Dr. Policar (14:04):
Yes, that's a great question. A few examples of the codes we see used include the following, O02.1, which is missed abortion, and that includes any of the terms, empty gestational sac on ultrasound, and embryonic pregnancy, and embryo without cardiac activity. Next is O03.0 pelvic infection following an incomplete spontaneous abortion. Next is O03.1, delayed or excessive hemorrhage following an incomplete spontaneous abortion. O03.39, which is an incomplete spontaneous abortion with other complications. O03.4, an incomplete spontaneous abortion without complications. O03.9, complete or unspecified spontaneous abortion without complication. O21, and this series is used to describe excessive vomiting in pregnancy, what you may know as hyperemesis gravidarum. And then O23.11, which is a lower urinary tract infection, that is to say, acute cystitis in the first trimester.

Ann Finn (15:22):
Great. Thanks for all of those codes. Let's recap what we talked about today. In the past, while an occasional patient has been seen at a family planning clinic for early pregnancy symptoms, this may become a more common reason for clinic visits. Clinicians must be familiar with the correct terms and definitions used to describe the subcategories of early pregnancy loss, the cause of vaginal bleeding in early pregnancy is determined on the basis of the speculum and bimanual exam, quantitative serum beta HCG, pelvic ultrasound, or all three used in concert.

Ann Finn (16:02):
Next code only for provisional or definite diagnosis. Remember not to use rule-out diagnoses. When choosing an E&M code level, use the higher of total time or medical decision-making, make sure that the actual total time figure is included in your note in the medical record, and it includes all the time on the date of the encounter. We know that this is a lot of information to remember, so the CTC-SRH, along with myself and Dr. Policar have put together a bundle of three job aids on billing and coding around early pregnancy loss, and all of these can be found on the CTC-SRH website resource library. We hope that this podcast has been helpful to you and thank you for listening.

Katherine Atcheson (16:48):
And thank you so much for joining us today, Ann and Dr. Policar, and for sharing your time and expertise. For more content, including previous podcast episodes, search for Clinical Chats or subscribe to our show on iTunes, Google Podcasts, Spotify, Stitcher, or wherever you listen to podcasts. For a transcript of this podcast, as well as other online learning activities, and continuing education opportunities, please visit our website at www.ctcsrh.org. While you're there, you can sign up to receive our newsletter, Clinical Connections, at the top of the page.

Katherine Atcheson (17:25):
You can also follow the Clinical Training Center for Sexual and Reproductive Health on Twitter @ctcsrh, all lowercase, and on LinkedIn. The CTC-SRH is funded by the Office of Population Affairs to provide continuing education, training and technical assistance to Title X grantees, sub-recipients, and service sites, and is supported by DHHS grant number 5 FPTPA 006031-02-00.

Katherine Atcheson (17:56):
This podcast is intended for informational purposes only and does not constitute legal or medical advice or endorsement of specific products. Opinions expressed herein are the views of the contributors and do not necessarily reflect the official positions of the Department of Health and Human Services, or DHHS, Office of the Assistant Secretary of Health, or OASH, or the Office of Population Affairs, or OPA. No official support or endorsement by DHHS, OASH, and/or OPA is intended or should be inferred.

Katherine Atcheson (18:29):
Theme music written by Dan Jones and performed by Dan Jones and The Squids. Other production support provided by the Collaborative to Advance Health Services at the University of Missouri-Kansas City School of Nursing and Health Studies. Finally, thank you to our listeners for tuning in today. We hope that you'll join us next time for another episode of Clinical Chats.

