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Abstract 

 

Background: As the demand for critical care services grow and the intensivist provider pool 

diminishes, advanced practice providers are increasingly integrated into intensive care units. 

However, advanced practice providers often enter the profession without proficiency in the 

billing practices necessary to ensure their work is reimbursed. Critical Care Management, 

Current Procedural Terminology codes 99291 and 99291, are services exclusive of any global 

payment. These two codes represent a significant amount of a provider’s billable activities in the 

intensive care setting. In the absence of education addressing billing requirements for these 

codes, provider documentation often fails to meet the standard for reimbursement. Money is left 

on the table and provider work is not adequately represented in reimbursement. Targeted 

education and standardized documentation can improve the quality of documentation, billing 

competency, and contribute to increased revenue. 

Local Problem: In surveys conducted pre-implementation, the majority of advanced practice 

providers at the project site reported a lack of billing and requisite documentation training and 

competency. Additionally, documentation audits validated that, often, advanced practice 

provider notes did not support their billable activities. The aim of this quality improvement 

project was to implement and evaluate the effectiveness of a standardized Event Note to improve 

documentation and billing of critical care management. 

Interventions: The implementation of this quality improvement project took place over a 12-

week period. Primary components of the implementation included: pre-implementation survey, 

pre-implementation online education module, implementation of a standardized Event Note, and 

post-implementation survey. Data were collected from all primary components. 

Results: Post-implementation of the standardized Event Note and online education module, 

87.2% of providers agreed or strongly agreed with the statement, “The online billing education 

improved my billing competency.” Additionally, 94.9% agreed or strongly agreed with the 

statement, “This project heightened my awareness regarding the importance of documenting 

critical care events.” Further, 116 events notes and 5,777 critical care minutes were documented 

post-implementation compared with 64 event notes and 2,184 critical care minutes entered in the 

pre-implementation period. Critical care evaluation and management codes require the reporting 

of time in minutes. The standardized Event Note includes a prompt to enter the number of 

minutes spent in exclusive attention to a patient. Twenty-four event notes made no mention of 

time in the pre-implementation period and only six notes omitted a time element in the post-

implementation period. This demonstrates a 75.00% decrease in event notes without a time 

element. The six event notes without a time element were the result of the provider using free 

text to document (n=2) or using an older unit-based event note (n=4). Post-implementation, 

82.76% of all event notes submitted utilized the vetted, standardized Event Note.  

Conclusions: Advanced practice provider education and use of the standardized Event Note 

increased billing competency and awareness related to thorough and timely documentation of 

critical care management. Engaging providers in targeted education and providing standardized 

notes, built with attention to communication and required billing elements, is an effective and 

efficient means of improving documentation and reimbursement.  
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Overview 

 

The purpose of this evidenced-based Doctor of Nursing Practice (DNP) quality 

improvement (QI) project was to implement and evaluate the effectiveness of a standardized 

Event Note to improve advanced practice provider (APP) documentation and billing. This 

project was implemented in a large academic medical center in the Mid-Atlantic region of the 

United States. The participants in this project included APPs assigned to five specialty intensive 

care units (ICUs). The anticipated outcome was improved APP documentation and billing as 

evidenced by an increase in billable event notes. The long-term goal of this project was to 

increase APP reimbursement.  

Healthcare and economic reforms, coupled with the resident work hour restrictions, have 

created opportunities for advanced practice providers (APPs) in nearly every clinical practice 

setting (Moote, 2011). Kapu, Kleinpell, and Pilon (2016) reported that APPs are capable of 

providing safe, high quality and cost-effective care in high acuity settings such as ICUs. Despite 

these strides, the financial impact of employing APPs in ICUs may be attenuated by a lack of 

proficiency related to professional billing practices (Magdic, 2013). APPs, particularly in ICUs, 

perform many interventions that are exclusive of the bundled episode payment. These activities 

include procedures, such as insertion of central venous catheters, and evaluation and 

management of the critically ill or injured. However, nearly 50% of graduate nursing programs 

have not prioritized incorporating professional billing practices into curricula (Magdic, 2013). 

This is due, in part, to the fact that nurse practitioner practice authority differs from state to state 

(Magdic, 2013).  

Revenue generation is one proximate of the productivity and value of APPs to an 

organization. In the absence of a standardized means for documenting billable activities, metrics 

fail to adequately demonstrate APP productivity (Butler, Calabrese, Tandon, & Kirton, 2011). 
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Targeted education and standardized documentation, designed with attention to efficiency and 

accuracy, was shown to improve competency related to professional billing practices and 

revenue generation (Barnes, Waterman, MacIntrye, Coughenour, & Kessel, 2010; Benke, Lin, & 

Ishman, 2012, Butler, et al., 2011; Carpenter, Gregg, Owens, Buchman, & Coopersmith, 2012; 

Fox, Swierczynski, Willcitt, Elderfield, & Mazzarelli, 2016; Kapu, et al., 2014; Levesque, 

Latham, Tauber, Lee, Rodrigues-Feliz, & Chaeo, 2014; Reyes, Greenbaum, Porto, & Russell, 

2016).  

A year prior to the implementation of this project, a survey was administered to APPs at 

the project site regarding professional billing practices. Seventy-three percent of APPs reported 

minimal professional billing content during their graduate education and 82% reported 

insufficient training related to professional billing practices at the organizational level (see 

Tables 1 and 2). While critical care services are being delivered by APPs, there is a breakdown 

in capturing billing charges for critical care management. At a large academic medical center in 

the Mid-Atlantic region of the United States, charges for billable activities are captured by 

billing coders who review documentation subsequent to the delivery of care. If the 

documentation does not support a particular Current Procedural Terminology (CPT) code, a 

charge cannot be generated.  A practice gap lies between the knowledge of elements required for 

any CPT code and APP documentation. This gap can be bridged with targeted education and the 

implementation of a standardized Event Note. The standardized event note has a prompt for all 

documentation requirements. If all prompts are completed and the note is signed, the note meets 

the standard for billing. 

Theoretical Framework 

Nursing Intellectual Capital Theory (NICT) conceptualizes the value of nursing skill and 

knowledge and their influence on patient or organizational outcomes. In 2007, Christine Covell 
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developed this theory because she felt that the financial climate of healthcare required a deeper 

appreciation of nursing intellectual capital, stronger support for this capital and a more direct 

correlation between these assets and outcomes (Covell, 2008). The theory is adapted from the 

discipline of finance and is grounded in organizational learning theory (Evans, Brown, & Baker, 

2015).  

 Nursing Intellectual Capital Theory has conceptualized three types of capital: human, 

structural, and relational. Converting the subgroup of “nursing” to APPs, human capital 

represents the skills and expertise of APPs. Structural capital represents the systems that support 

APP, i.e., education and professional development. Relational capital represents the relationship 

between APPs and resources. The synergy of these components yields APP-driven outcomes. 

These outcomes may benefit the patient and the organization.  

 NICT assumes that human capital is recognized and valued by organizational leadership 

and that leadership provides ongoing support for the growth and development of human capital. 

The theory propositions include: organizational knowledge can be translated into organizational 

performance; APP knowledge and skill are associated with human capital; structural capital is 

the organizational resources that support the development and application of APP knowledge; 

and human and structural capital are directly reflected in outcomes (Covell, 2008). 

 NITC provides an operational mechanism to maximize the human capital of the advanced 

practice provider. If the organization develops and cultivates the knowledge and expertise of the 

APP workforce and supports it with complementary structural capital, the organization will yield 

positive outcomes.  

This theory acknowledges that the most valuable resources of any organization are the 

knowledge and skill of its constituents (Covell & Sidani, 2013). In application to this DNP 

project, APPs were the human capital; education, the electronic medical record software, and 
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standardized documentation were the structural capital; and the implementation and evaluation 

of this project provided the relational capital. The targeted project outcomes were to improve 

documentation and billing proficiency (see Appendix A).  

Literature Review 

 

 Improving advanced practice provider documentation is the focus of this evidence review 

(see Table 1). The literature has shown that targeted education and standardized documentation 

improves billing competency, compliance, and contributes to increased revenue.  Focused 

education was found to increase provider competency and compliance with billing (Benke, et al., 

2012; Carpenter, et al., 2012; Hauge et al., 2010; Reyes, et al., 2016). All of the studies were 

small case-control studies (the number of participants ranged from nine to148) that were 

implemented in academic medical centers in the United States and curricula with curricula 

tailored to specialty areas. Didactic lectures and online modules were the most common teaching 

modalities utilized (Carpenter, et al., 2012; Hauge, et al., 2010; Reyes, et al., 2016). All 

implementation plans involved collaboration between specialty departments and billing coders. 

Outcomes associated with focused education strategies included improved accuracy of 

documentation (p<0.05) (Carpenter, et al., 2012; Hauge, et al., 2010; Reyes, et al., 2016), an 

85% decrease in delinquent documentation (Reyes, et al., 2016), statistically significant 

improvement in competency related to billing on post-education tests (p<0.05) (Benke, et al., 

2012; Hauge, et al., 2010), a 53-63% increase in billable activities (Carpenter, et al., 2012), and a 

statistically significant increase in revenue (p<0.05) (Carpenter, et al., 2012; Reyes, et al., 2016). 

Additionally, evaluation of education delivered to resident physicians was favorable and 

perceived as a valuable component of their overall training (Hauge, et al., 2010).  

 The accuracy of the medical record is important for compliance, communication, 

capturing productivity, evaluation of acuity and case-mix, and reimbursement, among other 
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metrics. In prospective several charge capture studies, the implementation of a standardized note  

that included all required billing elements and designed with consideration a specific clinical 

environment, resulted in an increase in charges captured (Butler, et al., 2011; Fox, et al. , 2016; 

Levesque, et al., 2014), increase in case-mix index from 1.80 pre-implementation to 2.11 post-

implementation (Fox, et al., 2016), a higher mean evaluation and management level (Levesque, 

et al., 2014), and a significant increase in revenue (Butler, et al., 2011; Fox, et al., 2016; 

Levesque, et al.,2014).  

 Barnes, Waterman, MacIntyre, Coughenour, and Kessel (2010) executed a prospective 

capture analysis of advanced practice provider critical care billing (n=2,149). The premise of this 

study was to combine education related to billing and coding with the implementation of a 

standardized note. The note was designed to maximize revenue capture. Net income increased by 

24% in the post-implementation period. For every admit, revenue increased by 42% and average 

hospital admission payments increased by 16% following implementation.  

 All studies were biased by the condition that providers were aware that their 

documentation was being scrutinized and coders were engaging providers with queries 

throughout the implementation period. The latter is an important component of success. 

According to the literature, coder queries helped to maintain a heightened awareness of 

documentation and charge capture for providers and contributes to sustainability post-

implementation (Barnes, et al., 2010).  Other limitations include the size of the populations in the 

small cohort studies, and only the Barnes, et al. (2010) study specifically addressed APP billing. 

The remaining studies focused on physician documentation and billing practices. Advance 

practice provider practice authority differs from state to state. However, in full practice authority 

states, APP billing requirements are similar to physician billing requirements. The level of 
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reimbursement any payor might remit does not alter the documentation required to meet billing 

standards for CPT codes.  

There is adequate evidence to demonstrate that focused education can increase 

competency related documentation and billing. Online education models were effective in 

several studies (Hauge, et al., 2010; Reyes, et al., 2016) and allowed providers the opportunity to 

complete the education at times convenient to their schedules. Further, standardized 

documentation was efficient and helped to facilitate a more accurate capture of patient 

information and acuity, as well as the productivity of providers. The literature review supports 

the combination of education and standardized documentation has resulted in a significant 

increase in revenue and improved documentation compliance (Hauge, et al., 2010; Reyes, et al., 

2016).  

Methods 

Implementation Steps 

 The implementation of this QI project took place over a 12-week period in the fall of 

2018. Primary components of the implementation included: pre-implementation survey, creation 

of an online education module, implementation of a standardized Event Note, and post-

implementation survey. Data were collected from all primary components. Prior to the initiation 

of the QI project, the project leader presented an Introduction to Professional Billing Practices 

and Requisite Documentation at the facility’s APP Grand Rounds.  

 The pre-implementation survey was open for APPs to take for two weeks. At the 

conclusion of those two weeks, the new standardized Event Note (see Appendix C) was released 

and made available on the facility’s electronic medical record (EMR). Simultaneously, an online 

education module related to documentation, coding, and billing was available on the facility’s 

online education platform (see Appendix D). Participants were given two weeks to complete the 
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online education module. During the subsequent six weeks, data relating to all Event Notes 

submitted by APPs assigned to the participating ICUs were collected. Following six weeks of 

data collection, a post-implementation survey was administered to participants. The post-

implementation survey was also open for two weeks. Of the sixty-four participants, forty-six 

took the pre-implementation survey and thirty-nine took the post-implementation survey. 

Participants 

 Inclusion criteria for participants were all APPs working in the Cardiac Surgery ICU 

(CSICU), Surgical ICU (SICU), Neuro-Critical Care Unit (NCCU), Post-Anesthesia Care Unit 

(PACU) and Lung Resuscitation Unit (LRU). The project participants (n = 64) represented the 

number of APPs who were fully credentialed and assigned to these units during the pre- and 

post-implementation periods.  

Event Notes 

 Inclusion criteria for documentation included all event notes submitted by the specified 

APP population during the six-week period. Free text notes, unit-based event notes, and the new 

standardized Event Notes were examined. Four of the five units had existing standardized event 

notes. These unit-based event notes were created by APPs when the facility launched its most 

recent EMR software in 2014. The unit-based notes were not vetted by coders and none had 

appropriate critical care attestations. An attestation with prescribed verbiage as well as a time 

element (e.g., 33 minutes) is required for coders to bill for critical care management (CPT codes 

99291 and 99292). The new Event Note was vetted and approved by the facility’s coders and 

included prompts for all elements necessary to bill for critical care management. If the Event 

Note’s prompts were completed, the note was deemed “billable.” Because many factors 

influence reimbursement, this project limited its scope to assessing if the notes had the necessary 

billing elements and not actual reimbursement.  
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Survey Design and Distribution 

 The pre-survey consisted of three components: demographic information, perceptions of 

billing competency, queries related to the importance of billing and barriers to documentation 

(see Appendix E). A 5-point Likert scale (1= strongly disagree, 2 = disagree, 3 = neither disagree 

or agree, 4 = agree, and 5= strongly agree) was used to assess billing competency. The post-

implementation survey (see Appendix F) included identical questions to the pre-survey as well as 

queries related to satisfaction with the education and the new Event Note using the 

aforementioned 5-point Likert scale. 

 The pre- and post-implementation surveys were distributed via email to the participating 

APPs. The survey was administered via Survey Monkey©. No unique identifiers were collected.  

Implementation Planning 

  Prior to implementation, the project leader identified and met with project champions 

(early adopters). These individuals were the Medical Directors (physicians) and Clinical Program 

Managers (APPs) of the participating ICUs. The project leader presented the practice problem, 

purpose, implementation plan as well as anticipated outcomes. The project champions provided 

feedback regarding the standardized Event Note and suggested modifications to the note were 

executed. The note was modified based on this feedback (see Appendix E). Project champions 

also served as resource persons to their teams regarding the utilization of the new Event Note.  

Data Collection 

 Data were collected from the pre and post-implementation surveys. In addition, all notes 

entered by the participating APPs were retrieved from weekly audit reports using the EMR 

software. The following data were extracted from the Event Notes: total number of event notes, 

type of note (free text, unit-based event note, or new Event Note), the number of critical care 

minutes documented, the location of ICU, and author. Data were collected from the 



IMPROVING PROVIDER DOCUMENTATION AND BILLING  11 

documentation submitted October 20, 2018, through December 2, 2018. The project leader also 

collected identical, archived data from the calendar dates (6 weeks) in 2017 (pre-

implementation). Inclusion criteria for both searches included the 64 provider names, prescribed 

dates, and note category “progress” and “event.”  Incomplete and deleted notes were excluded. 

Free text notes were included in the data collection if the author described instability, acute 

changes in patient status or documented critical care minutes.   

Ethical Aspects 

 Data were collected on a password protected computer. All Event Note data were entered 

using Excel© spreadsheets. Names of providers were collected; however, this information will 

remain secure so that performance evaluations are not influenced by participating in the QI 

project. No unique patient identifying information was collected. A description of the purpose 

and implementation plan was submitted to the Internal Review Board at the University of 

Maryland, Baltimore. The project was granted Non-Human Subjects Research determination. Per 

agreement with the Director of Nurse Practitioners and Physician Assistants, the performance of 

any individual or unit will not influence evaluations or resource allocation. 

Results 

Statistics 

 Descriptive statistics were calculated for the sample of APPs who participated in the pre-

implementation survey (n = 46) and the post-implementation survey (n=39) (see Table 4). The 

majority of providers are nurse practitioners (more than 82.05%) and the majority of the 

providers have been in practice five years or less (more than 63.04%). 

 A Chi-square test of independence was calculated comparing the frequency of those who 

agreed or strongly agreed to various statements on the pre- and post-implementation survey. 

Regarding the statement, “I feel competent related to professional billing practices” a significant 
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increase was found post-implementation, 36.96% to 76.92% (X2 (2) = 15.32, p=0.0004) (see 

Table 5). Regarding the statement, “I feel competently related to critical care management 

billing” a significant increase was found post-implementation, 39.13% to 79.48% (X2 (2) = 

14.97, p=0.0006) (see Table 5). Regarding the statement, “I feel competent related to procedural 

billing” a significant increase was found post-implementation, 82.60% to 92.30% (X2 (2) = 7.53, 

p=0.023) (see Table 5).  Additionally, regarding the statement, “I feel competent related to what 

is bundled in the global payment and what is unbundled.” a significant increase was found post-

implementation, 28.88% to 64.10% (X2 (2) = 13.56, p=0.011) (see Table 5).   

 Both the pre- and post-implementation survey asked respondents to choose all that 

applied related to the statement, “Accurate and complete documentation is important to” Several 

reasons were listed including, communication, risk mitigation, billing and reimbursement, and 

patient outcomes. Fisher’s Exact test demonstrated a statistically significant increase in the post-

implementation survey among the respondents who chose “billing and reimbursement” (X2 (2) = 

5.47, p=0.021) (see Table 6, Figure 1). 

 Question 9 on both surveys asked respondents to choose all that applied related to the 

statement, “I sometimes do not document because” Fischer’s Exact test demonstrated a 

statistically significant decrease in the post-implementation survey among the respondents who 

choose “lack of time” (X2 (2) = 6.34, p=0.012), “billing and reimbursement do not impact my 

practice” (X2 (2) = 9.23, p=0.002), and “I do not want to compete with the attending physician” 

(X2 (2) = 5.42, p=0.019) (see Table 6, Figure 2).  

 Three questions on the post-implementation survey asked about the impact of specific 

components of this QI project. Regarding to the statements, “The online education improved by 

billing competency,” 87.17% of respondents agreed or strongly agreed (see Table 7); “This 

project heightened my awareness regarding the importance of documenting critical care event,” 
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94.87% of respondents agreed or strongly agreed (see Table 7); and “As a result of this project I 

am documenting more critical care events,” 87.18% of respondents agreed or strongly agreed 

(see Table 13). Additionally, the post-implementation survey determined that 94.87% of 

respondents utilized the new Event Note and 84.62% of respondents preferred the new Event 

Note to their unit-based event note (see table 8).   

 As reported in the implementation plan, six weeks of notes were audited for both the pre- 

and post-implementation periods. Of the 64 providers, 10 were physician assistants and 54 are 

nurse practitioners. Sixty-eight events notes were submitted pre-implementation and 116 event 

notes were submitted post-implementation period (see table 9). This resulted in a 70.59% 

increase in documentation of critical care event notes. Thirty different APPs submitted event 

notes in the pre-implementation period and 41 providers submitted notes in the post-

implementation period (see table 9).  This demonstrates a positive increase of 36.67% in the 

number of providers documenting critical care events. Additionally, the number of critical care 

management minutes was extracted from each event note. Pre-implementation notes yielded 

2,184 minutes and post-implementation notes yielded 5,777 minutes (see table 9). This 

represents a 165.51% increase in time documented, which can translate into increased billable 

time and revenue.   

Discussion 

While this project limited its focus to a single standardized note, the Event Note is the 

note most often used to bill for CPT codes 99291 and 99292; evaluation and management of the 

critically ill, first 30 to 74 minutes (99291), and each additional 30 minutes (99292). This project 

demonstrated that in the absence of a standardized note, providers often failed to include the 

necessary elements and verbiage required for billing these codes in their documentation. By 

designing a standardized Event Note, providers successfully followed prompts to include the 
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elements necessary to bill for their activities. Additionally, engaging the APPs through online 

education and feedback regarding their documentation is associated with a significant increase in 

the number of critical care minutes and notes submitted post-implementation. 

 Because the reportable time must be in exclusive and full attention to a single patient, the 

provider must be physically present in the same area as the patient and the provider cannot 

concurrently provide attention or treatment to another patient. The standardized Event Note 

includes the following approved attestation:  “** minutes of critical care time was spent 

personally providing care for this patient, excluding billable procedures, and not overlapping 

with any other providers or attention to other patients. I have personally reviewed the patient’s 

history and interval events, along with vitals, labs and pertinent and available radiology images.” 

As a result, all Event Notes summited in the post-implementation period met the time and 

exclusive attention criteria. Time and exclusive attention elements were not consistently present 

in the pre-implement event notes and completely absent in all free text notes (see Table 10). 

 The findings of this QI project are consistent with the literature reviewed, which 

demonstrated that focused education and creating standardized documentation, designed to 

maximize reimbursement opportunities, results in a significant improvement in competency 

related to billing on post-education tests (Benke, et al., 2012; Hauge, et. al., 2010), an increase in 

billable activities (Carpenter, et al., 2012), and a statistically significant increase in revenue 

(Carpenter, et al., 2012; Reyes, et al., 2016). There is a time lapse between charge capture and 

the resulting reimbursement. Consequently, the time constraints of this project did not permit an 

assessment of reimbursement. However, following project implementation, due to the increase in 

notes submitted and critical care minutes documented, it is reasonable that the project site will 

see an increase in reimbursement revenue.  
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 An important difference in this QI project from the studies addressed in the literature 

review related to the participation of the coders. In the studies reviewed, coders engaged 

providers with queries throughout the implementation period. According to the literature, coder 

queries helped to maintain a heightened awareness of documentation and charge capture for 

providers and contributes to sustainability post-implementation (Barnes, et al., 2010). However, 

the billing entity at the project site does not currently provide individual feedback to providers. If 

necessary, billing elements are missed in the documentation, the provider is not notified and 

deficiencies are likely to be repeated.  

 A strength of the project relates to the organizational priorities. The site host was the 

Director of Nurse Practitioners and Physician Assistants. She has a mandate from the 

administration to increase APP revenue. This project and projects related to billing education 

have been embraced by the Director and she has provided numerous opportunities for the DNP 

to provide billing education and discuss standardized documentation at APP Grand Rounds, APP 

Quarterly Staff Meetings, and APP manager meetings. 

 All ICU APPs will, presumably, have the occasion to document critical care 

management. However, not every provider equally prioritizes documentation. This project was 

limited to six weeks of data capture. Experience, rotation of shifts, vacations, other paid and 

unpaid time off, and responsibilities outside of patient management were not factored into the 

audit of notes. Nonetheless, it is evident from both the percentage of providers who documented 

and survey results that not all providers feel equally engaged in documentation and billing. Per 

pre- and post-implementation surveys, 86.96% and 100% of participating APPs, respectively, 

determined that accurate and complete documentation is important to billing and reimbursement 

(see Table 6). Yet, 89.13% of APPs pre-implementation and 66.67% post-implementation sited 
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lack of time and cumbersome documentation (36.96% pre-implementation and 17.95% post-

implementation) as reasons why they sometimes do not document (see Table 6).  

Limitations 

Over the course of the last six years, this particular hospital has experienced exponential 

growth in the number of APPs deployed in the ICUs. Many teams have only recently become 

fully staffed and other teams have expanded their coverage to new practice settings, including 

intermediate care units.  

 Most APPs in the ICU were deployed as resident replacements. Growth was focused on 

fulfilling clinical needs and documentation and billing practices were not in place to support the 

independent practice of APPs. Recognition of APP activities and billing potential has 

increasingly become a focus of the medical center’s administration. Billing education, to date, 

has been a grass-roots effort among individual APPs with experience or an interest in 

documentation and billing. This project has highlighted some of the missing links in a chain of 

practices and processes that might support successful and efficient billing.   

Conclusion 

Plan for Sustainability and Spread 

 The plan for sustainability includes ongoing engagement between the project leader (an 

APP at the medical center) and the Director of Nurse Practitioners and Physician Assistants as 

well as project champions. Also, the new Event Note is now fully integrated into the EHR and 

remains available to all providers at the health care organization. The online education module 

created for this project will be incorporated into the onboarding process for all newly hired ICU 

APPs. Further, as the project achieved intended outcomes, online education and standardized 

documentation created for this project will be introduced to non-participating units and APPs. 
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 There was widespread adoption of the new Event Note. While some providers chose to 

continue to use the unit-based note, a few providers have cut and pasted the time element and 

attestation from the new Event Note to their unit-based event note. This workaround allowed the 

provider to create a note that met criteria for critical care management.  

 One of the points emphasized in the online billing education is that documentation is 

important to communication, patient safety, and risk mitigation, as well as billing. A secondary 

outcome of increased documentation in the critical care setting might be improved risk 

mitigation. How and if these elements impact the frequency and quality of documentation are 

topics a future QI project might explore.  

Generalization 

 This QI projected utilized a translation of existing evidence related to how standardized 

documentation and focused education can result in an improvement in billing compliance, 

competency, and reimbursement. Daily progress notes present additional opportunities for APPs 

to bill for various levels of evaluation and management as well as critical care management. 

Standardizing these notes and having coders vet the notes for billing potential might lead to 

similar improvements.  

Implications for Practice 

 Next steps for the project site might include a review of APP workflows and billable 

activities outside of the ICU. Coders can be engaged to create additional standardized notes to 

support the documentation of these activities, followed by online and in-person education. This 

process is supported in the literature and the project demonstrates success on a local level.   
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Table 1 

Table 1 

Characteristics of Nurse Practitioners from  

professional billing practices survey 

 n % 

Years in practice  74  

    Less than 3 17 22.97 

    3-6 years 15 20.27 

    Greater than 6 42 56.76 

Gender   

     Male 8 10.81 

     Female 66 89.19 

National board certification   

    Adult 6 8.11 

    Acute care 46 62.16 

    Family 10 13.51 

    Neonatal 5 6.76 

    Pediatrics 6 8.11 

    Psychiatric 1 1.35 

Note. Data source: billingsurvey_2017 
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Table 2 

 

Table 2 

Professional billing practices education and training survey 

 n % 

Adequate content related to professional billing 

practices during advanced practice  education 71 
 

    Strongly Agree 2 2.82 

    Agree 15 21.13 

    Uncertain 2 2.82 

    Disagree 31 43.66 

    Strongly disagree 21 29.58 

Adequate employer-supported training related 

to professional billing practices  74 
 

    Strongly agree 2 2.70 

    Agree 11 14.86 

    Uncertain 15 20.27 

    Disagree 31 41.89 

    Strongly disagree 15 20.27 

Note. Data source: billingsurvey_2017 
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Table 3 

Evidence Review Table 

 

Author, year Study 

objective/intervention 

or exposures 

compared 

Design Sample (N) Outcomes 

studied (how 

measured) 

Results *Level 

and 

Quality 

Rating 

Barnes, S., 

Waterman, 

M., 

MacIntyre, 

D., 

Coughenour, 

J. & Kessel, 

J., 2010 

Objective: 

The purpose of the 

study was to evaluate 

the impact of 

education related to 

coding and billing, 

and the 

implementation of 

standardized 

documentation. The 

standardized note was 

focused on revenue 

capture. 

Intervention: 

Standardized 

templates were 

created to facilitate 

evaluation and 

management notes 

and billing. The focus 

of the note design 

Prospective 

analysis of 

advanced 

practice 

provider 

billing 

n=2,149 notes 

analyzed; 

n=1,147 pre-

implementation 

and n= 1,002 

post-

implementation 

 

Daily notes 

were analyzed 

for a period of 

one year and net 

income and per 

admit revenue 

were evaluated 

and compared to 

the one-year 

period prior to 

implementation.  

Net income increased by 24% 

in the post-intervention 

period.  

Per admit revenue increased 

by 42% post-intervention. 

Average hospital payment per 

admission increased by 16% 

after standardization of 

documentation.  

IV B 
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was on accuracy and 

efficiency.  

 

Benke, J., 

Lin, S., 

Ishman, S., 

2012 

Objective: 

To determine if 

coding and billing 

skills improve with 

focused education. 

Intervention: 

Residents were asked 

to write a note for 

two clinical scenarios 

before and after 

education related to 

documentation, 

coding, and billing. 

 

Case-control 

series 

n=14 

otolaryngology 

residents 

Level of coding 

and billing 

before and after 

focused 

education 

Residents with no previous 

experience in coding and 

billing had a mean pre-

education score of 54% and a 

mean post-education score of 

62% (p=0.019). Residents 

with experience in coding and 

billing had a mean pre-

education score of 82% and a 

mean post-education score of 

76% (p=0.039). 

IVC 

Bulter, 

Calabrese, 

Tandon & 

Kirton, 2011 

 

Objective: 

Analyze the impact 

of standardized 

documentation on 

billing by advanced 

practitioners.  

Intervention: 

A standardized 

electronic daily 

progress note was 

utilized to captured 

time devoted to 

patient care and a 

standardized 

electronic event note 

Prospective 

capture 

analysis of 

advanced 

practice 

provider 

critical care 

billing 

Three ICUs in a 

large academic 

medical center. 

Thirty-three 

advanced 

practice 

providers 

provided care to 

2004 admissions 

in 3 years.  

N=2004 

Net revenue by 

advanced 

practice 

providers  over 

the course of 3 

years (1-year 

pre-intervention 

and 2 years 

post-

intervention); 

the percentage 

of advanced 

practice 

provider salary 

offset by 

collections 

There was a 48% increase in 

charges captured after 

implementation of 

standardized electronic note. 

The salary offset for advanced 

practice providers increased 

from 62% to 80%. 

IV B 
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was used to capture 

critical care minutes. 

 

Carpenter, 

Gregg, 

Owens, 

Buchman & 

Coopersmith, 

2012 

 

 

Objective: Improve 

nurse practitioner 

(NP) and physician 

assistant (PA) 

documentation, 

demonstrate which 

activities are billable, 

and accurately 

document 

productivity.  

Intervention: Four 

months of baseline 

data was obtained 

from chart reviews to 

assess the allocation 

of NP and PA time 

spend on direct 

patient care and non-

direct patient care, as 

well as an assessment 

of how much time 

was billable. During 

the intervention, NP 

and PA 

documentation was 

tied to a financial 

incentive. Chart 

reviews were 

performed weekly to 

assess documentation 

Quasi-

experimental 

cohort study 

NPs and PAs in 

8 ICUs in 

academic 

medical centers 

and 1 ICU in a 

community 

hospital 

n=39 

Pre-

intervention: 

chart review (4-

month period) 

established 

baseline values 

for billable 

activities 

(critical care, 

E/M, 

procedures); as 

well as non-

billable 

activities and 

unaccounted-for 

time. 

Post-

intervention:  

percent time 

billable 

activities 

(critical care, 

E/M, 

procedures); 

non-billable 

activities and 

unaccounted-for 

time was 

quantified.  

Pre-intervention: 

documentation reflected that 

providers spent, on average, 

53% (range 20-75%) of their 

time on direct patient care and 

47% (range 25-80%) on non-

billable activities.  

Post-intervention: 

documentation reflected that 

providers spent, on average, 

84% (range 70-89%) on direct 

patient care and 16% (range 

11-30%) on non-billable 

activities.  

 

Of the time spent in direct 

patient care, documentation 

reflected that 53% was 

billable pre-intervention and 

63% was billable post-

intervention.  

 

IV B 
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of activities and 

weekly feedback was 

provided to clinicians 

regarding the number 

of billable activities 

and quality of 

documentation. 

Fox, N., 

Swierczynski

, P., Willcutt, 

R., Elberfeld, 

A., & 

Mazzarelli, 

A., 2016 

Objective: 

Implement education 

related to 

documentation and 

evaluate the impact 

of accurate 

documentation on 

revenue and case mix 

index  

Intervention: 

Three hours of 

targeted physician 

education followed 

by chart review, 

coder support on ICU 

rounds and coder 

clarification queries 

related to 

opportunities for 

improvement in 

documentation. 

 

Prospective 

analysis of 

physician 

billing 

n=9 physicians 

n=776 charts  

Assess overall 

revenue 

recovery based 

on clarifications 

queries 

regarding 

documentation. 

Assess the 

response rate to 

clarification 

queries. 

Calculate case 

mix index 

changes based 

on 

documentation 

queries.  

 

Overall recovery for the year 

based on clarifications queries 

was $1,132,581 with an 

average of $154,092 per full-

time employee.  

Cost of implementation was 

$353,265. 

Return on investment was 

220%. 

Response rate to clarification 

queries was 100%. 

Case mix index increased 

from 1.80 pre-clarification 

queries to 2.11 post-

clarification queries 

(p<0.001). 

 

 

IVB 

Hauge, L. 

Frischknecht, 

A., Gauger, 

P., 

Objective: 

Describe resident 

experience and 

performance 

Case-control 

study 

n=28 Pre-intervention 

score on the 

healthcare 

business 

The residents’ mean score on 

the competency pre-test was 

59% (SD 12.1). The 

residents’ mean score for 

VIB 
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Hirschfield, 

L., Harkins, 

D., Butz. & 

Taheri, P., 

2010 

associated with a 

web-based 

curriculum related to 

healthcare business 

practices.  

Intervention: 

A web-based 

curriculum consisting 

of 11 modules, pre- 

and post-tests, and 

resident evaluation of 

experience related to 

curriculum. 

 

practices 

competency 

exam.  

Post-

intervention 

score on the 

healthcare 

business 

practices 

competency 

exam. 

Evaluation of 

the curriculum 

and experience.  

post-test was 78% (SD 9.4). 

The average increase in score 

was 19% (p=0.0001).  

Resident evaluation of the 

curriculum was favorable, and 

the residents perceived the 

experience as a valuable 

component of their training.  

Levesque, 

Tauber, Lee, 

Rodriguez-

Feliz & 

Chao, 2014 

Objective:  

To determine if a 

standardized, 

electronic 

consultation form 

improves 

documentation 

resulting in increased 

billing and higher 

evaluation and 

management (E&M) 

level. 

Intervention: 

A standardized 

consultation note was 

created with a focus 

on billing levels and 

requirements. The 

study assessed the 

Retrospective 

analysis of 

documentation 

n=60. 

Sixty 

consultations 

notes were 

evaluated, 30 

without a 

standardized 

electronic 

consultation note 

and 30 using a 

standardized 

consultation 

note. 

Evaluation and 

management 

levels achieved 

as assessed by 

coders, mean 

billable revenue 

as reported by 

the billing entity 

Consults using the 

standardized tool resulted in a 

higher mean E&M level (2.97 

to 3.6, p=0.002). The average 

consult note increased from 

$391 in billable charges to 

$501 in billable charges per 

note, a 28% increase 

(p=0.051). 

IV B 



IMPROVING PROVIDER DOCUMENTATION AND BILLING  27 

E&M levels and 

billing data for 30 

notes using free text 

documentation and 

30 notes using the 

standardized note.  

Magdic, 

2013 

 

Summary of the 

Center for Medicare 

and Medicaid 

Services (CMS) rules 

relating to nurse 

practitioner billing  

Expert opinion n/a n/a More than 50% of graduate-

level nursing education 

curricula have no courses 

related to professional billing 

practices. The scope of 

practice differs from state to 

state. Many employers 

provide little to no billing 

education yet NPs must be 

accountable to CMS rules 

related to billing.  

VII B 

Reyes, C., 

Greenbaum, 

A., Porto, C. 

& Russell, J., 

2016 

Objective:  

To assess the impact 

of coding and billing 

education by 

comparing quality 

metrics and 

reimbursement pre 

and post-

implementation. 

Intervention: 

Lectures, 1 on 1 

training, case 

reviews, online 

modules, and 

documentation 

queries from coders 

Prospective 

capture 

analysis of 

documentation, 

compliance, 

and billing 

n=5,632 notes 

reviewed pre-

implementation. 

n=4,946 notes 

reviewed post-

implementation. 

n=148 providers 

Incidence of 

delinquent 

documentation, 

compliance with 

surgical care 

improvement 

plan measures, 

and revenue 

adjustments 

based on 

queries.  

 

There was an 85% decrease in 

the delinquent documentation.  

Surgical care improvement 

plan compliance increased 

from 85% to 97%.  

Revenue increased by 

$4,672,786 as a result of 

queries and responses related 

to documentation. 

IVB 
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Rating System for the Hierarchy of Evidence 

Level of the Evidence Type of the Evidence   

 I (1) Evidence from a systematic review, a meta-analysis of randomized controlled trials (RCTs), or practice guidelines 

based on a systematic review of RCTs.  

II (2)   Evidence obtained from well-designed RCT  

III (3)   Evidence obtained from well-designed controlled trials without randomization 

IV (4)   Evidence from well-designed case-control and cohort studies  

V (5)   Evidence from systematic reviews of descriptive and qualitative studies  

VI (6)   Evidence from a single descriptive or qualitative study  

VII (7)   Evidence from the opinion of authorities and/or reports of expert committees 

 

Melnyk, B.M. & Fineout-Overholt, E. (2014). Evidence-based practice in nursing & healthcare: A guide to best practice (3rd ed.). New 

York: Lippincott, Williams & Wilkins.
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Table 4 

Characteristics of the sample of advanced practice providers participating in the survey 

 Pre-implementation 

n=46 

Post-implementation 

n=39 

 n % n % 

Specialty     

Nurse Practitioner 40 86.96 32 82.05 

Physician Assistant 6 13.04 7 17.95 

Experience     

0-2 years 12 26.09 18 46.15 

3-5 years 17 36.96 13 33.33 

6-8 years 7 15.22 3 7.69 

8-10 years  7 15.22 3 7.69 

>10 years 3 6.52 2 5.13 

Primary Clinical Setting     

CCRU/LRU 10 21.74 9 23.08 

CSICU 10 21.74 11 28.21 

Neuro ICU 11 23.91 6 15.38 

SICU/PACU 9 19.57 10 25.64 

LRU 6 13.04 3 7.69 
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Table 5 

Chi-square test for Independence 

Question 4: I feel competent related to professional billing practices 

 Pre-Implementation Post Implementation Chi Square  

 n = 46 % n = 39 % X2 p 

Strongly agree 

or agree 14 36.96 30 76.92 15.32 0.0004 

 

Question 5: I feel competent related to critical care billing 

 Pre-Implementation Post Implementation Chi Square  

 n = 46 % n = 39 % X2 p 

Strongly agree 

or agree 18 39.13 31 79.49 14.97 0.0006 

 

Question 6: I feel competent related to procedural billing 

 Pre-Implementation Post Implementation Chi Square  

 n = 46 % n = 39 % X2 p 

Strongly agree 

or agree 38 82.61 26 92.31 7.53 0.023 

 

Question 7: I feel competent related to what is bundled in the global payment and what is unbundled 

 Pre-Implementation Post Implementation Chi Square  

 n = 45 % n = 39 % X2 p 

Strongly agree 

or agree 13 28.89 25 64.10 13.56 0.011 
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Table 6 

  

   Fisher’s Exact test           

Statement: Accurate and complete documentation is important to … 

  Pre-Implementation Post Implementation 
X2 test P value 

  n = 46 % n = 39 % 

Communication 42 91.30 38 97.44 1.4 0.236 

Risk mitigation 41 89.13 38 97.44 2.2 0.144 

Billing and 

reimbursement 40 86.96 39 100 5.5 0.021 

Quality assurance 36 78.26 31 79.49 0.2 0.553 

Patient outcomes 30 65.22 30 76.92 1. 4 0.173 
 

    Statement: I sometimes do not document because… 

  Pre-Implementation Post Implementation 
X2 test P value 

  n = 46 % n = 39 % 

Lack of time 41 89.13 26 66.67 6.3 0.012 

Cumbersome 

documentation 17 36.96 7 17.95 3.7 0.052 

Billing and 

reimbursement do not 

impact my practice 18 39.13 4 10.26 9.2 0.002 

I do not want to 

compete with 

attending physicians 16 34.78 5 12.82 5.4 0.019 
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Table 7 

 

Question 10: The online billing education improved my billing competency 

 Post Implementation   

 n  = 39 % Mean Mode 

   4.23 4 

5-Strongly agree 15 38.46   

4-Agree 19 48.72   

3-Neither agree or disagree 4 10.26   

2-Disagree 1 2.56   

1-Strongly disagree 0 0   

Question 11: This project heightened my awareness regarding the importance 

of documenting critical care events. 

 Post Implementation   

 n  = 39 % Mean Mode 

   4.46 5 

5-Strongly agree 20 51.28   

4-Agree 17 43.59   

3-Neither agree or disagree 2 5.13   

2-Disagree 0 0   

1-Strongly disagree 0 0   

Question 12: As a result of his project I am documenting more critical care events. 

 Post Implementation   

 n  = 39 % Mean Mode 

   4.38 5 

5-Strongly agree 21 53.85   

4-Agree 13 33.33   

3-Neither agree or disagree 4 10.26   

2-Disagree 1 2.56   

1-Strongly disagree 0 0   
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Table 8 

 

Question 13: I utilized the APP Event Note.  

 Post Implementation 

 n  = 39 % 

Yes 37 94.87 

No 2 5.13 

Question14: I prefer the APP Event Note to our unit-based event note. 

 Post Implementation 

 n = 39 % 

Yes 33 84.62 

No 6 15.38 
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Table 9 

 

Data from event notes  

 Pre- Implementation Post- Implementation 

Unit 

Event 

notes 

n  = 68 

Providers 

n=64 

Critical 

care 

minutes 

documented 

Event 

notes 

n  = 116 

Providers 

n=64 

Critical 

care 

minutes 

documented 

CSICU 26 12 780 28 12 1478 

LRU 5 4 120 6 6 360 

NCCU 11 6 412 18 8 758 

PACU 9 3 90 18 7 570 

SICU 17 5 782 46 8 2611 

Total 68 30 2184 116 41 5777 
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Table 10 

 

Critical care minutes documented per note 

Time element 

Pre-implementation 

n=68 

Post-implementation 

n=116 

0 minutes  24 6 

1-29 minutes 3 3 

30-75 minutes  35 103 

> 75 minutes  6 4 
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Table 11 

 

Type of event notes submitted 

Type of Event Note 

Pre-implementation 

 n=68                   %     

Post-implementation 

n=116                   % 

Free text 9 13.24 2 1.72 

Unit-based event note 59 86.76 8 6.90 

New APP Event Note 0 0 96 82.76 
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Figure 1 

 

 
 

 

Figure 1  

Fisher’s Exact test for the statement: Accurate and complete documentation is important to… 
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Figure 2 

 

 
Figure 2  

Fisher’s Exact test for the statement: I sometimes do not document because… 
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Appendix A 

Diagram of Nursing Intellectual Capital Theory  

 

 

 

 

 

 

 

 

Created by Dawn M. Silverman 
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Appendix B 

NP/PA EVENT NOTE 

 

Patient Demographics 

Name @NAME@ 

MRN @MRN@ 

DOB @DOB@ 

Age/Sex @AGE@, @SEXABB@ 

Date/Time @TD@ - @NOW@ 

Provider @ME@ 

 
ALLERGIES: @LPPLINK(34021)@ CODE STATUS:  @LPPLINK(34570)@ 
ISOLATION: @LPPLINK(34083)@ LOS: @LOS@ 

 

Chief Complaint / Event 

 
@NAME@ is a @AGE@  @SEXABB@ who *** 
 

 

Assessment and Plan 

 
Diagnosis/Plan 
1. *** 

 

Vitals / Physical Exam 

 
Vital Signs 
@VSSTAT24@  
Invasive Hemodynamics 
@FLOW(301370,301390,301400,301410,301420,301470,304300780:LAST)@ 
@FLOW(302330,8882,8883,1815,301350:LAST)@  
Vent Settings (documented within last 24 hours) 

@FLOW24(304000310:Last)@ @FLOW24(7074343:Last)@  

@FLOW24(8904:Last)@  @FLOW24(7074344:Last)@  

@FLOW24(7074330:Last)@  @FLOW24(14511:Last)@  

@FLOW24(301550:Last)@ @FLOW24(8908:Last)@ 

Intake & Output 
@IOBRIEF@   
 
@PHYEXAMBYAGE@ 

 

Laboratory / Imaging 

 
I reviewed laboratory data available at the time this note was created.  
@RL24(WBC:3,HEMOGLOBIN:3,HEMATOCRIT:3,PLATELETCNT:3)@@RL24(SODIUM:
3,POTASSIUM:3,CHLORIDE:3,CO2:3,BUN:3,CREATININE:3,GLUCOSE:3,CALCIUM:3,M
G:3,PHOSPHORUS:3,AST:3,ALT:3,ALKALINEPHO:3,TOTALBILIR:3,AMYLASE:3,LIPAS
E:3,LACTATE:3)@@RL24(PROTIME:3,INR:3,APTT:3,DDIMER:3)@@RL24(CKTOTAL:3,
CKMB:3,TROPONINI:3)@@RL24(PHART:3,PCO2:3,PO2ART:3,HCO3:3,BASEDEFICIT:3
,OSAT:3)@ 
Imaging:  
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Invasive Devices 

 
Lines 
@LDAACTIVENOTES@ 

 

Communication 

 
Case discussed with: Consultants Engaged: 

 ICU Attending                                                      

 ICU Fellow  
 Primary Service                                                  
 Patient, family or surrogate  Other 

 

Critical Care Management Attestation 

 

 
*** minutes of critical care time was spent personally providing care for this patient, 
excluding billable procedures, and not overlapping with any other providers or 
attention to other patients. I have personally reviewed the patient’s history and interval 
events, along with vitals, labs and pertinent and available radiology images.  
 
The high probability of deterioration required my full and direct attention, intervention, and 
personal management due to the underlying diagnosis and clinical problems including the 
treatment of active or impending: 
 

  CNS failure   Endocrine crisis 
  Cardiac failure   Metabolic crisis 
  Circulatory failure   Sepsis 
  Respiratory Failure   Shock 
  Renal failure   Toxidrome 
  Hepatic failure   Trauma 
  Pulmonary emboli, assess for   Hemorrhage 
  Acute abdomen   Elevated ICP 
  Abdominal compartment syndrome   Acute change in GCP 
  Compartment syndrome   Sensory or motor changes 
  Loss of signals/ integrity of flap  Complications of lumbar drain 
  Loss of signals (vascular)  Other 

 
Critical care was necessary to treat and prevent life-threatening deterioration from these 
conditions and requires high complexity decision making for assessment and support 
including: 

  Neurological monitoring and treatment 
  Airway management, escalation of oxygen support 
  Assessment of ventilator support and adjustments to support oxygenation/ventilation  
  Hemodynamic and volume assessment with volume resuscitation 
  Mechanical and or chemical support of the circulation 
  Frequent vasoactive agent adjustments 
  Transfusion of blood products            Massive transfusion event 
  Hemodialysis 
  Renal replacement therapy/ Slow continuous ultrafiltration 
  Frequent evaluation of the patient's response to treatment and titration of therapies 
  Interpretation of laboratory and radiographic data 

Other:  

 
 @TD@  @NOW@ by @ME@ 
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Appendix C 

Lesson Plan for Education 

I. Identify practice problem 

     A. APPs often lack necessary education and competency to effectively document for the  

 purpose of coding and billing.  

1. APP post-graduate education does not consistently include content related to 

professional billing practices.  

2. APP orientation at the target site does not include education related to documentation 

requirements for professional billing practices. 

     B. Poor billing practices lead to under-representation of APP productivity.  

     C. Poor billing practices lead to lost revenue opportunities by the health care organization. 

II. Evidence to support practice change 

     A. Evidence demonstrates that targeted education and standardized documentation improves 

 health care provider billing competency 

          1. Documentation in the EHR is a legal and document. 

     a. Poor documentation practices can put the provider at risk in a lawsuit or malpractice 

 case.  

b. Activities must be documented to validate activity occurred.  

     B. Providers at the targeted organization do not code their activities for billing. Coders submit 

 charges on the provided behalf as the result of documentation analysis.  

          1. Activities must be documented in the EHR for them to be coded and billed.  

          2. Each CPT charge has data elements for billing.  

          3. The absence of the required elements can result in lost revenue and down-coding.  

II. Procedure note billing requirements 



IMPROVING PROVIDER DOCUMENTATION AND BILLING  43 

     1. All procedure notes require an associated diagnosis for billing.  

     2. Procedure notes must be signed to be coded.  

          a. Review the location and process for completing the procedure note.  

III. Critical care minutes billing requirements 

     1. A chief complaint and diagnosis must be included in the documentation 

     2. There is a time element to critical care minutes 

          a. The minimum time is 30 minutes 

          b. 30-74 minutes = CPT 99291 

          c. Each additional 30 minutes beyond 74 minutes = CPT 99292 

     3. Time make be continuous or aggregate 

          a. Combined minutes be between 2400 and 2359.  

     4. New billing cycle begins daily at 2400 

     5. Time spent performing critical care services must be spent with exclusive attention to a 

 single patient.  

     6. Critical care minutes are independent of any time spent performing procedures.  

     7. Critical care minutes documentation must describe the failure or concern for imminent 

 failure of an organ system.  

     8. Critical care minutes documentation must describe interventions ordered by the provider to 

 support failing or concern for imminently failing organ system.  

     9. Critical care minutes documentation must describe the response to treatment or 

 interventions.  

     10. Activities included in critical care time 

          a. Critical care minutes documentation should include analysis of labs or other diagnostic 

 tests.  
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          b. Critical care minutes documentation should include communication with other health 

 care providers, patient, and families.  

          c. Critical care minutes documentation should include time spent on communication with 

 other health care providers.  

          d. Critical care minutes documentation may include counseling with patient and/or family  

 regarding goals of care.  

               (1) Patient must be unable to participate in plan of care if family counseling time 

 included 

     11. Critical care minutes documentation should include the following additional items: 

          a. Brief history of present illness 

          b. Physical exam if pertinent  

12. Critical care minutes documentation does not require the following elements needed for 

evaluation and management billing: 

          a. Past medical history 

          b. Family history 

          c. Social history 

          d. Review of systems 

          e. Detailed or focused physical exam 

          f. Medication list 
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Appendix D 

 

Pre-implementation Survey 

1. Choose the answer that best describes your training. 

o Nurse Practitioner 

o Physician Assistant 

2. How many years have you practiced as an advanced practice provider? 

o 0-2 years 

o 3-5 years 

o 6-8 years 

o 8-10 years 

o >10 years 

3. I primarily work on the following unit 

o CSICU 

o Neuro Critical Care 

o SICU 

o PACU 

o LRU 

4. I feel competent related as to professional billing practices. 

o 1-Strongly disagree 

o 2-Disagree 

o 3-Neither agree nor disagree 

o 4-Agree 

o 5-Strongly agree 
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5. I feel competent related to the documentation required for critical care billing (CPT codes 

99291 and 99292). 

o 1-Strongly disagree 

o 2-Disagree 

o 3-Neither agree nor disagree 

o 4-Agree 

o 5-Strongly agree 

6. I feel competent related to the documentation required for the procedures I perform.  

o 1-Strongly disagree 

o 2-Disagree 

o 3-Neither agree nor disagree 

o 4-Agree 

o 5-Strongly agree 

7. I know which of my activities are included in the bundled payment and which can be billed 

independently.  

o 1-Strongly disagree 

o 2-Disagree 

o 3-Neither agree nor disagree 

o 4-Agree 

o 5-Strongly agree 

8. Accurate and complete documentation is important for the following reasons (select all that 

apply): 

 

o Communication among healthcare providers 

o Mitigation of risk and malpractice 

o Billing and reimbursement 
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o Quality assurance 

o Patient outcomes 

o Other (please specify)  

9. I sometimes do not document or document completely because (select all that apply): 

 

o Lack of time 

o Cumbersome documentation templates 

o Billing and reimbursement do not impact my practice 

o I rely on others to document a summary events 

o EPIC slaves adequate information into the medical record 

o I don’t want to compete with attending physicians 

o I have been asked not to document because of attending physician billing 

o Other (please specify)  
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Appendix E 

 

Post-implementation Survey 

1. Choose the answer that best describes your training. 

o Nurse Practitioner 

o Physician Assistant 

2. How many years have you practiced as an advanced practice provider? 

o 0-2 years 

o 3-5 years 

o 6-8 years 

o 8-10 years 

o >10 years 

3. I primarily work on the following unit 

o CSICU 

o Neuro Critical Care 

o SICU 

o PACU 

o LRU 

4. I feel competent related as to professional billing practices. 

o 1-Strongly disagree 

o 2-Disagree 

o 3-Neither agree nor disagree 

o 4-Agree 

o 5-Strongly agree 
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5. I feel competent related to the documentation required for critical care billing (CPT codes 

99291 and 99292). 

o 1-Strongly disagree 

o 2-Disagree 

o 3-Neither agree nor disagree 

o 4-Agree 

o 5-Strongly agree 

6. I feel competent related to the documentation required for the procedures I perform.  

o 1-Strongly disagree 

o 2-Disagree 

o 3-Neither agree nor disagree 

o 4-Agree 

o 5-Strongly agree 

7. I know which of my activities are included in the bundled payment and which can be billed 

independently.  

o 1-Strongly disagree 

o 2-Disagree 

o 3-Neither agree nor disagree 

o 4-Agree 

o 5-Strongly agree 

8. Accurate and complete documentation is important for the following reasons (select all that 

apply): 

 

o Communication among healthcare providers 

o Mitigation of risk and malpractice 

o Billing and reimbursement 
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o Quality assurance 

o Patient outcomes 

o Other (please specify)  

9. I sometimes do not document or document completely because (select all that apply): 

 

o Lack of time 

o Cumbersome documentation templates 

o Billing and reimbursement do not impact my practice 

o I rely on others to document a summary events 

o EPIC slaves adequate information into the medical record 

o I don’t want to compete with attending physicians 

o I have been asked not to document because of attending physician billing 

o Other (please specify)  

10. The education associated with this project improved my billing competency. 

o 1-Strongly disagree 

o 2-Disagree 

o 3-Neither agree nor disagree 

o 4-Agree 

o 5-Strongly agree 

11. The projected heightened my awareness regarding documenting critical care events.  

o 1-Strongly disagree 

o 2-Disagree 

o 3-Neither agree nor disagree 

o 4-Agree 

o 5-Strongly agree 
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12. I am documenting more critical care events as a result of this project.  

o 1-Strongly disagree 

o 2-Disagree 

o 3-Neither agree nor disagree 

o 4-Agree 

o 5-Strongly agree 

13. Did you utilize the new APP Event Note? 

o Yes 

o No 

14. Do you prefer the new APP Event Note to other notes previously used? 

o Yes 

o No 

15. How can the APP event note be improved?  
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