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Disclaimer

This document/presentation is not to convey or constitute legal
advice; it is not a substitute for obtaining legal advice from a
qualified attorney of choice. Nothing herein should convey any
specialization or certification by a relevant regulatory body unless
proof of such certification is specifically provided. Any information
given regarding particular regulations or laws is ruralMED’s
interpretation and is for educational purposes only. Regulations,
guidance, and interpretations change. You should consult with
appropriate regulatory, statutory, or other guidance to ensure
accuracy and completeness.
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OIG Review of Trauma Claims {leiieo

“There have been concerns about trauma centers improperly billing for
trauma team activation that is not medically necessary. In addition, we found
some providers have received trauma team activation payments without
proper designation or verification. Currently, CMS does not track which
providers are designated or verified as trauma centers. We will determine the
amount of Medicare overpayments and Medicare charges that affect future
hospital payments, and we will identify providers that are not trauma centers
or that billed for medically unnecessary trauma team activations.”

Source: Review of Medicare Payments for Trauma Claims

The expected date of the OIG report is 2025
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https://oig.hhs.gov/reports-and-publications/workplan/summary/wp-summary-0000742.asp

Key Issues

* Non-designated/verified trauma centers using UB 68x revenue
code

» Using UB 68x correctly
* Trauma team upgrades and downgrades

* How the OIG audit could affect payments "\
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 Benefit:

* Patient is not billed for trauma
activation response

* Lowers over-triage rates

 Risk:
* Overburdening the trauma

team with unnecessary
notifications
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Upgrades . (i

 Benefit:

 Patients receive the level of
care necessary to treat injury

« Lowers under-triage rates

 Risk:
» Delaying care for patients in
need of rapid evaluation

 Activating a team response
when a simple surgical consult
IS needed
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« Revenue Code UB 68x Trauma
Team Response

“Xx” indicates trauma center
Ievel

« 681 Level |
« 682 Level ll
« 683 Level lll
« 684 Level IV
689 Other
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 Requirements

* Trauma team activation criteria

 Trauma team activation roles and responsibilities

m Levels of Trauma Activation-

Applicable Levels
L1, LIL LI, PTCL, PTCII

Definition and Requirements

In all trauma centers, the criteria for tiered activations must
be clearly defined. For the highest level of activation, the
following eight criteria must be included:
1. Confirmed blood pressure less thian 90 mm Hg at any
time in adults, and age-specific hypotension in children
2. Gunshot wounds to the neck, chest, or abdomen
3. GCS less thian 9 (with mechianism aftributed to traumua)
4. Transfer patients from another hospital who require
ongoing blood transfusion
5. Patients intubated in the ficld and directly transported
to the trauma center

6 Patients whn hiave resniratorr comnrnmise or are in

CRITERIA FOR TRAUMA TEAM ACTIVATION

Any major trauma patient requiring surgical intervention for orthopedic
injuries must be cleared by the General Surgeon prior to surgery.
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Level 1 Activation
Trauma Team and
General Surgeon Only

Level 1 Activation
Trawma Tewm Caly

EMS Field Triage Criteria
Level 11 Activation
Trauma Team Oaly

Mulis-sy=iemn trauns with unstable vital
signe (B less than %0, GOS less tha

T oo more long bane frsclares

High energy impact
i Rollover, head-on collision, et}

Intubated ar compromised airway
(exception : isolated head injury)

Tsolated head mjures requinng
meurasargical care

[

Falls greater than two [2) Gimes pabent
height

Penetrating injury o neck, back,
abdomen, genitalia, butiocks

Major trauma patiens bess than 12 or
greater than 65 years of ape

Ejecton from Vehicle

Flasl Chest

Bums grester than 20% (2* ar 3%
degree ) of BSA ar invalving airway,
hands, feet, or genitals

Callsson with 2-mch inlmusion ke
vehicle

Unstable pelvis or suspecied pelvie
fracture wilh unstable vital agns or
other inguries

Peediatoe: patients with 2™ or 3™ degree
bums greater than 100% BSA

i

“Aulopedesinian

Amputations (excluding digits)

Pregnancy greater than 24 weeks
gestation wilh traums injunes

Any mult-vietim cellision‘mesdent

Arnersal Lacerations

Paralysts ar other signs o spinal cord
injury

Matarcyele, ATV or bieyele crash
greater than Mmph or with separataon
ol nder from hake

Pediatnie trauma with PTS soone of B o

Trauma Roles and Responsibilities for Trauma Team Activation

The individual roles of the team members are subject to change based on the needs of
the patient and resources available during the resuscitation. The physician leading the
resuscitation may modify the duties of any team member if in the best interest of the
patient.
Emergenc sician
* Present in the trauma room on the arrival of a Level | Trauma Team
Activation (TTA) and within 5 minutes for a Level Il TTA; wear PPE
= Perform primary survey on Level | and continue with the secondary survey if
the trauma surgeon has not yet arrived; primary and secondary surveys on
Level Il patients. Timely consult to trauma surgeon on Level [| TTA to
determine if the trauma surgeon is needed within 30 minutes
s Perform or delegate airway management
Perform procedures as needed such as chest tube insertion, central venous
access, FAST exam if neaded
Initiate trauma order set
Responsible for all medications and fluids given
Make triage and transfer decisions in collaboration with the trauma surgeon
Determine mode of inter-facility transfer (air vs. ground)
Communicate directly with receiving physician at trauma hospital regarding
transfer if so delegated by the trauma surgeon
Document case -dictate emergency department note including level of TTA
* Complete and sign patient transfer form
= Coordinate priorities when more than one critical patient in the emergency
department
* Coordinate the roles of the team members with the trauma surgeon and
primary nurse

Trauma Surgeon (Trauma Lead)

= Arrive within 15 minutes to the trauma room for a Level | TTA (with an ETA <
15min); be present on the arrival of a Level | TTA patient with an ETA>15min;
Arrive within 30 minutes for a Level I| TTA (wear PPE)
= Perform the primary survey (if not already completed by the EDMD) and
secondary survey
* Assure a stable airway in conjunction with the EDMD
* Perform procedures as needed such as chest tube insertion, central line
placement, arterial line placement
= Confirm trauma order set
= Admit patients to the trauma service under the care of the trauma surgeon
attending to the patient in the ED
o Enter and confirm trauma in-house orders
= Dictate level of care for admission — ICU vs floor vs observation
= Communicate with the receiving facility to enable transfer out to a Level I-1I
trauma center
* Document the patient's Trauma History and Physical
o Sign trauma flowsheet
* Communicate with anesthesia and the OR for cases going direct to OR
o Communicate with IR for embolization cases, consultants such as
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Primary Component
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 Patient has:
* Critical illness or injury
« Single or multiple vital organ system failure(s)

A high probability of imminent or life-threatening deteriorating in the
patient’s condition without intervention

* Vital organ system failure may include: central nervous system
failure, circulatory failure, shock, renal, hepatic, metabolic
and/or respiratory failure

© ruralMED Revenue Cycle Resources 2025
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« CMS adds...

* “Failure to initiate
interventions on an urgent
basis would likely result in
sudden, clinically significant or
life-threatening deterioration in
the patient’s condition.”

© ruralMED Revenue Cycle Resources 2025
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Critical Care B {deaiien

 Chest Pain

» Consider critical care
* Acute STEMI or NSTEMI
« Acute coronary syndrome
« Chemical cardioversion (>1 dose)

* Probably not critical care
« EKG normal, given ASA per protocol
« Repeat EKG, enzymes normal
« SL or topical nitroglycerin only
 Disposition home

© ruralMED Revenue Cycle Resources 2025
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 Dyspnea
» Consider critical care

« Respiratory failure

« BiPap, CPAP, 100% non-rebreather or > 40% venti-
mask

» Ventilator management

« Upper airway obstruction with stridor (severe croup or
epiglottitis)
* Pulmonary embolus with therapy

* Probably not critical care
o 2-4 nebulizer treatments or continuous with steroids
 Disposition home

© ruralMED Revenue Cycle Resources 2025
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Critical Care e cumaiED

* Hypertension

 Consider critical care

. Hy1pertensive emergency requiring IV vasoactive drugs
(>1 dose)

* End organ(s) affected
* Brain
* Kidney
* Heart
* Ongoing treatment with admission

* Probably not critical care
* Hypertensive urgency
* Incidental finding unrelated to main problem

« May receive PO or IV Rx, usually discharged or
admitted as observation only

© ruralMED Revenue Cycle Resources 2025




Critical Care

Services: 99291

Code selections utilizing time

h 4

Utilized for outpatient and inpatient services

Physicians Office Inpatient/Observation Emergency department

h 4

May be reported over multiple days if the patient’s
condition continues to be critical

© ruralMED Revenue Cycle Resources 2025
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Critical Care Services w ARaINED

* Technical correction provided by CMS
(2023 Final Rule)

e 99291: Critical care services, first 30-74 minutes

e 99292: Critical care services, each additional 30
minutes
« 99291 reportable for the first 30-74 minutes of critical

care furnished by a single physician or multiple providers
In the same specialty or group

« 99292 reportable for each completed 30-minute
increment of time furnished to the same patient.

© ruralMED Revenue Cycle Resources 2025
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Critical Care Services’ i

Critical Care Time Calculations

99291 30-74 minutes 99291 30-103 minutes
99291 75-103 minutes 99291 104-133 minutes
99292 99292

99291 104-133 minutes 99291 134-163 minutes
99292 x2 99292 x2

99291 134-163 minutes 99291 163-192 minutes
99292 x3 99292 x3

*The critical care “clock” stops when separately reported procedures or services are performed. The time spent
performed. The time spent performing these separately reportable services should not be included in critical care time.

© ruralMED Revenue Cycle Resources 2025
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Bundling** B & uraiiED

* Providers may NOT report these codes, but facilities MAY do
SO.
» Blood gases: collection and interpretation of physiological data
 Gastric intubation (43752, 43753)
« Vascular access procedures (36000, 36410, 36415, 36591, 36600)
 Ventilatory management (94002-94004, 94660, 94662)
» Pulse oximetry (94760-94762)
« Cardiac output measurements (93598)
* Chest x-rays (71045, 71046)
« Temporary transcutaneous pacing (92953)

**Bundled with professional services.
Facility services may be separately reported.

© ruralMED Revenue Cycle Resources 2025
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Secondary Component
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Trauma Flow Sheet

Admit Date ! !
Patient Mame
Aurival Time
Trauma Team Notification/Arrival
Patient Tag/Sticke Trauma Team Activated? [ JYes [ IMNo Time: : Tier OJ1 O2 O3
Prompt General Surgeon Communication? [JYes [JNo MR#
Date of Birth Time Time Pn Secondary Survey
MName called armived an Hoad OPainftendemess L R
Gender - - Drainage from: [(Jears [Inose  [Imouth
General Surgeon : : C Neck [JPainftendemess
Medical Recard # — VD
Cales i ED Physician : : L Chest [JPainftendemess [ JDyspnea
- O Deformity [0 Paradoxical expansion
Anesthesia : ! L CJPain Tender ORigid OBowel sounds present
T Abdomen (Osoft DGuardadD DDDistenr:lsd OBowel sounds absent =
Emesis/gastrocult: [J+ []-
[JPainitendemess Pelvis: [Jstable [Junstable
Arrived via: Pre-hospital Interventions PL Medications Past History Alle PelvisiGenital [OBlood atale mEIatus Rectal tone: [Jpresent [Jabsent
CAambulance Alrway: HDa;nqwm'f: s CICMS intact x4
ClHelicopter Coral  [Masal  [lintubated  [JO: Extremities | [\4yics all exiremities [JExiremities warm and pink
JrPolice O sizs. site i Back CPainftendemess .
[3elf Oiv #2 size site [JDefarmity Surface Trauma
O [CBlood sugar mgidl - Ongolrng Monltaring
. dcer [JLEB C collar COmasT me : .
Transfer from: [Jsplint type location Dunk BP
Meds:
) ) last tetanus Pulse
Cgus oot | Clornine __mg DVersed___m0 | Cugown | iastPo " | Ou [
5a02
Mechanism of Inju
Motor Vehicle FalllJump Burn Pe Gcs
Invoived: o Temp. c C C C c c c C c C c
CAute Patient was: [JSeatbeit Approx. height: ClFtame OGs EKG
[CLight truck [CIDriver [airbag i [anding siace: caliber
[Heavy truck [Passenger-front [CIChild seat Em LDanGciﬁ;dL:m‘earm Egt::rr":ical digtan ETCO. - _ . _ .
OMatoreycle OPassenger-back | CJHelmet ClSide CJStone ClRadiation Ostal Pain scale 0 10 10
OaTv [JPedestrian struck ) ] blade | Medications
ClBicycle by auto [JEjected ClRear ClCencrete/brick Clinhalation CJSelt Drug/Procedure Dose Route Start Time | End Time Administered by Response
ClPedestrian ClBicyclist struck | ClExtrication ORollover | [Tilefwood DlEjectrical Climp Ono change  Climproved
[JWatercraft by auto [CJDeath of LIT-bone E&ﬂ;tpm M'D"ﬂgﬂ.— Maa chanas Mimnreeed
[JSporting OJUnknown another occupant 0 er
O
Primary Survey and Preliminary Interventions Initial ED Vital Signs © ruralMED Revenue CyCIe Resources 2025
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\\

REVENUE CYCLE RESOURCES

Auditing Trauma Activation nIMED

Trauma Flow Sheet Documentation Audit Tool

Patient Trauma Number

MRN

Date of service

RN Reviewing

[ ] Trauma Activation Time and Arrival Times of all team members

[ ] Activation Level documented

[] Mechanism of injury data complete

] Primary and Secondary Assessments complete

] Complete set of initial vital signs (Temperature, SPO2, Pulse, RR, BP and Pain)

and Glasgow Coma Scale documented. If incomplete, list missing elements;

[ Serial Vital signs, GCS documented (Level 1-Q5min for 20 min, Q15min for 1hr,

Q30min thereafter)(Level 2- Q15min for 1 hr, Q30min for 2 hr)
© ruralMED Revenue Cycle Resources 2025
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Trauma Activation Assemble Team Team Brief Get Ready

* Activate Trauma Call /
Alert

* Consider Obs / Neonatal

* Consider MEP

« Share prehospital inform
* Formulate management
priorities

* Ensure all team present
* Role allocation & label
* Lead gown & PPE

+ Equipment & Drugs
+ Pre-scrubbed Proceduralist
+ Crowd Control

Initial Assessment Ambulance Handover

« Patent airway Treat immediate life threats + Transfer to ED trolley
T 0 * Central pulse * Silence during handover
b = No visible active haemorrhage * IMIST/ISBAR format

Arrival

Concurrent Primary Survey & Immediate Treatment

& - Control Exsanguinating Haemarrhage W c
* 2x large iv access (peripheral > RIC/CVC > 10)

* Shock: commence MEP

+ ?Cardiac tamponade > US > ?thoracotomy
¢ ?Pelvic fracture > pelvic binder

* Long bone # > splint & assess vascular supply

R * Combative patient > Intubation

. * Actual or impending airway compromise > . |
T+0 * 0, / airway manoeuvres > BVM > intubation

Immediate sy - Ventilatory failure > O, / consider intubation
Actions * US > finger thoracostomy for tension PTX b Non Invasive monitoring & 3 lead ECG

Review Primary Survey Imaging Trauma bloods / Xmatch / ROTEM

T+ 5 * Reassess ABCD

2 * Treat as necessal
After Arrival i

« CXR, PXR

« oFAST Analgesia

Situational Update Secondary Survey Prepare for transfer

* Immediate CT versus
transfer to OT/IR

* May be performed if
patient does not require

* Reassess splints/dressings
= Secure lines
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* Must meet trauma team activation
criteria

« Each level of response must be clearly
defined, including members

* Must show evidence of pre-hospital
notification

© ruralMED Revenue Cycle Resources 2025
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UB 68x and Prenotificationhi®™ A

« CMS:

@ This revenue code category is used for patients for whom trauma activation/response occurred
as indicated by the “notification of key hospital personnel in response to triage information
from prehospital caregivers in advance of the patient’s arrival”

» Qualifying prehospital caregivers:
« EMS
* Police
* Fire
« Referring facility (ED, urgent care, doctor’s office, SNF, rehab, etc.)

© ruralMED Revenue Cycle Resources 2025
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UB 68x without prenb ication anaiieD

« Cannot bill using UB 68x without pre-notification

« The National Uniform Billing Committee specifically instructs a hospital
to bill UB450 in addition to UB68X when pre-arrival notification is given.

 The UB 450 level of service is the only alternative to recover costs
when a patient arrives without pre-notification. Every patient must still
meet the trauma team activation criteria. (TCAA Finance and Business
Manual)

« Charges should be related consistently to the cost of the services and
uniformly applied to all patients whether inpatient or outpatient.
(Provider Reimbursement Manual 1, Chapter 22, Section 2202.4)

© ruralMED Revenue Cycle Resources 2025
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Trauma Patient Registratiofi® anaiieD

« Form/Field Locator 14, Type 5 = 5 Trauma

This code is for a visit to a trauma center/hospital as licensed or designated by the state or local
Tra u m a C e n te r government authority authorized to do so, or as verified by the American College of Surgeons and
involving a trauma activation.

@ This type of admission or visit code may be used alone. However, if RC category 068X is

® Used |n the reQIStratlon proceSS to :af;;c:jrrtneicsis?;nt:f;:ilsaiitr:n,NUBCusagenotesrequlrethatRCbeusedinconjunctionwiththislype
identify the top of patient admission
* 1 Emergency

&) Arrival Information

O Admission Type Select o >
e 2 U rge Nt Expected date =] 5
. Asrrval date: 11/4/2020 .
® 3 E I t a Title | Number
e C I Ve Roomed date: 11/472020 glr:?r;:ncy 3
Information Not Availabl 9
* 4 Newborn = =
Escorted by Family Member Urgont
[ J 5 Tra u m a Means of amival Car

* Must be used to identify trauma patients
for subsequent coding of UB 68x

© ruralMED Revenue Cycle Resources 2025



CMS Rules for UB 6 :

- Must use UB 68x revenue code _ wns Tﬂl.ll |

 Must use G0390 combined with 30
minutes of critical care time

* What happens when critical care
time is not documented?

THERE wnumvni .
uwummmnnu i

makf'éamemeiung

© ruralMED Revenue Cycle Res
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 Two ways to report trauma

activation _
' iti - Critical No
» With critical care services i Critical
" Egm . C
 Without critical care services Time e

 When less than 30 minutes
of critical care documented

* \When no critical care time
has been documented

© ruralMED Revenue Cycle Resources 2025
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Trauma Activation {deaiien

 With critical care documented

Facility UB-04 Reporting

0450 Revenue Code 99291 (first 30-74 minutes) $ XxXXX.XX
0450 Revenue Code +99292 (each add’l 30 minutes)  $ xxxx.xx

0684 Revenue Code G0390 (trauma activation) $ XxxX.XX

© ruralMED Revenue Cycle Resources 2025
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 Without critical care documented

Facility UB-04 Reporting

0450 Revenue Code 99285 (High Complexity MDM) $ xxxx.xx

0684 Revenue Code NO HCPCS code* $ xxxx.xx

If critical care is not performed or documented, the facility may still bill revenue code 068x without an associated HCPCS
code. Medicare will not reimbursement separately for this, but this may still be captured on the facility cost report with
can impact future reimbursement.

© ruralMED Revenue Cycle Resources 2025



Exceptions

Blue Cross Blue Shield of Nebraska
Billing and Reimbursement Policy Number: RP-P-002

Critical care services should be reported following AMA CPT Coding
Guidelines. Add-on code 99292 must be performed by the same
physician that is reporting 99291.

Critical care codes apply only to professional services and are not
applicable to facility services provided in the emergency department.
Critical care codes will not be reimbursed when submitted on a UB04
claim.

© ruralMED Revenue Cycle Resources 2025



Coding Checklist

EEEEEEEEEEEEEEEEEEEEE

]

Trauma Flowsheet
Prehospital notification documented

Critical Care time documented

K K K

Procedures documented % & G

© ruralMED Revenue Cycle Resources 2025
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Questions?

coding@ruralmed.net
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