Although  the
TNS meeting
was canceled last
summer, the TNS
committees  and
administration
have been busy
addressing  the
new  challenges
imposed on all of
us by the Covid19
pandemic and continuing the various
activities of the TNS.

The education committee had several
meetings to work on our upcoming winter
meeting. They put together an exciting group
of speakers covering a wide spectrum of topics
and updates for all neurologists. This meeting
will be the first ever virtual educational
meeting for the TNS. We are excited and
looking forward to a very successful program
in February.

The medical economics committee
continues to work diligently to update the
members with changes in the business of
neurology. Last summer, they presented
a highly informative video series on
telemedicine implementation, and coding.
Together with the legislative committee, they
presented an update on the governor’sdirective
to continue parity reimbursement under the
emergency rule. You can find these excellent
videos at the TNS website. In December, the
committee organized a webinar to explain
the recent coding changes and its impact on
neurologists. It was a valuable update.

The advocacy committee has been busy
following the TMA and AAN initiatives
as they pertain to the TNS membership.
Given the TNS size and stature as the largest

Waleed El-Feky, MD
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Neurological society in the nation and one
of the largest specialty societies in Texas,
the TNS is frequently asked to support state
and national advocacy efforts. Examples of
such initiatives include the support of the
2021 Centers for Medicare and Medicaid
Services Medicare Physician Fee Schedule,
as well as well as a one-year waiver of budget
neutrality requirements to avoid payment
reductions which have been a concern during
the COVID-19 public health emergency.
The committee chair presented neurology
related issues at the TMA Advocacy Retreat
in December and has been working with the
TNS lobbyist to prepare for the 2021 legislative
session.

TNS is now on social media! One of the
new and exciting changes to TNS is our
increased activity on social media. The TNS
Facebook page continues to grow as well as
our followers on Twitter. Please make sure
you like us on Facebook and follow us on
twitter @Texas_Neuros where you will find
useful information and stay up to date on TNS
activities.

The residents committee put together a
curriculum on the business of neurology for
residents. The curriculum has been accepted
by residency programs around the state. Eight
residents have signed up so far to participate in
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this rotation where they will learn the business
aspects of a neurology practice.

Several high-quality researchers from
around the state applied for the TNS 2021
grant. Those applicates were, then, reviewed
by the grants committee. This is perhaps the
youngest committee at the TNS. Though it
is only two years old, it has, so far, supported
excellent research projects around the state.
This year’s grant was awarded to supporta very
exciting project on dance therapy for patients
with Parkinsons disease. We look forward to
the results of the exciting research projects the
TNS is supporting at future meetings.

Despite the challenges of 2020, the TNS
continues to work on multiple fronts to
benefit its members. The TNS gets its strength
from its large number of members, excellent
educational programs, advocacy work,
resident involvement, and the dedicated
group of interested neurologists who form the
TNS board and committees.

I am thankful for our highly supportive
members, and for our dedicated and highly
motivated board and committee members, as
well as our superb administrative team. With
such a combination, I am confident TNS will
continue to get stronger and more beneficial
for our members and patients.
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Editor’s Notes
Randolph W. Evans, MD

Unfortunately, the 21st Winter Conference on
February 6 will be virtual with on-demand presen-
tations available January 27. But the program will
be GREAT! Padraig O'Suilleabhain, adult program
director, Gary Clark, pediatric program director,
and the education committee have planned an excellent program.

WHAT IS THE CAUSE AND TREATMENT FOR
HEADACHES? ANSWERS FROM MESOPOTAMIA
AND ANCIENT EGYPT

We are still struggling to find the cause and treatments for head-
aches. Hypotheses about the role of CGRP in the mid 1980s by Lars
Edvinsson have result in the small and large molecule CGRP antag-
onists. People have always speculated about the cause of headaches
and tried any number of treatments. Just think about treatments
without evidence your patients have tried.

MESOPOTAMIA. In 7th century BC, in the Assyrian royal
capital of Nineveh (located in current day Mosul), the first univer-
sal library was created. In the cuneiform tablets in the Ashurba-
nipal library, you could find the tale of Gilgamesh, rituals, prayers,
omens, royal letters, healing texts, rituals and incantation, and
magical and medical prescriptions (Panayotov SV. How to cure

a ‘headache in a Mesopotamian way? Hypotheses. Available at
https://recipes.hypotheses.org/880; Fales FM. Chapter 2: Mesopo-
tamia. Handb Clin Neurol. 2010;95:15-27,

On behalf of King Assurbanipal (king of the world, king of the
land Assyria, to whom (the gods) Nabii and TaSmétu granted un-
derstanding), an encyclopedic medical handbook was produced
with medical prescriptions, incantations, and rituals with chapters
or tablets ordered from head to toe (Babylonian Medicine Hand-
book) as a reference for the royal palace.

According to the third tablet, headache or “seized forehead/tem-
ple/brow” was caused by a ghost. If the headache was not helped by
bandages or an incantation, proceed as follows:

“You slaughter a captured goose. You take its blood, its throat, its
gullet, its fat, the rind of its gizzard. You char (them) over charcoal.
You mix (them) within cedar ‘blood, and then three times recite the
incantation ‘Evil Finger of Mankind: You repeatedly anoint his head,
his hands and everything that affects him and he shall get better. The
‘headache’ will be eradicated (Scurlock, J. 2006. Magico-Medical
Means of Treating Ghost-Induced Illnesses in Ancient Mesopota-
mia. Ancient Magic and Divination III. Leiden-Boston:”

So next time you're stuck, send this prescription to your favorite spe-
cialty pharmacy and give it a go. Tell your patient it was the preferred
treatment recommended by the doctors for the king of the world.
ANCIENT EGYPT. Itis estimated that less than 0.01% of Egyp-
tian medical papyri are available with most material on headache in
the so-called magical texts of the New Kingdom around 1550 BC
(Karenberg A, Leitz C. Headache in magical and medical papyri
of ancient Egypt. Cephalalgia. 2001 Nov;21(9):911-6). According
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from Thebes, Egypt (2500
BC). Now in & British museum and the
accompanying cartoon explaining the
papyrus.

Atzs of Migraine and other
headaches; © 2005 Taylor & Frarcis

to the Papyrus Ebers, “Magic is effective with medication, and
medication is effective with magic” If you don’t believe in magic or
medications without efficacy, believe in the placebo effect.

The four parts of the head reported as affected by headache were
the top and back of the head, temple, cheek bone, and nape as well
as the head or skull as a whole. Little detail is available about clinical
features of headaches. Headache was caused by peculiar pain-matter
demons.

The papyrus Ebers listed various remedies including animals
drugs (e.g. catfish skull, perch bones, stag’s horn, goose fat), vegeta-
ble drugs (e.g. honey, reed, frankincense, lotus), and mineral drugs
(e.g. natron, malachite, and stibium) applied to the head. There were
a variety of magical incantations invoking falcon-head Horus, the
son of Isis and Osiris; Ibis-head Thoth, the divine patron of all ma-
gicians and savants; and the sun-deity, Ra. Ra was stated to have suf-
fered headaches.

Clay crocodile figures with herbs in the mouth may have been
placed on the head to transfer the pain (Popko, L. Some Notes on
Papyrus Ebers, Ancient Egyptian Treatments of Migraine, and a
Crocodile on the Patient’s Head. Bulletin of the History of Medicine
2018;92(2), 352-366)
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The Business of
e ] Neurology Video Series

A four-part video series hosted by Eddie L. Patton Jr., MD,
that includes: Contract Negotiations, Update on Coding for
Neurologists, Practice Enhancement Through Increased
Service Lines and Using APP’s in Neurology Practices.

Go the TNS website and log in. All videos are found under
the members only tab.
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Business of Neurology Resident Rotation is Open!

The Texas Neurological Society resident committee has developed and is currently accepting applications for a “bonus”
rotation for senior neurology residents. This five-to-ten-day rotation places a resident in a practice where they will learn
about Medicare and Medicaid plans, laws and benefits, coding rules, billing, and payment processes for patients and more
as they relate to running a practice. It is a “behind-the-scenes” look at the business of neurology meant to close the knowl-
edge gap for residents intending to enter clinical practice. The rotation started in November 2020 and will be ongoing in-
definitely. Several TNS members around the state have opened their practices as rotation locations, for which we give them
our greatest thanks. If you are a resident or know of a resident that would like to participate in the program, please go the
TNS website (www.texasneurologist.org) and click on the information found on the home page.
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In Memory of Anand Mehendale, MD

Dr. Anand Wasudeo Mehendale, 67, a
neurologist and addiction medicine spe-
cialist who made it his life’s mission to care
for the ailing and to promote recovery in
those battling addiction, died December
19th, 2020 of complications arising from
CoVID-19.

Born in Barsi, Maharashtra, India on
April 13, 1953, Dr. Mehendale earned his
medical degree from B.J. Medical College,
graduating in the top of his class. After ar-
riving in the U.S. in 1977, he went on to
complete his neurology residency at the
University of Arizona before completing
his fellowship in higher cortical dysfunc-
tion, epilepsy, neuropsychiatry and EEG
at the UT Health Sciences Center in San Antonio. After a stint working as
Chief of the Neurosciences Division and Director of Medical Services at the
Kerrville State Hospital and serving as Medical Director of La Hacienda Treat-
ment Center, Dr. Mehendale went into private practice, forming Phoenix Med-
ical Associates in 1998, where he worked dutifully until his passing.

During his time serving the Kerrville community, Dr. Mehendale built a rep-
utation for intelligence and generosity, treating patients who others were un-
able to diagnose and personally ensuring that no patient was denied treatment
because they did not have the means to afford it. As a result of his efforts and
skill, Dr. Mehendale earned the distinction of Hall of Fame Legacy Member of
the Texas Super Doctors list compiled by Texas Monthly, an accolade given to
those identified as a Super Doctor by their peers for at least 10 years.

A doctor in recovery himself, Dr. Mehendale was a pioneer and visionary re-
garding physician health issues. He was instrumental in the development of the
Texas Medical Board’s Texas Physician Health Program, serving as the Presid-
ing Officer of the Governing Board, which advocated for protecting the health
of medical professionals affected by substance use disorders, physical illness
and impairment, and/or psychiatric conditions through the use of monitored
recovery programs adapted to their specific needs.

Those who knew Dr. Mehendale will remember him for his goofy, offbeat
sense of humor and thoughtful disposition. A true dog lover, he always enjoyed
coming home to spend time with his pets. In his free time, he enjoyed playing
table tennis, driving cars, reading books on and exploring spirituality and phi-
losophy, and watching sports as a diehard Spurs and Cowboys fan. In the end
though, nothing brought him more joy than spending quality time with his
family, whether il was on vacation o an exotic location or a quiet night gath-
ered in the living room sharing stories and laughs.

Dr. Mehendale is survived by his wife of 42 years Sophia Mehendale and
their three children, Rachel and son-in-law Matt of Georgetown, Ryan of

Austin, Nick of Chicago, his two older brothers Avinash and sister-in-law
Pushpa and Anil and sister-in-law Jayashree, both of Pune, India, in addition
to many nieces and nephews who adored him. In lieu of flowers or gifts, the
family requests those who wish to honor Dr. Mehendale make donations to
Freeman-Fritts Vet Clinic & Shelter and Turner Recovery House. Details on his
memorial service forthcoming.
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Houston Neurologist
Elected to TMA
Board of Trustees

Kimberly Monday, MD was elected to the
Texas Medical Association (TMA) Board of
Trustees. TMAS House of Delegates policy-
making body ratified Dr. Monday’s election
during a virtual meeting [on Sept. 12] to cer-
tify the last of this year’s TMA elections.

An active member of TMA since 1997,
Dr. Monday serves on the TMA Council
on Legislation and the Prior Authorization
Task Force. She served on the TMA Council
on Socioeconomics and as a delegate to the
TMA House of Delegates in 2004-05 and
2010-20. She also served on TMAs Commit-
tee on Continuing Medical Education and
TEXPAC, TMAS political action committee.

Dr. Monday, who has practiced for 23
years, is an associate professor in the De-
partment of Neurology at McGovern Medi-
cal School at The University of Texas Health
Science Center at Houston, and serves as the
vice chair of clinical operations for the De-
partment of Neurology. She is the co-founder
of the Houston Neurological Institute.

Dr. Monday is a member and former pres-
ident of the Harris County Medical Society
where she also served on the Board of Med-
ical Legislation and the executive board. Her
leadership also extends to the community at
large; Dr. Monday serves as chair of the Har-
ris Health Care System Board of Trustees,
and on the Memorial Hermann Physician
Network Board of Directors.

Excerpt from Texas Medical Association news release, Sept. 12, 2020

Eddie Patton, MD
elected as alternate
delegate to the AMA

Thirty-nine Houston-area physicians have
begun terms of service in Texas Medical As-
sociation (TMA) leadership positions, while
caring for patients and managing medicine’s
response to the COVID-19 pandemic. Eddie
L. Patton Jr., MD, a neurologist in practice for
nine years, was elected alternate delegate to
the Texas Delegation to the AMA House of
Delegates.
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Texas Neurological Society Update
Tom Holloway, TNS Lobbyist & Sara Austin, MD, Legislative Affairs Chair

With millions of dollars spent by candidates from both ma-
jor political parties and statewide voter turnout exceeding
11 million for the first time in history, the 2020 election saw
unprecedented levels of political spending and voter engage-
ment here in Texas.

Boosted by a closer-than-expected 2018 U.S. Senate race
between Republican Ted Cruz and Democrat Beto O’'Rourke,
and with polls showing President Donald Trump struggling to
maintain support among key constituencies including wom-
en and suburban voters, Texas Democrats had high hopes of
carrying the statewide vote for the first time in more than two
decades and winning a host of competitive congressional and
legislative seats downballot.

Ultimately, hopes for a Democratic political takeover large-
ly fizzled as Republicans seemed to hold serve against the
strongest and most well-funded political challenge in decades.
President Trump carried Texas somewhat comfortably, as did
U.S. Senator John Cornyn and the rest of the statewide Re-
publican ticket. It was also a good night for incumbents in the
Texas House of Representatives, where all but one Republican
and one Democrat managed to retain their seats, effectively
maintaining the 83-67 split between the Republican majority
and the Democrat minority.

Though the Texas Senate had fewer competitive elections
this cycle, we nonetheless saw a slight shift of power in the
state’s upper chamber as Republican Pete Flores lost his bid
for reelection to Democrat Roland Gutierrez. Gutierrez’s elec-
tion may prove pivotal in the upcoming session, since it effec-
tively denies Lt. Governor Dan Patrick and the Republican
Senate the 3/5 supermajority needed to consider legislation in
the Texas Senate, thereby giving Senate Democrats the power
to block legislation for the first time since 2013.

NEW LEADERSHIP

As we approach the 87th Texas Legislature in January, the
House of Representatives will welcome its third Speaker in the
past three sessions. House State Affairs Chairman Dade Phel-
an (R-Beaumont) announced shortly after Election Day that
he had secured the support of a majority of his colleagues to
capture the Speaker’s gavel and lead the Texas House through
the 2021 session.

Speaker Phelan will face a legislative session beset by his-
toric challenges: the COVID-19 pandemic, the political-
ly-fraught process of redrawing state and federal legislative
boundaries, and a projected budget deficit of $4.6 billion to
reconcile. As Speaker, Phelan will also have the opportunity
to name his own leadership team to chair the various commit-
tees of the Texas House, including the House Committees on
Public Health, Insurance, and Human Services. The TNS Leg-
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islative Affairs team will continue to work with Speaker Phel-
an and his new leadership team to ensure that neurologists
remain well-represented and well-positioned for a successful
legislative session.

TELEMEDICINE

The challenges of COVID-19 have impacted nearly every
aspect of our society, including the way physicians interact
with patients. Because of COVID 19, there has been a dra-
matic increase in the use of telemedicine solutions that allow
physicians to treat and diagnose their patients remotely.

While telemedicine services have existed in some form for
many years, they’ve only recently received the legislative and
regulatory guidance to be widely adopted in the state of Texas.
In 2017, Senator Charles Schwertner, MD (R-Georgetown),
and Representative Four Price (R-Amarillo), passed SB 1107
— a groundbreaking bill that allowed the use of telemedicine
to establish a valid physician-patient relationship and created
the first regulatory framework for the provision of telemedi-
cine in Texas.

Notably unaddressed in that bill was the issue of pay par-
ity for physicians; ensuring that doctors are appropriately
reimbursed by health plans for services provided through
telemedicine. In the early days of the pandemic, Gov. Greg
Abbott sought to address this issue through executive order
by requiring all state-regulated health plans (Texas Medicaid,
ERS, TRS, individual health plans sold on the state exchange,
etc.) to compensate physicians at the same rate regardless of
whether their services were provided in-person or remotely
through an appropriate telemedical service.

The upcoming session will see a concerted, bipartisan effort
to make the Governor’s temporary order permanent. Repre-
sentative Tom Oliverson, MD (R-Tomball) and Representa-
tive Julie Johnson (D-Dallas) have filed HB 515 and HB 522,
respectively, to settle the issue once and for all and ensure that
physicians and other providers are appropriately compen-
sated for services provided through telemedicine. The TNS
Legislative Affairs team will be actively monitoring both bills
this session as we work to protect the practice viability of our
members utilizing telemedicine to treat their patients.

MEDICAL CANNABIS

As of December 1, a number of legislative proposals have
already been pre-filed in the Texas House and Senate which
touch on the issue of marijuana regulation in one form or an-
other. These proposals range from modest adjustments to the
state’s existing Compassionate Use Act, all the way to full le-
galization and taxation of recreational marijuana.

To help guide the efforts of the Texas Neurological Society
on the issue, the TNS Board of Directors conducted a mem-
ber survey to determine attitudes about medical cannabis and
what position, if any, TNS should adopt with regard to this
rapidly-changing public policy landscape.
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The survey results showed 72.9 percent of neurologist re-
spondents were supportive of the state’s existing Compassion-
ate Use Program for medical cannabis, while 57.2 percent in-
dicated support for a less restrictive program that would allow
physicians to prescribe cannabis to patients without regard
for an arbitrary, legislatively-approved list of medical condi-
tions. Further, 54.3 percent of respondents expressed support
for allowing physicians to prescribe cannabis with both low
and high ratios of CBD to THC for the treatment of chronic
pain and other medical conditions. Based on this feedback,
the Texas Neurological Society put forth the following posi-
tion statement on medical cannabis laws in Texas:

The Texas Neurological Society supports a medical cannabis
policy for the state of Texas that would allow a physician with
a relevant medical specialty to prescribe medical cannabis con-
taining variable dosages of tetrahydrocannabinol (THC) and
cannabidiol (CBD) for the treatment of any medical condition
they feel is appropriate.

Senator Jose Menendez (D-San Antonio) has already filed
SB 90, which would create the legal and regulatory framework
for a substantially expanded medical cannabis policy in Texas.
The legislation would permit the licensure of medical canna-
bis dispensaries in Texas and adopt a more permissive poli-
cy with regard to physician prescribing. The issue is a deeply
personal one for Senator Menendez, whose wife has multiple
sclerosis.

In the Texas House, Representative Lyle Larson (R-San An-
tonio) has already filed HJR 28, a proposed amendment to
the Texas Constitution that would authorize the regulated
cultivation, sale, and possession of cannabis for medical use.
If passed by the legislature, the amendment would be put to a
statewide vote to ratify the change to the constitution. Repre-
sentative Alex Dominguez (D-Brownsville) has also filed HB
43, which would, among other things, expand the definition
of a medically eligible condition to include any medical con-
dition for which a physician determines that medical canna-
bis is a medically necessary treatment.

The TNS legislative affairs team will continue to monitor all
legislation related to medical cannabis as we work to craft a
medical cannabis policy that supports the independent med-
ical judgment of physicians to determine whether such treat-
ments would be appropriate for their patients.

This is typically the time when we ask you to please save
one ‘first Tuesday” of the month to attend the TMA’s ‘First
Tuesday’ - your chance to lobby at the Capitol. Yes, we are
still saying that. I'm sure that the legislative session will look
completely different than what we've seen in the past, but leg-
islators are still intent on making laws here in Texas, many of
them will affect healthcare, and neurologists need to be avail-
able to articulate our opinion about laws that affect us and
our patients. Please contact us thru our executive director, Ky
Camero, if you would like to help advocate for the house of
medicine here in Texas.
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Healthcare Reform and AAN 7

Outlook on Health Care Reform and the AAN’s Position
James C. Stevens, MD, FAAN, President, AAN

After a whirlwind election season, it appears at this writ-
ing in mid-November that Joe Biden is president elect and
will take office on January 20, 2021. Democrats maintained
their majority (albeit reduced) in the House of Represen-
tatives, and control of the Senate will not be finalized until
after the two runoff senatorial elections in Georgia in Jan-
uary.

What is 100-percent certain is our leaders must again
take on health care reform in the coming months.

Any attempts to change health care policy will be in-
formed by the hardships visited upon Americans due to
the COVID-19 pandemic. Millions of people were laid
off temporarily or permanently and their employer-spon-
sored health care benefits were terminated. Sudden loss of
income made it difficult to impossible for people to pay
for COBRA coverage, see their doctors, or continue their
prescriptions. People also missed out on physician care be-
cause their doctors were closed during shutdowns or pa-
tients were afraid to risk coronavirus infection by going to
their appointments.

Telehealth—a service the AAN has been advocating for
the past few years, particularly with regard to compensa-
tion and nationwide acceptance by payors—came to the
rescue for many providers and patients, and it could be
an area where the Trump and Biden administrations find
common ground. But telehealth is just a tool, not a policy.

The AAN took a neutral stance during the formation
and deliberations over Obamacare. However, as the Trump
administration announced it was going to create its own
health reform alternative, the leaders of the Academy cre-
ated a set of principles that were neither Republican nor
Democrat, but focused on the care of our patients and
support for our profession as neurologists. And so, before
the battle is joined on Capitol Hill, I wish to reiterate the
AAN’s Principles for Health Care Delivery:

« Access to high-quality health care and preventative
care through insurance coverage for all, includ-
ing those most vulnerable to health care disparities,
regardless of pre-existing conditions

« Appropriately value cognitive care services

« Limit administrative requirements and advocate for
EHR functionality to ensure that physicians spend as
little time as possible on low-value clerical work, and
as much time as possible engaged in direct patient
care

« Continue efforts to streamline EHR interoperability
and reduce data blocking to allow any willing provid-
er to participate in a qualified clinical data registry
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« Improved valuation of patient-centered care setting
alternatives including telemedicine and other inno-
vative care models

« Improve efforts to reduce spending on pharma-
ceuticals and other key drivers of health care ex-
pense through cost transparency and permit the ne-
gotiation of drug costs by Medicare

« Medical liability reforms to reduce the cost of premi-
ums and defensive medicine

« Preservation of the physician-patient relationship
including independent medical decision-making
and patient access to needed treatments and educa-
tion

« Protect access to neurology care in all settings, in-
cluding small and solo practices

« Achieving these goals won’t be easy. Entrenched po-
sitions will need to be bridged. Special interests will
need to compromise. But we cannot continue to have
the world’s most expensive health care without being
the world leader in healthy outcomes and financial
value.

Rest assured, we will continue to fight for the principles
above and we will keep you updated on our progress along
the way through AANnews and Capitol Hill Report on
AAN.com and in your inbox. You can get engaged on issues
by using #AANAdvocacy and responding to our advocacy
email alerts where you can raise your voice to help sway
Congress to do the right thing for the health and welfare of
all Americans.
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Multiple Sclerosis &

The National MS Society:
A physician turned
patient’s perspective

Lisa Doggett, MD, MPH, FAAFP

I woke up dizzy on a Monday morning in November, 11 years ago.
I didn’t think much of it, and I went to work, as usual, at my small
community clinic in Central Austin. As the week wore on, my symp-
toms persisted, and I began to worry. When I started to have mild
diplopia, I needed to seek care.

I sought advice from a neurologist acquaintance who did me a fa-
vor by fitting me in for a quick exam over her lunch hour. The exam
was normal. She told me I was probably OK.

But my dizziness continued, and I started to have another weird
symptom: taste changes. I couldnt understand what was going on,
but I knew I wasn't OK.

A few days after that initial consultation with neurology, I made
an appointment with an ENT doctor. He listened to my story and
asked lots of questions. My hearing tests were normal and so was my
exam, except for subtle nystagmus. Nevertheless, he ordered an MRI,
revealing my diagnosis: multiple sclerosis.

I'was lucky. Most people with MS wait months or even years before
they are properly diagnosed. My diagnosis took eight days because,
as a physician, I understood something was wrong despite a normal
exam. [ knew the ENT doctor who fit me into his busy schedule, and
I had the support and resources to get help fast and start treatment
immediately. I worry when I think of others who can't access the care
they need. But as physicians, we can help.

First recognized as a distinct disease in 1868 by French neurol-
ogist Jean-Martin Charcot, multiple sclerosis is a chronic, autoim-
mune condition that damages myelin and disrupts communication
between the central nervous system and the rest of the body. Despite
much research and many theories, the cause remains unknown.
Common symptoms include visual changes, fatigue, numbness,
weakness, cognitive changes, bladder dysfunction, depression, and
impaired mobility and coordination. Optic neuritis is the presenting
syndrome in 20 percent of patients with MS. While it can occur at
any age, most people with MS are diagnosed between ages 20 and 50.
More women are affected, with a female to male ratio of about three
to one. The presentation and symptoms, as well as the natural course
of the disease, can differ considerably from person to person.

I'm embarrassed to admit, as a family doctor, MS never occurred
to me as a diagnostic possibility in my own case. My husband, an
internist/pediatrician didn't suspect it either. Neither of us had seen
more than a handful of MS patients in our years of practice, and we
had never diagnosed anyone with MS.

Yet nearly a million people are living with multiple sclerosis in the
United States. MS should have been on our radar. Because its pre-
sentation is so variable, and because most people with MS have the

relapsing, remitting type and will get better between exacerbations,
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the diagnosis can be tricky. As neurologists, you should keep MS
in mind as a potential cause when you see someone with unusual
neurologic symptoms. Ask about past episodes that may indicate a
suspicious pattern. Consider an MRI, even for those with a normal
exam, if you think MS is a possibility.

As recently as three decades ago, MS was often a devastating di-
agnosis, leading to long-term disability with no good treatment
options. Now, nearly two dozen disease modifying medications are
FDA-approved to reduce the progression of MS and limit disability.
Diagnosing MS and starting treatment immediately can significantly
improve a patient’s prognosis and quality of life.

The National MS Society (NMSS) had been a critical driver be-
hind MS research, advocating for support at the national and state
levels and directly funding research studies. It also is an important re-
source for patients, their caregivers, and their physicians. In addition
to providing solid, evidence-based educational information on their
website, the NMSS can connect patients with MS specialists around
the country.

The MS Navigator Program (https://www.nationalmssociety.org/
Resources-Support/Find-Support/Ask-an-MS-Navigator) provides
direct one-on-one support for people affected by MS including;

« Information and education

«  Emotional support

+  Connecting with others with MS

«  Navigating the complexities of the health care system: finding

a neurologist, accessing benefits and medications, etc.

»  Resources to address financial issues and plan for the future

«  Wellness strategies

«  Assessment for case management

There is no charge to participate, and the discussions and informa-
tion shared are confidential.

Another helpful resource for neurologists is Project ECHO
(https://www.nationalmssociety.org/For-Professionals/Clini-
cal-Care/Professional-Education/ECHO-MS), a guided practice
model that increases workforce capacity of neurologists and other
clinicians to provide best-practice specialty care for MS patients and
reduce health disparities. The field of MS research is changing fast
and keeping up can be a challenge. Project ECHO participants join
an interactive video conference facilitated by one of three hub sites
and are supported by MS experts in their care of patients with MS.

For me, in addition to reliable information, the NMSS has offered
acommunity of fellow “MS Warriors™ and supporters. It has empow-
ered me to share my story, lobby at the State Capitol on behalf of the
MS community, and join nearly ten thousand fellow cyclists to ride
the MS 150, a 150+ mile bike ride from Houston to Austin (twice!).

Despite three relapses, I remain almost symptom-free with no dis-
cernable disability today, thanks to high-quality medical care from
an excellent neurologist, who specializes in MS, and effective treat-
ment options. I work full-time, exercise every day, and remain active
in my community and with my family.

I encourage all my fellow physicians to become familiar with the
resources offered by the NMSS and to seek to improve identification
and treatment of all people living with MS.
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The Revised 2021
Medicare Physician Fee
Schedule (MPES)

Stuart B. Black, MD, FAAN,
AAN Medical Economic and
Practice Committee

IMPORTANT 2021 LARGE-SCALE CODING
CHANGES FOR E/M OFFICE OUTPATIENT
CODES AFFECTS OUTPATIENT CPT CODES
99201 - 99215

1. History and Physical Examination:
H&P eliminated /no longer required as an element for
code selection
Requires H&P documentation only as
Appropriate for visit
2. Documentation and Reimbursement for services rendered:
Entirely based upon Medical Decision Making (MDM) or
Time
Choose either MDM or Time to document the E&M level
of the visit
E&M code selection criteria now driven by MDM and Time
New Patient Code 99201 has been eliminated
4. 'The five levels of coding for Established Patients has been
retained
Revision of the code definitions
Revision of the Times and MDM process for all codes
7. Adjusted wRVU values:
An overall increase in wRVU for E&M visit codes
8. Reduction of RVU Conversion Factor by 10%
Conversion Factor will go from $36.09 to $32.26
Reduction of Conversion Factor done to maintain Budget
Neutrality
Greatly affects some reimbursements; even with higher
wRVU rates
9. Add-on-codes for Prolonged Services

Medically

w
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CONVERSION FACTOR AND RVUS. “IN THE

BEGINNING”, THERE WAS FEE FOR SERVICE

The question is, how did we evolve into our current 2021 Medi-
care Physician Fee Schedule, or MPFS? Sometimes understand-
ing the past helps us better understand the present. Since the
introduction of the 2021 MPFS, there has been an ongoing and
focused disputation over the 2021 reimbursements for patient
cognitive care verses non-cognitive care. The discussion is in ref-
erence to the 2021 10% reduction in the Conversion Factor used
in conjunction with RVUs to determine reimbursement for E&M
codes. The reduction in the Conversion Factor is coupled with
adjusted RVU values for E&M services. The changes significantly
benefit some medical specialties but also decreases reimburse-
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ments for other medical specialties. But what is the “Conversion
Factor” and how did “RVUs” even enter into determining physi-
cian reimbursements? Before discussing the impact of physician
compensation as related to the 2021 MPFS, it might be worth-
while to see how medicine evolved into mandating “Budget
Neutrality” coupled with RVUs and a Conversion Factor, all of
which determine which physicians and specialties are considered
by some as the 2021 ‘winners” and which are the “losers” in the
2021 CMS MPES.

As healthcare expenses continued to escalate during the
prosperous post World War 11 economy, the political envi-
ronment became favorable toward ensuring medical care for
senior Americans who were no longer working and did not
have employment-based coverage. President Harry S Tru-
man (1945-1953) was the first U.S. President to seek a feder-
al healthcare program to assist senior American citizens. His
efforts to develop healthcare coverage for senior Americans
was unsuccessful. Several years later, on July 30, 1965, Pres-
ident Lynden Baines Johnson (1963-1969) signed Medicare
into law. The bill was signed into law at the Truman Library
in Independence, Missouri with former President Truman re-
ceiving the first Medicare card.

Initially, under Medicare legislation, physicians were reim-
bursed according to the “Usual, Customary and “Reasonable
Rates” 'There was no Medicare Physician Fee Schedule (MPFS).
Doctors were paid what they charged and billed. That reimburse-
ment plan did not last long. As healthcare expenditures contin-
ued to escalate, Congress passed legislation which ultimately
restructured the way Medicare reimbursed physicians. In 1992
new legislation established the Medicare Physician Fee Sched-
ule and the newly developed Resource Based Relative Value Scale
(RBRVS) established a standardized reimbursement/payment
schedule. The Evaluation and Management (E¢-M) model was
part of the new RBRVS payment system. In addition to a new
national fee schedule, updated Current Procedural Terminology
(CPT) codes were published. The 1995 Documentation Guide-
lines For Evaluation and Management Services was released. The
1995 Guidelines were revised to include specialty specific physi-
cal examinations in 1997. Those “Guidelines” remained the tem-
plate for reimbursement for E&M services for the past 25 years.
But, as will be seen, much is changed in 2021.

The way RBRVS works is as follows. Each medical service is
represented by a CPT code. RBRVS attaches a relative monetary
value, or Relative Value Unit, RVU, to each CPT code. The RVU is
a numeric value that has been developed to represent three com-
ponents of each medical service: 1. Physician Work (wRVU), 2.
Practice Expense (peRVU) and 3. Medical Liability (mIRVU).

Total RVU= Work RVU + Practice Expense RVU + Medical
Liability RVU.

There is also a requirement than any RVU changes be Budget
Neutral which means that for every additional dollar allocated to
a given service there is a dollar less for those who do not use a
given code:
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Total RVUs are then multiplied by a Geographic Cost Index
(GPCI)

wRVU x (GPCI) + peRVU x (GPCI) + mIRVU x (GPCI) =
Total RVU

A Conversion Factor (CF) is determined by legislation every
year. The CF is a multiplier which is used to “convert” the geo-
graphically adjusted RVU to determine the Medicare allowed
payment amount for a particular service. The CF is a fixed dollar
amount based upon a complex formula set by statue. The CF in-
corporates different economic indices as the Medical Economic
Index, Budget Neutrality and Legislative Changes, then translates
each RVU into a dollar amount. Therefore,

Payment = Total RVUs X the Conversion Factor

2021 REDUCTION OF THE CONVERSION
FACTOR: WINNERS AND LOSERS

So, how is this applicable to the 2021 MPFS? Due to the Bud-
get Neutrality mandate, any 2021 increases in Outpatient CPT
codes 99202-99205 and 99211-99215 forces CMS to adjust the
Conversion Factor in order to counterbalance those increases in
code values that CMS implements. Thus, the 2021 CMS MPES
decreases in the Conversion Factor from $36.09 to $32.26 is to
maintain Budget Neutrality. For specialties that primarily bill
the office and outpatient E/M codes, the magnitude of the RVU
increases in these code values outweighs the cut to the Con-
version Factor—so overall, those clinical specialties will see an
increase in their reimbursements. Conversely, there will be a
significant number of physicians who will see reduction in re-
imbursements under the new 2021 MPFS. For Neurology, there
is an expected 6% across the specialty increase in reimburse-
ments with variations depending on the individual provider’s
practice. Other projected payment increases of between 13%
to 17% include endocrinology, family medicine, rheumatol-
ogy and hematology/oncology. On the loosing side, payment
cuts are projected to be between 8% and 11% for others such as
surgeons, nurse anesthesiologists, chiropractors, pathologists,
physical and occupational therapists, cardiac surgeons and ra-
diologists.

Because of the disparity between “winners’ and “losers”, the
CMS 2021 Physician Fee Schedule’s budget neutrality require-
ments appears to shift funds from one specialty to another
which many colleagues believe is an inappropriate discrimina-
tion among physician specialties. Cognitive E&M visits have
historically been undervalued as compared to procedural visits,
a factor which was presumably weighed when the 2021 MPFS
was being developed. There are many physician colleagues and
organizations who believe that if CMS cannot obtain a budget
neutrality waiver from Congress, there should then be a delay
in implementation of the revaluation of E/M and related code
visits and the 2021 MPSF should be rolled back to 2020 values.

We neurologists have all received recent emails and commu-
nications from The American Academy of Neurology related
to this issue. While most neurologists will receive a significant
benefit starting in 2021 with a 6% overall increase for E&M ser-
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vices, because of budget neutrality there will also be an across
the board cut to all other services. Indeed, some neurologists
may experience payment reductions if they provide few E/M
services. Thus, along with a number of other societies, the
AAN is supportive of efforts to waive budget neutrality to off-
set cuts to reimbursements for non E/M services but the AAN
also believes that any actions to waive budget neutrality should
not result in a delay or in any way undermine CMS’s decision
to fully implement the new E/M payment structure on January
1, 2021. Other societies and industry organizations continue
to argue that E/M payment increases should not be offset by
rate decreases for other services covered by the Medicare Phy-
sician Fee Schedule. Many organizations have urged CMS to
work with Congress to stop penalizing doctors with the cur-
rent budget neutral methodology. In an October 5, 2020 letter
to Seema Verma, MPH, Administrator Centers for Medicare &
Medicaid Services, from 1.4 million physician and non-physi-
cian practitioners throughout the country, representing 47 dif-
ferent societies, academies, associations and other professional
medical organizations that signed the letter, there was strenuous
objection to the budget neutrality reduction proposed by CMS
in the 2021 MPFS. At the time of the writing of this report,
there is much legislative and political activity regarding 2021
reimbursements for E&M services. We will wait and see the
outcome but until then, for 2021, the CMS MPFS will include a
10% cut in the Conversion Factor.

HISTORY AND PHYSICAL EXAMINATION: NO
LONGER NECESSARY?

For the past 25 years, the 16-page CMS 1995 and 49-page
1997 Medicare Documentation Guidelines For Evaluation
and Management Services defined the details of how to meet
the Medicare rules and regulations of E&M CPT coding. The
25-year-old and 23-year-old documents identified the (1)Histo-
ry, (2)Physical Examination and (3) Medical Decision Making
as the three Key Components that required specific documenta-
tion guidelines to meet the requirements of CPT E&M coding
as well as to determine the level of care provided. Time, which
is face-to-face time, could be used for the level of E&M ser-
vices when Counseling and/or Coordination of Care dominate
greater than 50% of the encounter. Under the revised Medi-
care E&M Guidelines, which will take effect January 1, 2021,
physicians will chart and select codes entirely based on either
Time spent with the patient or Medical Decision Making. Prior
historical key elements to define the E&M level of service pro-
vided, as defined in the 95/97 CPT E&M Guidelines, including
the History and Physical Examination, will still be conducted
but as and when deemed medically appropriate by the physician.

Thus, starting January 1, 2021, physicians and other profes-
sional providers, will bill for the level of outpatient E/M ser-
vices based on either the newly revised MDM guidelines or To-
tal Time. Total time will be counted as total time spent with
the patient on the day of service, including non-face-to-face
services. The History and Physical Examination will be elim-
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inated as a key element for the level of code selection, but the
medical encounter should still include a medically appropriate
history and/or physical examination, when performed. The na-
ture and the extent of the history and/or physical examination
is to be determined by the treating physician or other qualified
health care professional reporting the service. The care team
may also collect historical information which may come from
the patient, caregiver, by portal or questionnaire or obtained
from other professionals in the office, including nurses, APPs
and MAs. That patient information, which was previously the
key element of the History, can be reviewed by the reporting
physician or other qualified health care professional and then
documented in the medical record as having been obtained and
reviewed. Not being required to again perform and record a
detailed and complete physical examination and neurological
examination for a healthy 20 year old established patient being
seen for routine headache follow up is clearly realistic and ap-
propriate. However, while the H&P is no longer a key compo-
nent in code selection or defining the level of the E&M encoun-
ter, appropriate documentation of important information in the
medical records, when indicated, is still an important compo-
nent of the patient’s clinical evaluation. As the saying goes, “if
it was not documented, it was not done”. Documentation of
appropriate historical information and/or physical examination
is still a main line of defense in any medical legal matter.

MEDICAL DECISION MAKING 2021: COMPARED
TO THE PAST IT CAN ONLY GET BETTER!
Medical Decision Making MDM) refers to the Cognitive
Complexity of establishing a diagnosis for selecting a manage-
ment option. MDM includes integration of a provider’s knowl-
edge and experience with the history, physical examination,
laboratory data and other data into a process of formulating and
developing a treatment plan. MDM considers the (1)number
of diagnostic and management options considered and (2)the
complexity of data analyzed. MDM also incorporates (3)the
level of risk to the patient within the decision making process.
The risk includes that of significant complications, morbidity
and/or mortality, as well as comorbidities associated with the
patient’s care. MDM is an assessment of not only the risk of the
disease being treated but also the risk of selecting diagnostic
procedures and management options, both during and follow-
ing procedures or treatment.

Medical Decision Making was a new E&M coding require-
ment formally introduced in the 1995 CPT E&M Documenta-
tion Guidelines, While the 1995 and revised 1997 E&M Doc-
umentation Guidelines had clearly defined numerical values
for the History and Physical Examination, the first two key
components of CPT E&M coding, with the introduction of
MDM, physicians and other health care providers were asked to
quantify the “amount” of data and at the same time define the
“complexity” of data required for MDM documentation with
insufficient MDM coding instructions. The CMS measures did
not provide specific direction in the 95/97 E/M Guidelines to
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quantify the data or to make these numerical determinations.
There were no obvious quantifiable MDM parameters in the
Guidelines to help meet compliance.

The MDM Table on page 43 of the 1997 revised E&M CPT
Guidelines was the template for MDM coding but the text pro-
vided no clearly defined formula for how to use or navigate the
table. Thus, while the 95/97 Guidelines supplied numerical
values to determine the level of History and Physical Examina-
tion performed, MDM documentation essentially referred to
“Qualitative” metrics without providing “Quantitative” metrics
of measurement. There were no definitions in the MDM Table
nor in the MDM descriptive text to help explain what “Mini-
mal”, “Limited”, “Multiple”, or “Extensive” specifically meant re-
lated to a diagnosis nor what “Amount” and “Number” meant in
numerical quantitative measures. Subsequently different MDM
Scoring System methodology had been developed by private
organizations and while none were officially endorsed or val-
idated by CMS, certain scoring systems became the “industry
standard”. ~ As an example, one of the most commonly used
scoring systems was the independently developed Marshfield
Clinic Scoring Tool which became the template for most other
MDM scoring systems nationally.

There has been much momentum to simplify Medicare CPT
E&M coding over the years. It was thought the EHR would
make documentation easier and more standardized, but the is-
sues with EHR, including documentation and coding, also fre-
quently included templates which maximized H&Ps and even
MDM levels of care to the highest levels of codes for service
provided. The number of level 4 and level 5 codes submitted for
reimbursement has greatly increased over these last few years.
In addition, the physician administrative burden of documen-
tation and coding and additional physician time spent on data
entry and meeting the various coding rules and regulations was
for many, laborious. Since E/M services represent approximate-
ly 40% of the billed charges annually, there is much incentive to
maximize the efficiency and accuracy related to E&M coding
and subsequent provider reimbursements. After much focused
negotiation in 2019 and 2020 between the CMS and the AMA
and other medical industrial representatives, it was agreed that
the most efficient and effective way to define the reimbursable
components of an E&M doctor/patient encounter was to allow
physicians to choose whether to document the visit based on
restructured Medical Decision Making or Total Time with an
H&P not included in determining the level of the code but de-
fined as appropriate for the encounter.

The agreement between CMS and the AMA which led to the
2021 MPFS was a monumental undertaking. In response to the
initial CMS proposal to “collapse” and “blend” CPT level of ser-
vice codes 2 - 4 into one total payment amount, a change which
would have resulted in significant economic loss for numbers of
physicians, the chairs of the AMA CPT Editorial Panel and the
AMA Relative Value Scale Update Committee (RUC) created a
12 member CPT/RUC Workgroup of E/M. In addition to the
12 Workgroup Members, about 300 stakeholders from National
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Medical Specialty societies participated in the decision mak-
ing process In addition to changing the definition of “Time”
from “Typical Times” to “Total Times” associated with each
E&M CPT code, the entire MDM Guidelines were redeveloped
and updated with criteria being made specific to the individual
E&M office visits codes 99202-99215. While the Workgroup
did not materially change the three current MDM sub-compo-
nents listed in the 95/97 Documentation Guidelines, there were
extensive edits to the elements for code selection and numerous
revised criteria clarifying definitions which were not clearly de-
fined in the 95/97 Guidelines.

The new 2021 MDM table used for E&M coding features a re-
designed format. The ambiguous terms are replaced with more
descriptive language. The data elements in the old table were
re-defined and coding moved away from adding up tasks to now
focusing on tasks that actually affect the management of the pa-
tient. Where the old MDM table was driven by formulating a
complicated point system derived from the number of diagnosis
or treatment options and the amount and/or complexity of data
reviewed, the 2021 MDM table will use improved guidelines to
help code the level of service performed as correlated with each
E/M encounter. The “Risk” component of the 2021 table does
still use similar nomenclature as found in the “Table of Risk” on
page 47 of the revised 1997 Guidelines, but the terminology is
more clearly defined and more applicable to the actual patient
encounter.

To navigate the new 2021 level of MDM table properly, the
physician or other healthcare providers will need to learn and
understand the CPT’s definitions for different terms. For ex-
ample, knowing the MDM definitions for terms as problem ad-
dressed and what a self-limited or minor problem as compared to
problems of moderate or high complexity will be mandatory for
the accurate selection of the proper level of service performed.
Providers will need to comprehend the different levels of risk as
applied to MDM and different levels of risk as applied to treat-
ment and management options such as drug therapy which
may require intensive monitoring for toxicity. Other terms as
morbidity as applied to the definitions of acute and chronic ill-
nesses which themselves are referenced in a variety of ways in
the “Number and Complexity of Problems Addressed” column.

Another important part in using the new 2021 MDM Table is
that simply selecting a diagnosis from a drop-down menu will
not be applicable. Compliance for the diagnosis and manage-
ment portion of the new table will require that physicians and
other healthcare providers link each MDM diagnosis with some
type of action, be it a prescription, a test, counseling or some
other patient related function. Stating that the diagnosis is be-
ing managed by another provider will not meet the new MDM
compliance rules.

While some of the above 2021 MDM requirements may seem
daunting or labor intensive to some, the key, as outlined above,
will be to learn how to navigate the newly revised AMA Medical
Decision Making Table and to understand the definitions of the
terminology used in the table. While much of the terminology
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is derived from the earlier 95/97 E&M Guidelines, a precise un-
derstanding of the thirteen or fourteen important terms used
in the AMA Table will be needed to be compliant when using
MDM for E&M coding services. There are excellent resources
for learning how to use the new table on the AAN website, the
AMA website and the CMS website. A printable copy of the re-
vised AMA MDM Table can also be found on those websites as
well as on line. In addition, there are case studies and tutorials
which can be found at aan.com/EM which illustrate examples of
billing using MDM or Total Time.

TOTAL TIME: IT’S ABOUT TIME!

To finally be financially compensated for the non-face-to-face
time physicians have been spending on behalf of their patients
and in the care of their patients is something many colleagues
feel is long overdue. While the inclusion of time has been part
of the 95/97 E/M Guidelines, it was only recognized if the time
spent was greater than 50% of the visit was face-to-face-time
spent in Consultation and Coordination of Care. Starting in
January 2021, Total Time may be used to select a code level
in office or other outpatient services whether or not counseling
and/or coordination of care dominates the service. Total time
will include both face-to-face and non-face-to-face time that
the physician or other healthcare provider personally spends
before, during and after the visit.

The total time spent on patient care does not need to be con-
secutive but is cumulative time within the day of the patient’s
visit starting 12:00 am and ending 11:59 pm. Thus, the discus-
sion of a patient with the referring physician the day before the
consultation or reviewing an MRI with the Neuroradiologist the
day after the visit would not be included in Total Time because
it would be outside the 12:00 am - 11:59 pm window. Other
such things as having the patient wait in the office for their eyes
to dilate for a funduscopic examination would also not fit the
definition of Total Time.

In addition, services that are done separately, such as an
EMG or the interpretation and reporting of the EEG on the
same day would not apply toward the E/M level because sep-
arate CPT codes exist for the test or procedure and the ac-
tual E&M visit. To bill a code for the performing the tests
and interpreting the results plus charge an additional E&M
visit code for the performance and interpretation of those
tests on the same day would be considered “double dipping”.
A shared or split visit, which is defined as a visit in which
the physician and other healthcare professional(s) jointly
provide the face-to-face and non-face-to-face work related
to the visit, the time spent by the physician and the other
healthcare provider(s) in assessing and managing the pa-
tient’s visit, is summed together to define total time. Thus,
when two or more individuals act together as within a team
provider approach to patient care, only the time of the one
primary provider, usually the physician, should be counted.
Conversely, if a test or study is independently interpreted in
order to manage the patient as part of the E/M service, but is
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not separately reported, that service may be considered part
of Medical Decision Making under “ Amount and/or Com-
plexity of Data to be Reviewed and Analyzed” Also, Total
Time does not include staff time.
Other examples of time based billing on the day of service
would include:
« Preparing to see the patient (eg., review of the chart and
tests)
» Obtaining and/or reviewing separately obtained history
« Performing a medically appropriate examination and/
or evaluation
« Counseling and educating the patient/family/caregiver
« Ordering medications, tests or procedures
» Referring and communicating with other healthcare
professionals (when not separately reported}
« Documenting clinical information in the electronic or
other health record
« Independently interpreting results (not separately re-
ported) and communicating results to the patient/fam-
ily/caregiver
» Care coordination (when not separately reported)

Keeping track of the total time spent on behalf of a pa-
tient’s care on the entire day of the visit could be burdensome.
While some EHRs have timers that automatically track when
you are logged in to a patient’s chart, most systems that have
this feature ae still far from perfect. But in most E&M in-
stances, the complexity of the patient’s visit is often clear rel-
atively early in the encounter. Also, different Neurologists
have variable times allotted to new patient visits and estab-
lished patient visits. Generally, on an average, new patient
visits for Neurologists will range from 30 minutes to 60 min-
utes while an established visit will range from 15 minutes to
30 minutes. While, under the current 2021 E/M rules and
regulations physicians are not required to itemize their time
spent with patients, it is reasonable to anticipate that in the
future there may be some type of documentation that will be
required, presumably utilizing the EHR. But to date, and at
the time of writing this report, actual documentation of the
time spent in calculating Total Time for the E&M level of the
patient encounter is not a requirement.

The table below itemized the 2021 Total Times established
for the four New Patient Codes and the five Established Pa-
tient Codes. It would pay to get familiar with the following
table which defines total time for CPT 99202-99215

New  patient | Tota time (2021) Established patient | Total time (2021

code code

99202 15-29 minutes 99211 N/A

99203 30-44 minutes 99212 10-19 minutes

99204 45-59 minutes 99213 20-29 minutes

99205 60-74 minutes 99214 30-39 minutes
99215 40-54 minutes
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PROLONGED SERVICE CODES. HOW DID IT
GET SO LATE SO SOON?

Before discussing the 2021 E&M “add-on-codes”, it is first
important to briefly review some of the terminology. The
Healthcare Common Procedure Coding System is referred
to as HCPCS. The HCPCS is divided into two principle sub-
systems. The two systems are referred to as Level 1 and Level
11.

Level 1 of the HCPCS constitutes the Current Procedural
Terminology or CPT numeric coding system which is main-
tained by the American Medical Association. The AMA also
publishes the CPT Codebook that is in most physician offic-
es. The second level, Level 11 of the HCPCS, is a standard-
ized coding system that is primrily used to identify products,
supplies, and services not incuded in the Level 1 codes. Level
11 codes include such things as ambulance services and du-
rable medical equipment, prosthetics, orthotics and supplies
when used outside of a physician’s office. G-codes are also
a part of the HCPCS national Level 11 code set. G-Codes
are temporary codes that are assigned to services and pro-
ceedures that are under CMS review before being included
in the CPT coding system. G-codes are used to identify
professional health care procedures and services that would
otherwise be coded in CPT but for which there are no CPT
codes. While G-Codes are similar in function to CPT codes,
they are separate codes managed and used by The Center for
Medicare and Medicaid Services (CMS). The G-Codes allow
CMS to bring a service forward quickly and support a service
that the AMA CPT committees have not yet moved forward
with supporting. G-Codes may also be used if CMS is not
entirely happy with the way CPT has defined a service or
how the CPT code is structured. In addition, G-Codes allow
CMS to foster innovation as deemed appropriate by CMS.

The AMA has developed a new CPT Prolonged Service
Code divided into 15 minute intervals of prolonged care.
The new code is to be used when Total Time is chosen as
the CPT reporting option. As with all other Total Time pa-
rameters, the 15 minute prolonged service code can only be
used on the same day of service. The new code is 99417.
However, CMS does not agree with the designed uses of the
AMA prolonged service code 99417 and developed their
own HCPCS prolonged service code. The CMS code is a
G-code, G2212. The guidelines for using either code, 99417
or G2212, require reporting the codes with CPT level 5 codes
99205 and 99215.. Both codes only reflect clinician time as
opposed to staff member time and again, are to be used when
Total Time is used to select the code. Medicare will not ac-
cept the AMA 99417 code. We currently do not know if pri-
vate insurance companies will accept the CMS G2212 code.
As a general rule, private insurance companies prefer not to
deal with G-codes. There are some differences in how 99417
will be used as compaed to G2212.

99417 vs G2212: When using 99417, the total time of 15
minutes must be met to report this code. Midpoint times,
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such as 7.5 minutes, will not be accepted. The entire 15 min-
utes must be done in order to add on 99417 for prolonged
services.

When using 99417, the code can be selectd after 75 min-
utes or longer for new patients where 99205 is 60-74 minutes
or at 55 minutes for establshed patient code 99215 where
the time range is 40-54 mintes. For some private payers, it
appears that 99215 may be added to the lower end of the
level 5 code. However, the CMS rule for using pronogned
service code G2212 does not agree with CPT. For CMS, code
G2212 cannot be used until after the first 15 minutes is ac-
tually added to the maximum time in the time range. So, in
order to bill a Medicare prononged service code G2212, the
clinician must first meet 15 minutes of addditional tme to the
maximum time in the time range. Thus for using the CMS
G2212, if adding to a new patient code 99205, the total time
required for reporting would start at 89 minutes and for code
99215 which ends at 54 minutes, G2212 could be reported
at 69 minutes. The wRVUs for G2212 are 0.61 which would
translate int about $31.40 payment for a national non-facility

payment and about $30 for a national facility payment

CPT Code using 99417

Total Time Required for Reporting

99205

60-74 minutes

99205 x 1 and 99417 x 1

75-89 minutes

99205 x 1 and 99417 x 2

90-105 minutes

99205 x 1 and 99417 x 3 or more

105 minutes or more

CPT Code using 99417

Total Time Reqired for Reporting

9215

40-54 minutes

99215 x and 99417 x 1

55-69 minutes

99215x 1 and 99417 x 2

70-84 minutes

99215 x 1 and 99417 x 3 or more

85 minutes or more

CPT Code using G2212

Total Time Required for Reporting

99205

60-74 minutes

99205x 1 and G2212x 1

80-103 inutes

99205 x 1 and G2212x 2

104-118 minutes

99205 x 1 and G2212 x 3 or more

119 minutes or more

CPT Code using G2212

Total Time Required for Reporting

99215

40-54 minutes

99215x 1 and G2212x 1

69-83 minutes

99215x 1 and G2212x 2

84098 minutes

99215 x 1 and G2212 x 3 or more

99 minutes or more
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SUMMARY. A LOT OF STUFF BUT
HOPEFULLY WORTHWHILE

Well, there you have it! There is obviously a great deal
more to learn about the new 2021 E&M Medicare Physician
Fee Schedule. But at this point, an attempt was made to fo-
cus upon some of the key components that will need to be
mastered to initiate the use of the new guidelines, starting on
January 1, 2021. To compliment the data in this report, the
reader is again encouraged to go to aan.com/EM as well as the
AMA CPT E/M webpage and CMS website where additional
information on the new 2021 Guidelines can be found along
with the new AMA MDM Table. Additional recommenda-
tions are for the practice to check with the EHR vendors to
see what changes in programing may be recommended for
readiness. It would also be worthwhile for the practice to
review existing practice protocols such as the ability to meet
the new MDM Guidelines and Total Time, and to model the
new changes in coding to identify if there will be any im-
pact to the practice reimbursement. An example to the later
would be to examine current total times spent per encounter
on the day of service and attempt to identify the typical level
of complexity, using the new AMA MDM Table, in anticipa-
tion of any changes in the level of billing. The later includes
noting how many patients each provider should see with the
new emphasis on MDM and Total Time.

Also, the Billing and Coding staff will need to be educated
on how to use the AMA MDM Table. It may also be worth-
while to contact the practice’s primary payers to see whether
they will adopt the new 2021 MPFS. We really have no infor-
mation to date but it is possible that some private payers may
continue to require code selection based upon the original
E&M three components: History, Physical Examination and
MDM; or they may have specific requirements as they too
try to navigate the new E&M coding system. It may also be
productive to review some of the practice’s current patient
records to see whether the data entry would support the in-
formation needed in the new MDM Table and cross check
the level of E&M charged prior to January 1, 2021 with that
in the new Table.

Finally, there were other E&M CPT codes which were not
reviewed in this report, such as 99358 and 99359 for pro-
longed services on a date other than the date of the face-
to-face encounter. Currently these codes must pertain to a
face-to-face encounter that has occurred or will occur relat-
ed to ongoing patient treatment. It appears that these codes,
along with some others, are probably also undergoing review
and in reviewing the literature, the status of different codes
is still being determined. Thus, the focus in this report was
on those codes which will be used by the majority of neurol-
ogists starting January 1, 2021,
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With the constant flow of new infor-
mation about SARS-CoV-2, and how
it seems to affect every organ system
in one way or another, it is difficult to
know exactly what we should be look-
ing for. When this virus first reared
its head as another respiratory illness,
many Neurologists likely did not take
too much notice, outside of personal
fears about how it could affect them
or their loved ones. However, it in-
creasingly became clear that this was
no ordinary “viral URI” that we may
have seen often back when we rotated
in the ER as interns. This is not only
regarding how it rapidly spread across
the globe, infected millions, and forced
entire nations into historic levels of
lockdown, but how it was clearly not
confined to the respiratory tract. With
reports of anosmia, hallucinations,
vasculitis, even “covid toes”, the various
manifestations of the disease seemed
endless. As case reports of unusual
neuro presentations started to increase
in number and variety, it became obvi-
ous that Neurologists could no longer
sit by the sidelines; this virus had in-
vaded their specialty too.

The impact of coronavirus on Neu-
rology practice is multi-layered. The
fear was that patients with conditions
such as epilepsy, Parkinson’s disease or
ALS would experience acute decom-
pensation of their illnesses, and that
was how Neurologists would end up
caring for patients infected with the
virus. The reality is that the virus has
hit the nervous system in unexpected
ways. Suddenly, young healthy patients
diagnosed with encephalitis, ischemic
stroke, and Guillain-Barre syndrome
were testing positive for COVID-19.
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A new differential? From ischemic
stroke to failed extubation — considering
COVID-19 when assessing acute neuro-
logical symptoms

Jonathan Paul Donnelly, MD, MRCP(UK), Department of
. Neurology, University of Texas Health Science Center San Antonio,

Furthermore, some of these patients
did not even have preceding infective
symptoms like shortness of breath
or fever, which might have tipped off
the consulting Neurologist that they
were dealing with a COVID patient.
Worse still, in the hyperacute setting,
when responding to stroke alerts, the
shadow of coronavirus hangs over the
neurology resident who, in the midst
of trying to calculate an NIHSS, make
quick decisions about tPA and orga-
nize swift investigations, also now has
to think about the possibility that the
patient they are trying to rapidly as-
sess is a carrier of this disease. With
more rapid testing still on the horizon,
ruling out COVID-19 before making
the time-sensitive decisions about tPA
or even thrombectomy is not feasi-
ble at this stage. Screening questions
are also not ideal with the aphasic or
unconscious patient, and families are
often left behind due to visitation re-
strictions. The other option is to don
PPE for every stroke alert, although
this then runs into institutional issues
of PPE policy and availability. In the
post-acute phase, the question of the
virus can linger. Often in our young
patients we look for unusual, inflam-
matory causes for why an otherwise
healthy person without vascular risk
factors would have a stroke. Should
COVID-19 be on that differential now?
Should it be on the differential for ev-
ery stroke patient, even if they are el-
derly with diabetes and hypertension?
Just as SARS-CoV-2 seems to have
seeded into numerous aspects of daily
life, it has made its way into the dai-
ly routine of the Neurologist. For the
Vascular neurologist presented with an
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atypical vasculopathy causing stroke,
maybe ask the patient again about re-
cent sick contacts and travel history.
For the Neuro-intensivist having diffi-
culty weaning a Guillain-Barre patient
from the ventilator, maybe that preced-
ing febrile illness was something other
than Campylobacter. For the consul-
tant general neurologist asked to see
a patient with acute ataxia or cranial
neuropathy, take another look at that
chest x-ray in the ER. The novel coro-
navirus has made its way into the list of
differential diagnoses for new neuro-
logical complaints, even in the absence
of typical respiratory symptoms, and
this is likely to remain the case for an
exceptionally long time.
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BACKGROUND

Fragile X Ataxia Syndrome (FXTAS) OMIM#300623, is a
genetic disorder caused by a mutation in the FMR1 gene
inherited through an X-linked mechanism with incomplete
penetrance. This is a distinct entity from Fragile X Syn-

drome. Fragile X Syndrome is primarily a pediatric disorder

whereas FXTAS occurs in late adulthood. The symptoms
and MRI abnormalities of FXTAS overlap with many other
disorders which can make it difficult to diagnose. It is

important for neurologists to be aware of this condition and

its diagnostic criteria.

CASE REPORT

A 60-year-old male diagnosed with multiple sclerosis
was seen in May 2019 for a second opinion regarding MS.
Symptoms started approximately 13 years prior when he
had intense right shoulder pain and neck spasms. He had
shoulder surgery which did not help. He then developed
symptoms of right arm weakness and tremors 1 or 2 years
later. At that time, he believed he had a middle cerebellar
peduncle lesion. He saw an MS specialist who diagnosed
him with clinically isolated syndrome. The results of his
lumbar puncture were reportedly normal.

He developed gradually progressive intentional tremors
and pain. He described a constant dull muscle ache, wors-
ened by exertion. He suffered progressive imbalance with
two or three falls in the previous year. He saw two more MS
specialists who concurred on the diagnosis of MS and he
was started on ocrelizumab in 2018. Although he felt it may
have helped subjectively, he had infusion reactions causing
pain and spasms resulting in an ER visit. Overall he felt his
symptoms continued to gradually worsen.

His neurological exam was notable for prominent bilateral
intentional tremor and ataxia on finger to nose assessment.
His gait was wide-based and mildly unsteady. He also had
pes cavus bilaterally. Brain MRI findings from April 2019
are shown in figure 1. The fragile X ataxia genetic test was
ordered, the results of which showed 107 CGG repeats in
the FMRI gene (Mayo Clinic Laboratories).

The patient’s mother requested to be tested as well. She
is 89 year old who is generally in good health, ambulating
without any gait assistance. She has had a mild left sided
intention tremor and chronic neck pain. The results of her
genetic testing showed 60 CGG repeats in the FMRI gene.
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Fragile X Ataxia Syndrome Misdiagnosed as Multiple
Sclerosis. A Case Report and Review of the Literature

Arun Nagaraj, MD, Texas Neurology and Raphael Schiffmann, MD,
Baylor Scott & White Research Institute, Dallas
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Figure 1. Brain MRI with FLAIR
sequences shows a) FLAIR
hyperintensities of the bilateral
middle cerebellar peduncles, b)
diffuse involvement of the entire
corpus callosum seen on the
midsagittal section, ¢) the anterior
portion and splenium of the corpus callosum with d) more diffuse superior
subcortical white matter involvement,

FXTAS CLINICAL FEATURES

Typical symptoms of FXTAS include ataxia, neuropsychi-
atric symptoms, and intentional tremor. Neuropathic pain is
also common and is often an early symptom as well. This is
sometimes associated with neuropathy. This pain is frequently
debilitating and can be mislabeled as fibromyalgia.

Cognitive decline and memory problems are often seen.
Depression can be severe. Symptom onset is variable and
typically gradual in nature. In one case series, the average age
of symptom onset for FXTAS was 60.6 years.' Other associated
findings include parkinsonian features, vertigo, and tinnitus.
Prognosis is variable and the median life expectancy after
symptom onset in one review was 21 years.® Higher CGG re-
peat length/repeat number correlates with worsening severity
of ataxia. ’
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