Resident Supervision

Resident Supervision
Content Owner: Rebecca England
What You Will Learn

This course is important to you as it provides the requirements pertaining to the supervision of residents to include procedural as well as documentation requirements.  It is mandatory for all attending physicians and housestaff.

At the conclusion of this training program, you will be able to:

· Explain the principles of current VA Resident Supervision guidelines (VHA Handbook 1400.1)

· Identify setting specific documentation requirements for resident supervision

· State the requirements for local monitoring

· List specific responsibilities of attending physicians and housestaff

Background and History

1999 – 2003
VA adopted and followed all documentation (i.e. Medicare PATH) and supervision standards identical to the private sector.

April 2003
VA requests, and receives, an exemption from Medicare's Teaching Physician Rules (PATH) based on:

· Teaching physician rules were intended to prevent fraud and overpayments related to GME support had been paid by CMS

· Department of VA medical facilities do not receive either direct or indirect medical education funds from CMS, therefore VA can submit claims for care provided by residents in a properly supervised environment without regard to PATH guidelines

CMS Ruled:
· Teaching physician rules are not applicable to VA

· VA Resident Supervision handbook appropriately addresses supervision for educational purposes while CMS teaching physician rules were related to Medicare payments, and VA does not bill Medicare

· VA can bill for care provided by residents in a properly supervised environment

Scope

The provisions of the Resident Supervision Handbook are applicable to patient care service including, but not limited to, inpatient care, outpatient care, community and long-term care, emergency care, and the performance and interpretation of diagnostic and therapeutic procedures.

Supervising practitioners are responsible for the care provided to each patient, and must be familiar with each patient for whom they are responsible.  Fulfillment of this responsibility requires Personal involvement with each patient and each resident who is participating in the care of the patient.
Personal involvement means - 
· Each patient must have a supervising practitioner whose name is identifiable in the patient record

· Appropriately privileged supervising practitioner is available for supervision during clinic hours

· Patients followed in more than one clinic must have an identifiable supervising practitioner for each clinic

Electronic Signature

VA's electronic health record (CPRS – Computerized Patient Record System) defines three types of electronic signatures in VHA Handbook 1907.1, Health Information Management and Health Records:

1. A "signer" is the author of the document.

2. A "co-signer" is the supervising practitioner.  A co-signer may also be a Service Chief, or designee, as defined by the organization's by-laws and/or policies.

3. "Identified Signer" and/or "additional signer" (synonymous) – this is only a communication tool used to alert a clinician about information pertaining to the patient.

NOTE:  Being identified as an additional signer does not constitute a co-signature. This nomenclature in no way implies responsibility for the content of or concurrence with the note.

Responsibilities

The supervising practitioner is responsible for, and must be personally involved in, the care provided to individual patients in a variety of settings.

When a resident is involved in the care of the patient, the responsible supervising practitioner must continue to maintain a personal involvement in the care of the patient.


The term Resident assigns responsibility for the specifics outline in VHA handbook 1400.1 to individuals engaged in a graduate training program in:

· Medicine (including all specialties)

· Dentistry

· Podiatry

· Optometry

· Interns

· Fellows

Each resident is responsible for communicating significant patient care issues to the supervising practitioner, and this communication must be documented in the record.

Graduated Levels of Responsibility

As residents progress through their training program, residents earn progressive responsibility for the care of the patient.

It is the decision of the supervising practitioner as to which activities the resident will be allowed to perform within the context of the assigned levels of responsibility.

Activities that are considered a part of the normal course of patient care, and require no additional documentation on the part of the supervising practitioner – over and above standard setting specific documentation guidelines include ordering lab studies, radiology studies, pharmaceuticals, therapeutic procedures, and certifying/recertifying treatment plans.
Documentation and other Setting Specific Requirements

The medical record must clearly demonstrate the involvement of the supervising practitioner in each type or resident patient encounter.

Documentation of supervision must be entered by the supervising practitioner or reflected within the resident progress note or other appropriate medical record entry.

Four types of documentation of resident supervision are allowed, the type allowed varies according to clinical setting and kind of patient encounter.  Setting specific requirements are presented in detail later in the training.
The four types of documentation are - 
1. Progress note or other entry into the medical record by the supervising practitioner

2. Addendum to the resident progress note by the supervising practitioner

3. Co-signature of the progress note or other medical record entry by the supervising practitioner.

4. Resident progress note or other medical record entry documenting the name of the supervising practitioner with whom the case was discussed, a summary of the discussion, and a statement of the supervising practitioner's oversight responsibility with respect to the assessment or diagnosis and/or the plan for evaluation and/or treatment.

Please Note: The supervising practitioner's co-signature signifies that the supervising practitioner has reviewed the resident note, and absent an addendum to the contrary, concurs with the content of the resident note or entry.

Other Important Facts

Pathology and radiology reports are required to be verified by a supervising practitioner.

There are four situations which require an independent note or addendum by the supervising practitioner:

1. Inpatient admission

2. Extended Care admission

3. Pre-operative/procedure assessment

4. Interward/Interservice Transfer (including ICU)

The frequency of documentation of involvement of the supervising practitioner depends upon the setting and the patient’s condition.  Additionally, the timeframe for signing or co-signing the medical records is delineated by local facility policies and medical staff by-laws.

All VISN 9 facilities are expected to have daily (inpatient) documentation of supervising practitioner involvement, including holidays and weekends, for all acute care admission.  The only exception is for patients admitted or transferred to Intermediate Care.

Inpatient Care

Inpatient Admission/Initial Note

The supervising practitioner must physically meet, examine, and evaluate the patient within 24 hours of admission, including weekends and holidays.

Documentation of the supervising practitioner's findings and recommendations regarding the treatment plan must be in the form of an independent progress note or addendum to the resident's note.  This must be entered into the medical record by the end of the next calendar day following admission.

Continuing Care/Subsequent Care of Inpatients
Any of the four types of documentation are acceptable.  

Use of a "Daily" progress note title is strongly recommended because:

· The notes are easily identifiable amongst other specialty notes

· Documentation and/or authentication requirements are met when a stipulation of co-signature is placed on the note

· For example – Medicine Daily Note (used for inpatients) – the progress note title created by Medicine Service for resident's to document daily progress notes.  A business rule has been written that requires a co-signer be designated for this progress note.

Documentation Tips for Residents

Resident inpatient progress notes must document:

· Name of the supervising practitioner

· Summary of the discussion, and

· Statement of the supervising practitioner's oversight responsibility with respect to diagnosis and/or assessment and plan

An example of acceptable documentation is
"Discussed case with Dr. X, who agrees with the assessment and plan".

An unacceptable note for inpatient would be

"Case discussed with attending" (this has no mention of "who" the attending is – and absence of any of the other 3 methods identifying the attending, this would be a deficiency.

Discharge
The supervising practitioner, in consultation with the resident, ensures that the discharge of the patient from an inpatient service of the medical center is appropriate and based on the specific circumstances of the patients diagnosis and therapeutic regimen.

Evidence of this assurance must be documented by the supervising practitioner's co-signature of the discharge summary, discharge instructions, and/or discharge note.

Transfer from One Inpatient Service to Anther, or Transfer to a Different Level of Care (Inter-Service/Inter-Ward Transfer)
The supervising practitioner from the transferring service must be involved in the decision to transfer the patient.


The supervising practitioner from the "receiving" service must treat the patient as a new admission and "MUST" write an independent note or an addendum to the resident's transfer acceptance note.  This includes transfers in/out of ICUs and Extended Care units.

What does this mean?

1. Supervising practitioner must meet and examine the patient within 24 hours of transfer/acceptance

2. Supervising practitioner must document the meeting/assessment by the end of the calendar day following transfer/acceptance.

Are there any exceptions?

YES!  Whenever the SAME supervising practitioner is responsible for the patient across different levels of care.

Intensive Care Units (ICU)
Supervising practitioner must physically meet, examine and evaluate the patient as soon as possible, but no later than 24 hours after admission/transfer to ICU, including weekends and holidays.

Admission note/addendum to resident's ICU admission/transfer note is required within 1 day of admission to ICU.


The supervising practitioner is expected to have daily, or more frequent, involvement in the care of patients in an ICU unit.  Any of the four methods/types of resident supervision documentation are acceptable to show evidence of this involvement.
Outpatient Care

The VHA resident supervision policy requires the physical presence of an attending/supervising practitioner in the outpatient clinic continuously during clinic hours.  As clarified by VHA, Office of Academic Affairs, intermittent presence of an attending in the clinic does not meet the stipulations contained in Handbook 1400.1.
New Patients
In VA, there are several definitions of a "new patient", two of these are important to differentiate related to resident supervision.  Regardless of the following definitions, all new patients need to be seen by or discussed with the supervising practitioner.

If a patient is "New to the Facility”, this only occurs once, this is their first encounter at this specific VA Medical Center:

· New patients, which are new to the facility, require documentation of supervising practitioner involvement by 1) independent note, 2) addendum, or 3) resident documentation of attending involvement.  Co-signature is NOT acceptable.
If a patient HAS been seen at your facility previously (other than just in the ER), they are NOT "New to the Facility".  The patient may still be classified as "NEW" for coding purposes as defined by the American Medical Association (AMA) in the Evaluation and Management coding guidelines contained within the CPT-4 book instructions new vs. established patient.

· In this scenario, Co-signature IS acceptable by the attending of the resident's progress note, in addition to the other 3 methods of attending supervision documentation.

Continuing Care/Established Patient in Outpatient Setting
The supervising practitioner must be identifiable for each resident patient care encounter.  Established patients must be seen by, or discussed with, the supervising practitioner at such a frequency as to ensure that the course of treatment is effective and appropriate.

For established patients, any of the 4 methods of documentation for supervising practitioners is acceptable.

Consultations

Consultation guidelines apply to all settings to include:  Inpatient, Outpatient, and Emergency Departments.

Any of the four types of documentation are acceptable.

Patients must be seen by or discussed with the supervising practitioner.

Extended Care (Nursing Home)

Admission

Each new patient admitted to an extended care facility must be seen by the responsible supervising practitioner within 72 hours of admission.  This must be documented by either:

1. independent note by supervising practitioner

2. addendum to residents note by supervising practitioner

Continued Care

Supervising practitioners must be identifiable for each resident's patient care encounter.  Extended care patients must be seen by and discussed with the attending at such a frequency as to ensure the course of treatment is effective. 

Any of the four (4) types of attending supervision documentation are acceptable.
Emergency Department

The supervising practitioner for the emergency department must be physically present in the emergency department, and each new patient to the emergency department must be seen by or discussed with the supervising practitioner.  NOTE:  These guidelines for Resident Supervision do not apply if the resident is "moonlighting" in the ER and is credentialed for providing care in the ER without supervision.
Documentation of supervising practitioner involvement must be accomplished by:

1. independent note

2. addendum to the resident's note

3. resident documentation of attending involvement

Co-Signature is NOT acceptable for documentation of evidence of resident supervision in the emergency department.
Emergency Department (ED/ER) Consultation (i.e. specialty)

When residents are involved in providing a specialty consultation in the emergency department, the consulting service supervising practitioner is responsible for supervision of these residents.  Residents are expected to contact their supervising practitioner (i.e. in person, via phone, etc) while the patient is in the emergency department to discuss case and develop the plan.  This contact MUST be documented in the resident's progress note.

Evidence of supervising practitioner involvement of an emergency department (specialty) consultation can be accomplished by utilizing any of the four (4) methods of documentation previously discussed.

Operating Room (OR) Procedures

Supervising practitioners must provide appropriate supervision for the patient’s evaluation, management decisions, and procedures.  Determination of the level of supervision is a function of the level of responsibility assigned to the individual resident involved and the complexity of the procedure.

A pre-procedure note, by a supervising practitioner, is required for all OR and same day (ambulatory) surgical procedures, it DOES NOT apply to routine bedside procedures and clinic procedures.

Pre-operative and/or Pre-procedural notes
Supervising practitioner will evaluate the patient and write a pre-operative (pre-procedural) note describing:

· findings of the evaluation

· diagnosis(es)

· treatment plan and/or choice of specific procedure

· discussion with patient/family of risks, benefits, potential complications and alternatives.

This note may be done up to 30 days pre-operatively. 

Staff involvement must be documented not only in the body of the operative/procedure report (VHA Handbook 1907.1), but also in the VistA Surgical Package by use of the following levels:

Level A – Attending doing the operation

Level B – Attending in OR, Scrubbed

Level C – Attending in OR, NOT Scrubbed

Level D – Attending in OR Suite, Immediately Available

Level E – Emergency Care, Attending Notified ASAP (and documentation of such notification in the chart)

Level F – Non-OR Procedure done in OR, Attending Identified

VHA's policy on surgical resident supervision differs from Medicare (CMS) guidelines which state the attending has to be present for "critical" or "key" portions of the surgical procedure.  The MINIMUM level of attending involvement permitted by VHA policy is that the attending has to be in the OR suite (not in the OR) for cases classified to level D; this INCLUDES open and close.
Some examples – 

It would be permissible for the attending surgeon to supervise a level B case in OR #1 and simultaneously supervise a level D case in OR #2.

It is NOT acceptable for an attending to cover/provide supervision of OR cases and outpatient clinics at the same time.

It is NOT acceptable for an attending to allow a resident, no matter what level of graduated level of responsibility is assigned to them, to begin an OR case when the attending is across the street at another hospital "on their way" to the VA OR Suite.
Non-OR Procedures

Routine Bedside/Clinic Procedures

Supervision of routine bedside and clinic procedures is dependent on the setting in which they occur, and documentation standards must follow the setting specific guidelines previously detailed (i.e. inpatient, outpatient, etc.) - any of the 4 methods are acceptable.  Examples of these procedures include:

· skin biopsy

· central & peripheral lines

· paracentesis

· thoracentesis

· lumbar puncture, incision and drainage

Non-Routine, Non-Bedside Diagnostic/Therapeutic Procedures
Non-routine, non-bedside, diagnostic/therapeutic procedures are procedures that require a high level of expertise in their performance and interpretation.  Examples of these procedures include:

· endoscopy

· cardiac catheterization

· invasive radiology

Supervising practitioners are responsible for authorizing the performance of these procedures and MUST be physically present in the procedural area.

Documentation of attending involvement can be any of the four (4) standard methods.

Chemotherapy/Radiation Therapy
The supervising practitioner must be present during the treatment planning (i.e. choice of modality and regimen, dosage or dosimetry determinations, and writing of chemotherapy or radiation therapy orders.

Neither the supervising practitioner nor the resident need to be present during the administration of either since therapy delivery is a function of associated health personnel.

Evaluation and Monitoring Requirements

VHA Handbook 1400.1 and VAMC Memphis Policy Memorandum 11-27, Attending Physician Responsibilities and Supervision of Physician and Dental Housestaff, attachment A, both require local monitors for the following elements for care involving residents:
- Inpatient

- Outpatient

- Procedural 

- Emergency

- Consultative

- Surgical

These locally developed monitors are in addition to other requirements as defined and implemented through Residency Training Programs and External Peer Review Program (EPRP).
Billing for Resident Care

April 2003 ruling from CMS stated that VA can submit claims for care that is provided by residents in a properly supervised environment.

VHA Directive, 2005-054, "Revised Billing Guidance for Services Provided by Supervising Practitioners and Residents" states:

· VHA Handbook 1400.1 is the primary guidance for the documentation of care in VA teaching settings

· All documentation practices at VA facilities will be reviewed, for billing purposes, against the VHA Resident Supervision Policy

Claims to insurance carriers for care provided by residents must:

· Identify the supervising practitioner's name and credentials

· Have modifier "GR" attached to all CPT-4/HCPCS codes in order to distinguish care provided by a resident under the supervision of an attending physician
CPT-4/HCPCS Definition

"GR" – Effective 1/1/2006 - This service was performed in whole or part by a resident at a Department of Veterans Affairs Medical Center or clinic supervised in accordance with VA policy.

Summary

This course reviewed requirements of VHA Handbook 1400.1, Resident Supervision including:

· Responsibilities

· Setting specific documentation requirements

· Allowable methods of documentation

· Monitoring requirements

· Billing guidance

Questions

Refer questions locally to:
· Maureen Wheeler, Chief, Health Information Management.
· Tiffany Casey, Coding/Analysis Supervisor.
· Rebecca England, Compliance & Business Integrity Officer.
· James B. Lewis, Jr., MD, Associate COS, Education.
References

Other references you may wish to visit:

· FAQs on the Office of Academic Affairs website.
· Resident Supervision Pocket Card.
· VHA Handbook 1907.1, Health Information Management and Health Records
· VAMC Memphis Policy Memorandum 11-27, Attending Physician Responsibilities and Supervision of Physician and Dental Housestaff

That concludes this course in Resident Supervision.
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