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Preface

 
Thank you for purchasing Step-by-Step Medical Coding, the leading textbook for medical coding education. This 2016 edition has been carefully reviewed and updated with the latest content, making it the most current textbook for your class. The author and publisher have made every effort to equip you with skills and tools you will need to succeed on the job. To this end, Step-by-Step Medical Coding presents essential information for all major health care coding systems and covers the skills needed to be a successful medical coder. No other text on the market brings together such thorough coverage of the coding systems in one source. 
 
Organization of this textbook

Developed in collaboration with employers and educators, Step-by-Step Medical Coding, 2016 Edition, takes a practical approach to training for a successful career in medical coding. The text is divided into four units covering Reimbursement, ICD-10-CM, CPT and HCPCS, and Inpatient Coding. 
 
Unit 1, Reimbursement, is a chapter that introduces the reimbursement, HIPAA, and compliance processes, noting the connections between coding and reimbursement. 
 
Unit 2, ICD-10-CM, provides an overview of the ICD-10-CM codes and their use in medical coding. A highlight of this unit is the inclusion of the ICD-10-CM Official Guidelines for Coding and Reporting within the chapter text, as they apply to the content. 
 
Unit 3, CPT and HCPCS, begins with an introduction to the CPT manual, followed by an in-depth explanation of the sections found in the code set. Organized by body systems to follow the CPT codes, the chapters include important information about anatomy, terminology, and various procedures, as well as demonstrations and examples of how to code each service. 
 
Unit 4, Inpatient Coding, provides an overview of reporting facility services provided to patients in acute inpatient facilities and the reporting of these services with ICD-10-PCS procedures codes. 
 
NOTE: ICD-9-CM supplemental chapters are located in the Student Resources asset on Evolve. 





Some of the CPT code descriptions for physician services include physician extender services. Physician extenders, such as nurse practitioners, physician assistants, and nurse anesthetists, etc., provide medical services typically performed by a physician. Within this educational material the term “physician” may include “and other qualified health care professionals” depending on the code. Refer to the official CPT® code descriptions and guidelines to determine codes that are appropriate to report services provided by non-physician practitioners. 









Distinctive features of our approach

This book was designed to be the first step in your coding career, and it has many unique features to help you along the way. 
 



■ The repetition of skills in each chapter reinforces the material and creates a logical progression for learning and applying each skill—a truly “step-by-step” approach!
 
■ In-text exercises further reinforce important concepts and allow you to check your comprehension as you read (answers are located in Appendix B). 
 
■ The format for exercise and review answers guides you in the development of your coding ability by including three response variations: 
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■ Quick Checks are located throughout the chapters, providing short follow-up questions after a key concept has been covered to immediately assess learning (answers are located in Appendix C). 
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■ A full-color design brings a fresh look to the material, visually reinforcing new concepts and examples. 
 
■ Medical procedures or conditions are illustrated and discussed in the text to help you understand the services being coded. 
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■ Chapter learning objectives and end-of-chapter review questions help readers focus on essential chapter content (answers are available only in the TEACH Instructor Resources on Evolve). 
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■ Concrete “real-life” examples illustrate the application of important coding principles and practices. 
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■ ICD-10-CM Official Guidelines for Coding and Reporting boxes contain excerpts of the actual guidelines, presenting the official wording alongside in-text discussions. 

■ From the Trenches boxes highlight a different real-life medical coding practitioner in each chapter, with photographs throughout the chapter alongside quotes that offer practical advice or motivational comments. 
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■ Coding Shots contain tips for the new coder. 
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■ CMS RULES boxes highlight correct coding methods as required for Medicare claims. 
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■ Toolbox features are located throughout the chapters, providing scenarios and questions to help apply chapter content to realistic scenarios (answers are located at the bottom of the Toolbox). 
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■ Stop notes halt you for a reality check, offering a brief summary of material that was just covered and providing a transition into the next topic. 
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■ Caution! notes warn you about common coding mistakes and reinforce the concept of coding as an exact science. 
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■ Check This Out! boxes offer notes about accessing reference information related to coding, primarily via the Internet. 
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■ A Coder’s Index is located in the back of the book, providing easy reference when looking for specific codes. 



[image: Image]















Extensive supplemental resources

Considering the broad range of students, programs, and institutions in which this textbook is used, we have developed an extensive package of supplements designed to complement Step-by-Step Medical Coding. Each of these comprehensive supplements has been developed with the needs of both students and instructors in mind. 
 
Student online activities

The online activities supplement the text with 47 chapter activities and 25 coding cases. The variety of activity styles include multiple choice, fill in the blank, matching, and coding exercises. These activities will reinforce material learned in the text and offer students another study tool. Answers are available only in the TEACH Instructor Resources on Evolve. 
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Student workbook

The fully updated workbook supplements the text with more than 1250 questions and terminology exercises, including over 90 original source documents to familiarize the user with documents he or she will encounter in practice. (Odd-numbered answers are located in Appendix B, and the full answer key is available only in the TEACH Instructor Resources on Evolve.) Reports are included in a variety of areas, including arthroscopy, muscle repair, thoracentesis, tubal ligation, and endarterectomy. The workbook questions also follow the same answer format of the main text, improving coding skills and promoting critical thinking. 
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TEACH instructor resources on evolve

No matter what your level of teaching experience, this total-teaching solution will help you plan your lessons with ease, and the author has developed all the curriculum materials necessary to use Step-by-Step Medical Coding in the classroom. Instructors can download: 
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■ All answers to the textbook, online activities, and workbook exercises. 
 
■ Extra coding cases with answers. 

■ Course calendar and syllabus. 

■ Curriculum with TEACH lesson plans. 

■ Ready-made tests for easy assessment. 

■ Test bank in ExamView. The ExamView test generator will help you quickly and easily prepare quizzes and exams, and the test banks can be customized to your specific teaching methods. 

■ Comprehensive PowerPoint collection that can be easily customized to support your lectures, formatted with PowerPoint as overhead transparencies, or formatted as handouts for student note-taking. 

■ Interactive PowerPoint slides. 





Evolve learning resources

The Evolve Learning Resources offer helpful material that will extend your studies beyond the classroom. 
 
Official Guidelines for Coding and Reporting, Code Updates, and Chapter WebLinks offer you the opportunity to expand your knowledge base and stay current with this ever-changing field. Extra Coding Cases, ICD GEMs files, and Coding Tips are also available to check your understanding. 
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A Course Management System is also available free to instructors who adopt this textbook. This web-based platform gives instructors yet another resource to facilitate learning and to make medical coding content accessible to students. In addition to the Evolve Learning Resources available to both faculty and students, there is an entire suite of tools available that allows for communication between instructors and students. 
 
To access this comprehensive online resource, simply go to the Evolve home page at http://evolve.elsevier.com and enter the user name and password provided by your instructor. If your instructor has not set up a Course Management System, you can still access the free Evolve Learning Resources at http://evolve.elsevier.com/Buck/step/. 



30-day access to TruCode® encoder essentials

As an additional bonus feature, we have included 30-day access to TruCode® Encoder Essentials. Directions and an access code can be found on the inside front cover of this text. 
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Practice exercises have been provided for extra practice using TruCode® and are located in the TruCode® Resources folder on Evolve (Answers to the practice exercises are only available in the TEACH Instructor Resources). 
 
NOTE: It is recommended that you only activate your TruCode® Encoder Essentials access after you have completed all of the text exercises using your print coding manuals. 



Step-by-step medical coding online

Designed to accommodate diverse learning styles and environments, Step-by-Step Medical Coding Online is an online course supplement that works in conjunction with the textbook to provide you with a wide range of visual, auditory, and interactive learning materials. The course amplifies course content, synthesizes concepts, reinforces learning, and demonstrates practical applications in a dynamic and exciting way. As you move through the course, interactive exercises, quizzes, and activities allow you to check your comprehension and learn from immediate feedback while still allowing you to use your textbook as a resource. Because of its design, this course offers students a unique and innovative learning experience. 
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Introduction

 
The number of people seeking health care services has increased as a result of an aging population, technologic advances, and better access to health care. At the same time, there is an increase in the use of outpatient facilities. This increase is due in part to the government’s tighter controls over patient services. The government continues to increase its involvement in and control over health care through reimbursement of services for Medicare and Medicaid patients. Other insurance companies are following the government’s lead and adopting reimbursement systems that have proved effective in reducing third-party payer costs but place further pressure on the health care system. 
 
Health care in America has undergone tremendous change in the recent past, and more changes are promised for the future. These changes have resulted in an ever-increasing demand for qualified medical coders. The Bureau of Labor Statistics states that employment of medical records and health information technicians “is projected to grow 22 percent from 2012 to 2022, much faster than the average for all occupations. The demand for health services is expected to increase as the population ages.”1
 
There is also an increase in the number of medical tests, treatments, and procedures, as well as an increase in claims review by third-party payers. Credentialed coders are on average paid more than the non-credentialed coder. According to the 2014 AAPC Salary Survey (which was the latest available upon publication of this text) the overall average salary for a coder is $50,755!2 Figure 1 illustrates the earnings by region; Figure 2 shows salary by job responsibility; and Figure 3 charts salary by workplace. The COC™ (formerly CPC-H®), the hospital outpatient certification, pays more ($57,680) than the CPC®, the physician outpatient certification ($50,030)2. Coders working in a solo practice and small group practices earn on the lower end at $45,851, while coders working in health systems earn on the higher end at $54,186.2 Further information can be obtained about the AAPC and the certifications offered by the organization at www.aapc.com. 



 From the Trenches
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“Coding can really open doors to a variety of things. You’re not tied into one job—there are many roads you can take and many things you can do with a coding background.”

 MARIA
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 FIGURE 1Salary by Region.(Modified from Dick MA, Momeni R: AAPC's 2014 Salary Survey: See How Your Salary Stacks Up, Healthcare Business Monthly 2[1]:46,
2015, AAPC.)
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 FIGURE 2Salary by Job Responsibility.(Modified from Dick MA, Momeni R: AAPC's 2014 Salary Survey: See How Your Salary Stacks Up, Healthcare Business Monthly 2[1]:45, 2015, AAPC.)
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 FIGURE 3Salary by Workplace.(Modified from Dick MA, Momeni R: AAPC's 2014 Salary Survey: See How Your Salary Stacks Up, Healthcare Business Monthly 2[1]:45, 2015, AAPC.)









[image: Image] Be sure to check your free Evolve student resources for updated salary figures. Go to the Course Documents section, click Resources, then click Content Updates – Student. 
 
The American Health Information Management Association (AHIMA) is a health care organization that offers the Certified Coding Specialist—Physician-based (CCS-P) certification. The AHIMA 2012 Salary Study (which was the latest available upon publication of this text) indicated “The overall 2012-year ending average salary across all AHIMA Salary Survey respondents . . . came in at approximately $65,963.”4 Figure 4 illustrates the average salary by work setting. Figure 5 illustrates the average salary by job level. Figure 6 illustrates the average salary for coders by credential. Further information about AHIMA and the certifications offered can be accessed at the organization’s website, www.ahima.org. 
 
Medical coding is far more than assigning numbers to services and diagnoses. Coders abstract information from the patient record and combine that information with their knowledge of reimbursement and coding guidelines to optimize physician payment. Coders have been called the “fraud squad” because they optimize but never maximize and code only for services provided to the patient that are documented in the medical record. 
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 FIGURE 4Average Salary by Work Setting.(AHIMA 2012 Salary Survey, Courtesy of the American Health Information Management Association)
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 FIGURE 5Average Salary by Job Level.(AHIMA 2012 Salary Survey, Courtesy of the American Health Information Management Association)
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 FIGURE 6Average Salary by Credential.(AHIMA 2012 Salary Survey, Courtesy of the American Health Information Management Association)











 From the Trenches
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“You need to be committed. . . . Be prepared to spend some time and effort to study and work hard. Do whatever you have to do to get your foot in the door.”

 BARBARA







[image: Image] Be sure to check your free Evolve student resources for updated salary figures. Go to the Course Documents section, click Resources, then click Content Updates – Student. 
 
According to Healthcare Business Monthly, “AAPC’s 2014 Salary Survey proves that it’s a good time to be working on the business side of healthcare. Employment opportunities continue to rise for members, especially for apprentices . . . salaries are increasing across the board . . . ”3 There is a demand for skilled coders, and you can be one of those in demand. Put your best efforts into building the foundation of your career, and you will be rewarded for a lifetime. 
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Reimbursement

Outline


1.  Reimbursement, HIPAA, and compliance



 



Chapter 1




Reimbursement, HIPAA, and compliance
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“You will probably feel a bit ‘lost’ in the beginning, but don’t let that slow you down! You are learning to identify the little pieces to a big puzzle. Wait until the puzzle is completed before deciding if you like the ‘big picture’; you will be greatly rewarded.”





Beverly Comsa, CPC




 HealthCare Training Manager 


 New Horizons Learning Center 


 Anaheim, California 






Chapter topics

 
Introduction 

Basic Structure of the Medicare Program 

Health Insurance Portability and Accountability Act 

Federal Register 

Outpatient Resource-Based Relative Value Scale (RBRVS) 

Medicare Fraud 

Managed Health Care 

Chapter Review 
 

 


Learning objectives


After completing this chapter you should be able to 

 1 Distinguish among Medicare Parts A, B, C, and D. 

 2 Interpret rules of the Health Insurance Portability and Accountability Act (HIPAA). 

 3 Locate information in the Federal Register. 

 4 Explain the RBRVS system. 

 5 Understand the framework of Medicare Fraud programs. 

 6 Identify the major components of Managed Health Care.
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 Introduction

Coding systems are used in the outpatient and inpatient health care settings. Each of the coding systems plays a role in the reimbursement of patient health care services. As a medical coder, it is your responsibility to ensure that you code accurately and completely to optimize reimbursement for services provided. To accomplish this, you not only need to know the coding systems but also the environment in which the modern medical office functions.
 
Medical advances allow people to live longer and healthier lives than ever before. In 2012, the Administration on Aging (AOA) of the Department of Health and Human Services published a population survey that indicated “The population 65 and over has increased from 35.5 million in 2002 to 43.1 million in 2012 (a 21% increase) and is projected to more than double to 92 million in 2060 . . . People 65+ represented 13.7% of the population in the year 2012 but are expected to grow to be 21% of the population by 2040. The 85+ population is projected to triple from 5.9 million in 2012 to 14.1 million in 2040.”1 The elderly compose the fastest growing segment of our population, and this growth will place additional demands on health care providers and facilities.
 
The Administration for Community Living (ACL) reports in its Fiscal Year 2016 Justification of Estimates for Appropriations Committees, “The U.S. population over age 60 is projected to increase by 20 percent between 2014 and 2020, from 64.8 million to 77.6 million. The number of seniors age 65 and older with severe disabilities – defined as 3 or more limitations in activities of daily living – that are at greatest risk of nursing home admission, is projected to increase by more than 20 percent by the year 2020. The 2010 census puts the total number of Americans with disabilities at 56.7 million people, of which over 12 million required assistance with activities of daily living or instrumental activities of daily living.”2
 
According to the National Health Expenditure (NHE) Projections 2010-2020 report, “Over the projection period (2010-2020), average annual health spending growth (5.8 percent) is anticipated to outpace average annual growth in the overall economy by 1.1 percentage points (4.7 percent). By 2020, national health spending is expected to reach $4.6 trillion and comprise 19.8 percent of GDP.”3 The number of persons enrolled in government health programs will increase as the enrollment in private health programs will decrease as the aging population enrolls in Medicare and as the government expands its ever increasing control over the national health care sector.
 
Increasing numbers of elderly people, technologic advances, and improved access to health care have increased consumer use of health care services. As more people utilize health care services, coding becomes even more important to appropriate reimbursement and cost control.
 
As a coder, it is your responsibility to ensure that the data reported are as accurate as possible, not only for classification and study purposes but also to obtain appropriate reimbursement. Ethical issues will arise and will require attention by coding personnel. Guidelines must always be followed in the assignment of codes. Instruction from internal and external sources (e.g., administration, review organizations, third-party payers) that may increase reimbursement but conflict with coding guidelines must be discussed and resolved.
 
Reimbursement usually comes from third-party payers. By far, the largest third-party payer is the government through the Medicare program. Because the Medicare program plays such an important role in reimbursement, the rules and regulations that govern Medicare reimbursement will be the first topic of study.



 Basic structure of the medicare program

The Medicare program was established in 1965 with the passage of the Social Security Act. The Medicare program dramatically increased the involvement of the government in health care and consists of Part A (Hospital Insurance) and Part B (Supplemental Medical Insurance). Part A pays for the cost of hospital/facility care, and Part B pays for physician services and durable medical equipment not paid for under Part A. Part A insurance also helps to cover hospice care and some care services that are rendered in the home.
 
Medicare was originally designed for people 65 and over. In 1972 people who were eligible for disability benefits from Social Security were also covered under the Medicare program, along with those patients experiencing end-stage renal disease. Individuals covered under Medicare are termed beneficiaries.
 
The Secretary of the Department of Health and Human Services (DHHS) is responsible for the administration of the Federal Medicare program. Within the Department, the operation of Medicare is delegated to the Centers for Medicare and Medicaid Services (CMS), formerly the Health Care Financing Administration (HCFA). The funds to run Medicare are generated from payroll taxes paid by employers and employees. The Social Security Administration is responsible for collecting and handling the funds. CMS’s function is to promote the general welfare of the public, and its stated mission and vision are:
 






CMS’s mission is to serve Medicare & Medicaid beneficiaries.
 
The CMS vision is to become the most energized, efficient, customer friendly Agency in the government. CMS will strengthen the health care services & information available to Medicare & Medicaid beneficiaries & the health care providers who serve them.4




 
CMS handles the daily operation of the Medicare program through the use of Medicare Administrative Contractors (MACs) (formerly Fiscal Intermediaries, FIs). The MACs do the paperwork for Medicare and are usually insurance companies that bid for a contract with CMS to handle the Medicare program in a specific area. The monies for Medicare flow from the Social Security Administration through the CMS to the MACs and, finally, are paid to beneficiaries and providers.
 
Originally, CMS proposed 15 Part A and B MACs (Fig. 1-1) and 4 Durable Medical Equipment (DME) MACs (Fig. 1-2). CMS now believes that the efficiency and effectiveness of its contracted Medicare claims operations can be further increased by consolidating some of the smaller A/B MAC workloads to form larger A/B MAC jurisdictions, further reducing the size range among the A/B MACs. CMS believes that reducing the number of A/B MAC contracts to ten will improve the efficiency and effectiveness of CMS’s internal MAC procurement and contract administration process. The jurisdictions will have their names changed from numbers ( Jurisdiction 1) to letters ( Jurisdiction E) as shown in Fig. 1-1.5
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FIGURE 1–1Part A and B MAC Jurisdictions. 
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FIGURE 1–2Durable Medical Equipment (DME) Jurisdictions. 





 
As of March 2014, three of the planned consolidations have been completed, with the final two delayed up to one additional MAC procurement cycle (five years) in order for CMS to evaluate the current trends in Medicare Contracting reform. When complete, CMS will have consolidated the A/B MAC workloads to form five consolidated A/B MAC contracts.5 


■  A/B MAC Jurisdictions 2 and 3 have already been combined to form A/B MAC Jurisdiction F (Alaska, Washington, Oregon, Idaho, North Dakota, South Dakota, Montana, Wyoming, Utah, and Arizona)

■  A/B MAC Jurisdictions 4 and 7 have already been combined to form A/B MAC Jurisdiction H (Louisiana, Arkansas, Mississippi, Texas, Oklahoma, Colorado, and New Mexico)

■  A/B MAC Jurisdictions 5 and 6 will be combined to form A/B MAC Jurisdiction G (Minnesota, Wisconsin, Illinois, Kansas, Nebraska, Iowa, and Missouri)

■  A/B MAC Jurisdictions 8 and 15 will be combined to form A/B MAC Jurisdiction I (Kentucky, Ohio, Michigan, and Indiana)

■  A/B MAC Jurisdictions 13 and 14 have already been combined to form A/B MAC Jurisdiction K (New York, Connecticut, Massachusetts, Rhode Island, Vermont, Maine, and New Hampshire)6



CMS intends to re-compete five A/B MAC contracts/jurisdictions based on their present area boundaries, which will not be increased or reduced in size by CMS’s consolidation strategy. 


■  A/B MAC Jurisdiction E (California, Hawaii, Nevada, Pacific Islands)

■  A/B MAC Jurisdiction N (Florida, Puerto Rico, U.S. Virgin Islands)

■  A/B MAC Jurisdiction J (Alabama, Georgia, Tennessee)

■  A/B MAC Jurisdiction M (North Carolina, South Carolina, Virginia, West Virginia)

■  A/B MAC Jurisdiction L (Delaware, Maryland, Pennsylvania, New Jersey, Washington DC)6



Physicians, hospitals, and other suppliers that furnish care or supplies to Medicare patients are called providers. Providers must be licensed by local and state health agencies to be eligible to provide services or supplies to Medicare patients. Providers must also meet various additional Medicare requirements before being eligible for payments.
 
Medicare pays for 80% of allowable charges, and the beneficiary pays the remaining 20% for office visits to a health care provider. The beneficiary pays deductibles, premiums, and coinsurance payments. (The 2015 deductible for Part A is $1260 per hospital stay of 1-60 days and for Part B, $147.)7 The coinsurance is the 20% that Medicare does not pay. Often, beneficiaries have additional insurance to cover out-of-pocket expenses or non-covered services. 





	Beneficiary Pays: 	Deductible, premiums, coinsurance (20%), 100% of non-covered services



	Medicare Pays: 	Covered services (80%)







As of January 2011, the Affordable Care Act waived the Part B deductible and the 20 percent coinsurance for a grade A (strongly recommended) or grade B (recommended) preventative services or the annual wellness examination.
 
The maximum out-of-pocket amounts are set each year according to formulas established by Congress and published in the Federal Register. New amounts usually take effect each January 1.
 
 Quality improvement organizations (QIOs)

Claims sent in by the providers of services are processed by MACs according to Medicare guidelines. QIOs providers were previously termed PROs (Peer Review Organizations). Under the direction of CMS, the Quality Improvement Organizations program consists of a national network of QIOs, responsible for each state, territory, and the District of Columbia. QIOs work with consumers and physicians, hospitals, and other caregivers to refine care delivery systems to make sure patients get the right care at the right time, particularly patients from underserved populations. Providers can sign a Quality Improvement Organizations (QIOs) agreement with a MAC to accept assignment on all claims submitted to Medicare. When a provider accepts assignment, the provider agrees to accept the Medicare allowable for services provided. The provider also agrees not to bill the patient for the difference between what the service costs and what Medicare allows. For example, a QIO provider renders a service that costs $100 and bills Medicare for the service; Medicare allows $58, and the provider accepts the Medicare payment as payment in full. Now, you are probably asking yourself why anyone would agree to this. The patient does not pay the $42 difference, nor does Medicare. The amount is written off by the provider as if the service really cost only $58. This is a good deal for Medicare and the patient, but what about the provider? Why would a provider agree to decreased payments? Incentives have been established to encourage providers to become QIO providers. Congress has mandated the following incentives:
 


 For QIO providers:




■  Direct payment is made to the provider on all claims.

■  A 5% higher fee schedule than that for non-QIO providers.

■  Faster processing of claims.

■  The provider’s name is listed in the QIO directory, which is made available to each Medicare patient, along with identification as a QIO provider who accepts assignment on all claims.

■  Hospital referrals for outpatient care must provide the patient with the name and address of at least one QIO provider.





 For non-QIO providers:




■  Payment goes to the patient on all claims.

■  A 5% lower fee schedule than that for QIO providers.

■  Slower processing of claims is the norm.

■  A statement on the Medicare Summary Notice (MSN) sent to the patient reminds the patient that the use of a participating physician will lower out-of-pocket expenses.





 For QIO:




■  A bonus is offered for each recruited and enrolled QIO provider.



There are incentives for providers to participate in the Medicare program! These incentives are backed by Congress. Currently, more than half of all physicians in the nation are participating providers.




 




 Part A: Hospital insurance

Hospitals report Part A services by using diagnosis codes and procedure codes that together determine Medical Severity-Diagnosis Related Groups (MS-DRG) assignment. You will be learning more about MS-DRGs in Chapter 27 of this text.
 
Beneficiaries are automatically eligible for Part A, hospital insurance, when they are eligible for Medicare benefits.
 
During a hospital inpatient stay, Part A pays for a semiprivate room (two to four beds), meals and special diet, plus all other medically necessary services except personal-convenience items and private-duty nurses. Also covered are general nursing, drugs as part of the inpatient treatment, and other hospital services and supplies. Part A can also help pay for inpatient care in a Medicare-certified skilled nursing facility if the patient’s condition requires daily skilled nursing or rehabilitation services that can be provided only in a skilled nursing facility. Skilled nursing care means care that can be performed only by or under the supervision of licensed nursing personnel. Skilled rehabilitation services may include such services as physical therapy performed by or under the supervision of a professional therapist. The skilled nursing care and skilled rehabilitation services received must be based on a physician’s orders. Part A pays for a semiprivate room in the skilled nursing facility, plus meals, nursing services, and drugs.
 
Part A can pay for covered home health care visits from a participating home health agency. The visits can include part-time skilled nursing care and physical therapy or speech therapy when the services are approved by a physician.
 
Hospice provides relief (palliative) care and support care to terminally ill patients. Part A also pays for hospice care for terminally ill patients when a physician has certified that the patient is terminally ill and is expected to live 6 months or less if the disease runs its normal course. Further, the patient has elected to receive care from a hospice rather than the standard Medicare benefits, and the hospice is Medicare-certified. Items covered include nursing services, physician services, services of a home health care aide, homemaker services, medical supplies, counseling, and any other item or service, which is specified in the plan and for which payment may otherwise be made under this title.8



 Part B: Supplementary insurance

Part B is not automatically provided to beneficiaries when they become eligible for Medicare. Instead, beneficiaries must purchase the benefits with a monthly premium. Part B helps pay for medically necessary professional services, outpatient hospital services, home health care, and a number of other medical services and supplies that are not covered by Part A. Beneficiaries pay a premium each month. There are circumstances in which the premium may vary. If Medicare recipients do not sign up for Medicare when they become eligible, they will be penalized. The cost of enrolling in Medicare will increase by 10% each year that they could have obtained coverage, unless they qualify under a special case. The penalty will be in effect as long as they retain coverage. These Part B services are reported using diagnosis codes, CPT codes for the procedure (service), and HCPCS codes (National Level II codes) for the additional supplies and services.



 Part C: Medicare advantage organizations

Medicare Part C is also known as Medicare Advantage Organizations (formerly Medicare + Choice) and is a set of health care options from which Medicare beneficiaries can choose their health care providers. The options available under Part C are: 


■  Health Maintenance Organization (HMO)

■  Preferred Provider Organization (PPO)

■  Private Fee-for-Service Plan (PFFS)

■  Special Needs Plan (SNP)

■  Medical Savings Account (MSA)

■  HMO Point of Service (HMOPOS)



Medicare Advantage Plans may offer the option to purchase additional benefits, such as vision, hearing, dental, and/or health and wellness programs, and prescription drug coverage that the original Medicare does not offer. The managed plan, such as an HMO, has a contract to deliver Medicare services under the plan and provides the same services to all beneficiaries enrolled under Part C. The beneficiary is still under the coverage of Medicare but has opted to utilize a different way of receiving services.



 Part D: Prescription drugs

The Medicare Prescription Drug, Improvement, and Modernization Act of 2003 (MMA) (Pub. L. 108–173, enacted December 8, 2003) established a prescription drug benefit under Part D of the Medicare program. On January 1, 2006, Medicare beneficiaries could enroll in the Medicare prescription drug plan (Part D) and choose between several plans that offered drug coverage. Medicare beneficiaries are charged a premium each month to be a member of these plans and receive the Medicare Part D drug benefit, pay a deductible, and a copayment. 





[image: Image]QUICK CHECK 1-1
 

Match the Medicare part(s) with the correct phrase(s) below. 

 
 


	

 a. Part A




	

 b. Part B




	

 c. Part C




	

 d. Part D
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 1.  Automatic coverage under Social Security _____

 2.  Optional coverage under Social Security _____

 3.  Hospice care coverage _____

 4.  Prescription drug coverage _____

 5.  Physician visit coverage _____

 6.  Beneficiary pays premium for coverage _____

 7.  Codes assigned for payment using diagnoses; CPT; and HCPCS _____



(Answers are located in Appendix C)








EXERCISE 1-1

Medicare
 

Using the information presented in this chapter, complete the following: 


 1  The major third-party payer in the United States is the _____________.

 2  The Medicare program was established in what year? _____________

 3  Hospital Insurance is Medicare, Part _____________.

 4  Supplemental Medical Insurance is Medicare, Part _____________.



(Answers are located in Appendix B)






[image: Image] The CMS website is located at www.cms.gov and contains information about the Medicare program. Through it, you can link to useful information concerning Medicare providers.





 Health insurance portability and accountability act

HIPAA stands for the Health Insurance Portability and Accountability Act of 1996 (also known as the Kennedy-Kassebaum Law) and includes provisions for governing: 


■  Health coverage portability

■  Health information privacy

■  Administrative simplification

■  Medical savings accounts

■  Long-term care insurance



The section of the Act that has resulted in the most major change to the health care industry is the administrative simplification portion of which there are four parts: 


■  Electronic transactions and code sets standard requirements

■  Privacy requirements

■  Security requirements

■  National identifier requirements




 Electronic transactions9


Uniformity is one goal of the change that took place by adopting transaction standards for several types of electronic health information transactions. Third-party payers (insurers) could no longer have unique requirements for processing claims. Providers and payers covered by HIPAA are required to provide the same information using standard formats for processing claims and payments, as well as for the maintenance and transmission of electronic health care information and data. With HIPAA there is now only one way to process electronic claims.
 
Transactions are activities involving the transfer of health care information. Transmission is the movement of electronic data between two entities and the technology that supports the transfer. For example, if you send claims electronically to a payer, you utilize Electronic Data Interchange (EDI) technology. HIPAA identified 10 standard transactions for EDI transmission: 


 1.  Claims or equivalent encounter information

 2.  Payment and remittance advice

 3.  Claim status inquiry and response

 4.  Eligibility inquiry and response

 5.  Referral certification and authorization inquiry and response

 6.  Enrollment and disenrollment in a health plan

 7.  Health plan premium payments

 8.  Coordination of benefits

 9.  Claims attachments

 10.  First report of injury



Providers must complete a Standard Electronic Data Interchange (EDI) Enrollment Form before submitting electronic media claims (EMC) or other EDI transactions. The software that supports the electronic transmissions must be compatible with the HIPAA transaction standard Version 5010 and the National Council for Prescription Drug Programs (NCPDP) version D.0. 





[image: Image]CODING SHOT
 

Years ago, each payer had different requirements for codes and forms in medical insurance billing. The federal government determined that in addition to providing an employee the opportunity to continue coverage during a job change or loss, and limiting coverage exclusion for pre-existing conditions, health care would benefit if every payer and provider used the same standardized forms and codes, and if everyone stored and transmitted medical insurance data electronically. But electronic information has the potential for unauthorized access, so legislation was needed to protect the public while at the same time streamlining medical reporting. HIPAA was created to govern health care portability, privacy of information, simplification of reporting by standardizing code sets, billing forms, and rules. Today, more than 99 percent of Part A and 96 percent of Part B claims are filed electronically.10







 Code sets

Code sets are composed of numbers and/or letters that identify specific diagnosis and clinical procedures on claims and encounter forms. The CPT, ICD-10-CM, ICD-10-PCS, and ICD-9-CM codes are examples of code sets for procedure and diagnosis coding. Other code sets adopted under the administrative simplification provisions of HIPAA include those for claims involving:
 





	Groups
	Code Sets




	

 

1. Physician services/other health services




	HCPCS and CPT



	

 2. Medical supplies, orthotics, and DME (durable medical equipment)




	HCPCS (A-V codes)



	

 3. Diagnosis codes




	ICD-10-CM, ICD-9-CM, Vols 1, 2



	

 4. Inpatient hospital procedures




	ICD-10-PCS, ICD-9-CM, Vol 3



	

 5. Dental services




	Dental codes (HCPCS, D codes)



	

 6. Drugs/biologics




	National Drug Classifications (NDC)
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From the Trenches





“Don’t be afraid to write in your coding books! As you study and read, highlight important rules. Write instructions ‘in your own words’ so you will understand when you go back to look at it again.”

 BEVERLY












 Privacy requirements

HIPAA also has privacy requirements that govern disclosure of patient protected health information (PHI) placed in the medical record by physicians, nurses, and other health care providers. This includes conversations with nurses and other staff about the patient’s health care or treatment. All PHI is included in the privacy requirements.



 Security requirements

There are security regulations that address the administrative, technical, and physical safeguards required to prevent unauthorized access to protected health care information. There are significant penalties for those who breach the security of the medical record or PHI. Do not access any medical documentation that you are not authorized to access. You are only to access information that you have a work-related reason to access.
 
Facilities must train their employees in their privacy procedures and designate an individual to be responsible for ensuring the procedures are followed. If an employee fails to follow the established procedures, the facility is required by law to take appropriate disciplinary action.
 
Security has become a significant concern since computers are being used to store patient information. The two major terms used to describe the format of the electronic health record are: 


■  Electronic medical record (EMR)—a computerized health record limited to one practice

■  Electronic health record (EHR)—the entire health record compiled from multiple sources





 National provider identification

HIPAA also requires health care providers, health plans, and employers to have National Provider Identification (NPI) numbers that are unique identification on transactions. The NPI is entered onto the claim forms to identify the provider(s) of the services.
 
Further information about HIPAA is located on the CMS website: www.cms.gov/HIPAAGenInfo.





Federal register

The Federal Register is the official publication for all “Presidential Documents,” “Rules and Regulations,” “Proposed Rules,” and “Notices.” When the government institutes national changes, those changes are published in the Federal Register. You must be aware of the changes listed in the Federal Register that relate to reimbursement of Medicare so as to submit Medicare charges correctly.
 
Most of the information in this chapter is about rules that the government developed and introduced through the Federal Register. You might wonder why so much time is to be spent on learning how to follow the guidelines set by the government for reimbursement when it is only one third-party payer. The answer is simple: Because the government is the largest third-party payer in the nation and even a slight change in the rules governing reimbursement to providers can have major consequences. For example, there was a 45% decrease in the number of inpatient hospital beds between 1975 and 1996,11 directly related to a government-implemented inpatient reimbursement system that you will learn about in Chapter 27, the MS-DRGs. Often, more than half of the patients in a hospital are Medicare patients. Because the government is such an important payer in the health care system, you must know how to interpret the government’s directives published in the Federal Register. In addition, most commercial insurers have adopted Medicare payment philosophies for their own reimbursement policies. The government has changed health care reimbursement through the Medicare program, and even more changes are promised for the future.
 
If you have the Federal Register available to you through a library or via the Internet, locating and reviewing some of the issues would be an excellent educational activity for you.


 

[image: Image]You can access the Federal Register at www.gpo.gov/fdsys/, the Federal digital system.
 
The October editions of the Federal Register are of special interest to hospital facilities because the hospital updates are released in that edition. Outpatient facilities are especially interested in the November or December edition of the Federal Register because Medicare reimbursements for outpatient services are usually published in one of those editions. Each year, when changes to the various payment systems are proposed, those proposed changes are published early in the year, and a period of several months is offered to interested parties to comment and make suggestions on the proposed changes. The final rules are usually published in the fall editions and implemented in the following calendar year. Some addendums are particularly helpful to the coder because they list the active codes, noncovered codes, bundled codes, etc.
 
Fig. 1-3 shows a copy of a portion of the Federal Register; it is marked to indicate the location of the following details12: 


 1.  The regulation’s issuing office

 2.  The subject of the notice

 3.  The agency

 4.  The action

 5.  A summary

 6.  The dates

 7.  Contacts for further information

 8.  Supplementary information
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FIGURE 1–3Example of page from Federal Register. 






Items 1 through 8 are always placed before the Final Rule, which is the official statement of the entire rule. 




EXERCISE 1-2

Federal Register
 

Answer the following questions: 


 1  Which edition of the Federal Register is of special interest to hospital facilities? _____________________________________

 2  Which edition of the Federal Register is of special interest to outpatient facilities? ___________________________________



Using Fig. 1-3, answer the following questions: 


 3  What is the issuing office? ___________________________________________________________________________

 4  Comments are due by what date? _______________________________________________________________

 5  What is the Action? _________________________________________________________________________

 6  According to the “For Further Information Contact” section in Fig. 1-3, what office would you contact for further information related to the issue addressed in this Federal Register? _____________________________________________________________________



(Answers are located in Appendix B)







 Outpatient resource-based relative value scale (RBRVS)

Physician payment reform was implemented to: 


 1.  Decrease Medicare expenditures

 2.  Redistribute physicians’ payments more equitably

 3.  Ensure quality health care at a reasonable rate



Before January 1, 1992, payment under Medicare Part B for physicians’ services was based on a reasonable charge that, under the Social Security Act, could not exceed the lowest of (1) the physician’s actual charge for the service, (2) the physician’s customary charge for the service, or (3) the prevailing charges of physicians for similar services in the locality.
 
The act also required that the local prevailing charge for a physician’s service not exceed the level in effect for that service in the locality for the fiscal year ending on June 30, 1973. Some provision was made for changes in the level on the basis of economic changes. When there were economic changes in the country, the Medicare Economic Index (MEI) reflected these changes. Until 1992, the MEI tied increases in the Medicare prevailing charges to increases in the costs of physicians’ practice and general wage rates throughout the economy as compared with the index base year. The MEI was first published in the Federal Register on June 16, 1975, and has been recalculated annually since then.
 
Congress mandated the MEI as part of the 1972 Amendment to the Social Security Act. The 1972 Amendment to the Act did not specify the particular type of index to be used; however, the present form of the MEI follows the recommendations outlined by the Senate Finance Committee in its report accompanying the legislation. The MEI attempts to present an equitable measure for changes in the costs of physicians’ time and operating expenses.
 
A major change took place in Medicare in 1989 with the enactment of the Omnibus Budget Reconciliation Act of 1989 (OBRA), Public Law 101-239. Section 6102 of PL 101-239 amended Title XVIII of the Social Security Act by adding Section 1848, Payment for Physician Services. The new section contained three major elements: 


 1.  Establishment of standard rates of increase of expenditures for physicians’ services

 2.  Replacement of the reasonable charge payment mechanism by a fee schedule for physicians’ services

 3.  Replacement of the maximum actual allowable charge (MAAC), which limits the total amount non-QIO physicians could charge



Revisions were made and a new Omnibus Budget Reconciliation Act of 1990 was passed. OBRA 1990 contained several modifications and clarifications of the provisions establishing the physician fee schedule. This final rule required that before January 1 of each year, beginning with 1992, the Secretary establish, by regulation, fee schedules that determine payment amounts for all physicians’ services furnished in all fee schedule areas for the year.
 
The physician fee schedule is updated each April 15 and is composed of three basic elements: 


 1.  The relative value units (RVUs) for each service

 2.  A geographic adjustment factor to adjust for regional variations in the cost of operating a health care facility

 3.  A national conversion factor






[image: Image] The CMS Physician Fee Schedule Search can be accessed at www.cms.gov/apps/physician-fee-schedule/search/search-criteria.aspx.
 
Medicare volume performance standards have been developed to be used as a tool to monitor annual increases in Part B expenditures for physicians’ services and, when appropriate, to adjust payment levels to reflect the success or failure in meeting the performance standards. Various financial protections have been designed and instituted on behalf of the Medicare beneficiary.
 
 Relative value unit

Nationally, unit values are assigned for each service and are determined on the basis of the resources necessary to the physician’s performance of the service. By analyzing a service, a Harvard team was able to identify its separate parts and assign each part a relative value unit (RVU). These parts or components are as follows: 


 1.  Work. The work component is identified as the amount of time, the intensity of effort, and the technical expertise required for the physician to provide the service.

 2.  Overhead. The overhead component or practice expense is identified as the allocation of costs associated with the physician’s practice (e.g., rent, staffing, supplies) that must be expended in order to provide a service.

 3.  Malpractice. The malpractice component is identified as the cost of the medical malpractice insurance coverage/risk associated with providing the service.



The sum of the units established for each component of the service equals the total RVUs of a service.
 
A relative value was established for a midlevel, established-patient office visit (99213) and all other services are valued at, above, or below this service relative to the work, overhead, and malpractice expenses associated with the service.



 Geographic practice cost index

The Urban Institute developed scales that measure cost differences in various areas. The Geographic Practice Cost Indices (GPCIs) have been established for each of the prevailing charge localities. An entire state may be considered a locality for purposes of physician payment reform. The GPCIs reflect the relative costs of practice in a given locality compared with the national average. A separate GPCI has been established and is applied to each component of a service.



 Conversion factor

The conversion factor (CF) is a national dollar amount that is applied to all services paid on the basis of the Medicare Fee Schedule. Congress provided a CF to be used to convert RVUs to dollars. Updated annually on the basis of the data sources, the CF indicates: 


■  Percent changes to the Medicare Economic Index (MEI)

■  Percent changes in physician expenditures

■  Relationship of expenditures to volume performance standards

■  Change in access and quality



The CF varies according to the type of service provided (e.g., medical, surgical, nonsurgical).
 


[image: Image] The Physician Fee Schedule (PFS) is located at www.cms.gov/PhysicianFeeSched/PFSRVF/list.asp.



 Medicare volume performance standards

The Medicare Volume Performance Standards (MVPS) are best thought of as an object. “It” represents the government’s estimate of how much growth is appropriate for nationwide physician expenditures paid by the Part B Medicare program. The purpose of MVPS is to guide Congress in its consideration of the appropriate annual payment update.
 
The Secretary of Health and Human Services must make MVPS recommendations to Congress by April 15 for the upcoming fiscal year, and by May 15, the Physician Payment Review Commission (PPRC) must make its recommendations for the fiscal year. Congress has until October 15 to establish the MVPS by either accepting or modifying the two proposed MVPS recommendations.
 
If Congress does not react by October 15, the MVPS rate is established by using a default mechanism. If the default mechanism is used, the Secretary is then required to publish a notice in the Federal Register that provides the formula for deriving the MVPS.
 
Variations in health care usage by Medicare patients occur every year. Because Medicare strives for a balanced budget, if CMS agrees to pay for additional services not previously paid for or increases the weights of CPT codes, thus increasing reimbursement, then discounts are taken across the board so that more money than authorized is not spent and the budget remains balanced.



 Beneficiary protection

Several provisions in the Physician Payment Reform were designed to protect Medicare beneficiaries. 


 1.  As of September 1, 1990, all providers must file claims for their Medicare patients (free of charge). In addition, claims must be submitted according to timely filing guidelines. As of January 1, 2010, the Patient Protection and Affordable Care Act requires physicians and suppliers to submit claims within 12 months of the service date. Assigned claims submitted more than 12 months after the date of service will be denied payment.

 2.  The Omnibus Budget Reconciliation Act of 1989 requires participating physicians to accept the amount paid for eligible Medicaid services (mandatory assignment) as payment in full.

 3.  Effective January 1, 1991, the Maximum Actual Allowable Charge (MAAC) limitations that applied to nonparticipating physician charges were replaced by new limits called limiting charges. The provisions of the new limitations state that nonparticipating physicians and suppliers cannot charge more than the stated limiting charge.





 Limiting charge

In 1991 and 1992, the limiting charge was specific to each physician. Beginning in 1993, the limiting charge for a service has been the same for all physicians within a locality, regardless of specialty.
 
The limiting charge applies to every service listed in the Medicare Physicians’ Fee Schedule that is performed by a nonparticipating physician. This includes global, professional, and technical services performed by a physician. When a nonphysician provider (e.g., portable x-ray supplier, laboratory technician) performs the technical component of a service that is on the fee schedule, the limiting charge does not apply. CPT codes are assigned many different prices. The amount is determined by multiplying the RVU weight by the geographic index and the conversion factor for the fee schedule amount. If a physician is participating, he or she receives the fee schedule amount. If the physician is not participating, the fee schedule amount or the allowable payment is slightly less than the participating physician’s payment. The limiting charge is a percentage over the allowable (e.g., 115% times the allowable amount). The limiting charge is important because that is the maximum amount a Medicare patient can be billed for a service. For covered services, Medicare usually pays 80% of the allowable amount for participating physicians. The beneficiary is then balance-billed, which means that the patient is billed the difference between what Medicare pays and the limiting charge. 




Example
 







	Limiting charge is
	$115
	(Maximum charge)



	Allowable is
	$100
	



	Medicare pays
	$80
	(Medicare pays 80%)



	Patient is billed
	$35
	($20, 20% of $100, and $15, the remainder of the limiting charge maximum)







Physicians may round the limiting charge to the nearest dollar if they do this consistently for all services.


 




 Uniformity provision

Equitable use of the Medicare fee schedule requires a payment system with uniform policies and procedures. Because the relative value of the work component of a service is the same nationwide (except for a geographic practice cost adjustment), it is important that when physicians across the country are paid for a service, they be paid the same amount, or “package.” For example, the preoperative and postoperative periods included in the payment must be the same. To prevent variation in interpretation, standard definitions of services are required.



 Adjustments

Whenever an adjustment of the full fee schedule amount is made to a service, the limiting charge for that service must also be adjusted. These adjustments are identified on the physician disclosure, which is provided to all physicians during the participating enrollment period each year.
 
Adjustments to the limiting charge must be manually calculated before submitting claims for all services in which a fee schedule limitation applies.
 
Payments to nonparticipating physicians do not exceed 95% of the physician fee schedule for a service.



 Site-of-service limitations

Services that are performed primarily in office settings are subject to a payment discount if they are performed in an outpatient hospital department. There is a national list of procedures that are performed 50% of the time in the office setting. These procedures are subject to site-of-service limitations for which a discount is taken on any service that is performed in a setting other than a clinic setting. For instance, an arthrocentesis is normally performed in the office. If a physician provides this service in a hospital outpatient setting, the limiting charge will be less than that for the office setting. This is because the hospital will also be billing Medicare for the use of the room and the supplies. Medicare has a built-in practice expense, or overhead, for the clinic setting (the RVU weight for practice expense), and Medicare doesn’t want to pay twice for the overhead; therefore, part of the overhead is reduced from the physician’s payment to offset the hospital payment. For these procedures, the practice expense RVU is reduced by 50%. Payment is the lower of the actual charge or the reduced fee schedule amount.
 
There are many rules and regulations when reporting Medicare services, and these rules and regulations become “adjustments” to the final payments providers receive. As an example, review the following rules regarding the assignment of just a few modifiers.



 Surgical modifier circumstances
 
 Multiple surgeries
 
 General. 

If a surgeon performs more than one procedure on the same patient on the same day, discounts are made on all subsequent procedures, excluding add-on codes. Medicare will pay 100% of the fee for the highest value procedure, 50% for the second most expensive procedure, and 50% for the third, fourth, and fifth procedures. Each procedure after the fifth procedure requires documentation and special review to determine the payment amount. Discounting is why the order of the codes and the use of modifiers are so important! These discount amounts are subject to review every year by the CMS.
 
Third-party payers often follow different discount limits rules from those of Medicare. It is necessary to keep abreast of payer discounting rules.



 Endoscopic procedures. 

In the case of multiple endoscopic procedures, in the same indented category of the CPT, Medicare allows the full value of the highest valued endoscopy, plus the difference between the next highest endoscopy and the highest valued endoscopy. As in all other reimbursement issues, some non-Medicare carriers follow this pricing method, whereas others follow their own multiple-procedure discounting policies.



 Dermatologic surgery. 

For certain dermatology services, there are CPT codes that indicate that multiple surgical procedures have been performed. When a CPT code description states “additional,” the general multiple-procedure rules do not apply. For example, code 11001, which is an indented code under 11000, states “each additional” in the code description, and the general multiple-procedure rules do not apply because of this statement in the code description.





 Providers furnishing part of the global fee package. 

Under the fee schedule, Medicare pays the same amount for surgical services furnished by several physicians as it pays if only one physician furnished all of the services in the global package.
 
Medicare pays each physician for his or her part of the global surgical services. The policy is written with the assumption that the surgeon always furnishes the usual and necessary preoperative and intraoperative services and also, with a few exceptions, in-hospital postoperative services. In most cases, the surgeon also furnishes the postoperative office services necessary to ensure normal recovery from the surgery. Recognizing that there are cases in which the surgeon turns over the out-of-hospital recovery care to another physician, Medicare has determined percentages of payment if the postoperative care is furnished by someone other than the surgeon. These are weighted percentages based on the percentage of total global surgical work.
 
For example: 





	



■ Preoperative care




	15%



	

■ Intraoperative service




	70%



	

■ Postoperative care




	15%







Again, become familiar with individual third-party payer policies, because some may not split their global payments in this manner.



 Physicians who assist at surgery. 

Physicians assisting the primary physician in a procedure receive a set percentage of the total fee for the service. Medicare sets the payment level for assistants-at-surgery at 16% of the fee schedule amount for the global surgical service. Non-Medicare payers may set this percentage at 20% or more. CPT modifiers -80 (Assistant Surgeon), -81 (Minimum Assistant Surgeon), and -82 (Assistant Surgeon, when qualified resident surgeon not available) and HCPCS modifier -AS (Assistant at Surgery) would be appended to the code to indicate the type of assistant.



 Two surgeons and surgical team. 

When two primary surgeons (usually of different specialties) perform a procedure, each is paid an equal percentage of the global fee. For co-surgeons, Medicare pays 125% of the global fee, dividing the payment equally between the two surgeons (each will receive the lesser of the actual charge or 62.5% of the global fee). No payment is made for an assistant-at-surgery when co-surgeons perform the procedure.
 
For team surgery, a medical director determines the payment amounts on an individual basis. Modifiers -62 (Two Surgeons) or -66 (Surgical Team) would be appended to the procedure code.



 Purchased diagnostic services. 

For physicians who bill for a diagnostic test performed by an outside supplier, the fee schedule amount is limited to the lower of the billing physician’s fee schedule amount or the price paid for the service.



 Reoperations. 

The amount paid by Medicare for a return to the operating room for treatment of a complication is limited to the intraoperative portion of the code that best describes the treatment of the complications.
 
When an unlisted procedure is reported because no other code exists to describe the treatment, payment is usually based on a maximum of 50% of the value of the intraoperative services originally performed.
 
Modifiers -78 (Return to Operating/Procedure Room for a Related Procedure During the Postoperative Period) or -79 (Unrelated Procedure or Service by the Same Physician or Other Qualified Health Care Professional During the Postoperative Period) would be appended to the code to more specifically identify that the service was a reoperation.
 
Third-party payers have their own guidelines. Many do not apply discounts for these subsequent surgical procedures.
 


[image: Image]CMS publishes the RVUs on their website (www.cms.gov/PhysicianFeeSched/PFSRVF/list.asp). In your job in the medical office, you may be responsible for downloading the new RVUs when they are posted, usually in October of each year. So, it is a good idea to know where to locate this information! 




EXERCISE 1-3

RBRVS
 

Fill in the blanks with the correct words: 


 1  What does RBRVS stand for? 


 _________________________________________________________________________________________



 2  The Medicare Economic Index is published in what publication? 


 _________________________________________________________________________________________



 3  In 1989, a major change took place in Medicare with the enactment of 


 _________________________________________________________________________________________





(Answers are located in Appendix B)











 Medicare fraud
 
 Fraud defined

The Medicare program is subject to fraud, as is any third-party payer program. But because Medicare is the largest third-party payer, it has the most comprehensive anti-fraud program. You must understand the specifics of this program because you will be submitting Medicare claims. CMS is responsible for establishing the regulations that monitor the Medicare program for fraud. CMS publishes fraud guidelines for professionals (www.cms.gov/FraudAbuseforProfs/) that contain links to the latest fraud and abuse information.
 
Fraud is the intentional deception or misrepresentation that an individual knows to be false or does not believe to be true and makes it knowing that the deception could result in some unauthorized benefit to himself/herself or some other person. Fraud involves both deliberate intention to deceive and an expectation of an unauthorized benefit. By this definition, it is fraud if a claim is filed for a service rendered to a Medicare patient when that service was not actually provided. How could this type of fraud happen? The fact is that most Medicare patients sign a standing approval, which assigns benefits to the provider and is kept on file in the medical office. Having a standing approval is convenient for the patient and for the coding staff. After the patient has received a service, the Medicare claim is filed automatically, without the patient’s actual signature. But a standing approval also makes it easy for unscrupulous persons to submit charges for services never provided. This circumstance also makes it possible for extra services to be submitted in addition to services that were provided (upcoding). Suppose, for example, a patient came in for an office visit and a claim was submitted for an in-office surgical procedure that was not performed. That’s also fraud. 





[image: Image]CAUTION 


The most common kind of fraud arises from a false statement or misrepresentation made, or caused to be made, that results in additional payment by the Medicare program.






 Who are the violators? 

The violator may be a physician or other practitioner, a hospital or other institutional provider, a clinical laboratory or other supplier, an employee of any provider, a billing service, a beneficiary, a Medicare employee, or any person in a position to file a claim for Medicare benefits. You will be the person filing Medicare claims so you have to be careful about the claims you submit. It is important to validate that the service was provided by consulting the medical record or the physician.
 
Medicare Learning Network (MLN), the CMS educational Center on the Web, contains publications and computer-based training (CBT) modules on fraud and abuse (www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/WebBasedTraining.html). The heading labeled “Related Links Inside CMS” has a link to “Web Based Training (WBT) Modules” that directs you to a list of courses, and one of them is “Medicare Fraud and Abuse.”
 
Fraud schemes range from those committed by individuals acting alone to broad-based activities perpetrated by institutions or groups of individuals, sometimes employing sophisticated telemarketing and other promotional techniques to lure consumers into serving as unwitting tools in the schemes. Seldom do such perpetrators target just one insurer; nor do they focus exclusively on either the public or the private sector. Rather, most are found to be defrauding several private- and public-sector victims such as Medicare simultaneously.



 What forms does fraud take? 

The most common forms of Medicare fraud are: 


■  Billing for services not furnished

■  Misrepresenting a diagnosis to justify a payment

■  Soliciting, offering, or receiving a kickback

■  Unbundling, or “exploding,” charges

■  Falsifying certificates of medical necessity, plans of treatment, and medical records to justify payment

■  Billing for additional services not furnished as billed-up coding

■  Routine waiver of copayment





 Who says what is fraudulent? 

CMS administers the Medicare program. CMS’s responsibilities include managing claims payment, overseeing fiscal audit and/or overpayment prevention and recovery, and developing and monitoring the payment safeguards necessary to detect and respond to payment errors or abusive patterns of service delivery. Within CMS’s Bureau of Program Operations is the Office of Benefits Integrity (OBI), which oversees Medicare’s payment safeguard program related to fraud, audit, medical review, the collection of overpayments, and the imposition of civil monetary penalties (CMPs) for certain violations of Medicare law.
 
The Office of the Inspector General (OIG), Department of Health and Human Services, is responsible for developing an annual work plan that outlines the ways in which the Medicare program is monitored to identify fraud and abuse. The plan is a published public document that provides the evaluation methods and approaches that will be taken the following year to monitor the Medicare program. For example, in the 2015 Work Plan, the following was listed as an item for review during 2015:
 

 Nebulizer machines and related drugs—supplier compliance with payment requirements

We will review Medicare Part B payments for nebulizer machines and related drugs to determine whether medical equipment suppliers’ claims for nebulizers and related drugs are medically necessary and are supported in accordance with Medicare requirements. Prior OIG work found that suppliers were overpaid approximately $46 million for inhalation drugs used with nebulizer machines. Medicare requires that such items be “reasonable and necessary.” (Social Security Act § 1862(a)(1)(A).) Further, the local coverage determinations (LCDs) issued by the four Medicare contractors that process medical equipment and supply claims contain utilization guidelines and documentation requirements. (OAS; W-00-14-35465; W-00-15-35465; expected issue date: FY 2015)13
 
This excerpt from the OIG Work Plan identifies a specific area that was monitored in 2015. The OIG charges the MACs with doing the actual monitoring. The OIG Work Plan sets the broad boundaries for monitoring the Medicare program for fraud and abuse.
 


[image: Image] The site http://oig.hhs.gov/reports-and-publications/archives/workplan/2015/WP-Update-2015.pdf contains the OIG work plan mid-year update for 2015. 
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Susan recently graduated as a medical coder and has been employed at Island Clinic for three months. While coding last Monday, she encountered a superbill for a Medicare patient for an office visit for $62, but there was no supporting documentation in the patient’s medical record. Susan questioned the physician and he said that he just forgot to do the paperwork and asked her to send the claim to Medicare with a promise to complete the paperwork later.
 
Questions

Susan should do which of the following: 


 a.  Complete the claim and send it in, and write a reminder to the physician to complete the documentation.

 b.  Wait until the physician completes the documentation.

 c.  Inform the physician that she cannot submit a claim without appropriate documentation in the medical record.




▾ Answer

c. Never submit a claim for any patient, at any time, for any reason without appropriate documentation in the medical record that supports the claim.
 












 Specific regulations are in the IOMs

CMS establishes the specific regulations in the Internet-Only Manuals (IOMs) for the providers and carriers to follow. You will deal with regulations as you report Medicare services in order to know what is allowable and what fraud and abuse are.
 


[image: Image]The IOMs are located at www.cms.gov/Manuals/IOM/list.asp and publication 100-08, Medicare Program Integrity Manual presents principles and values to protect the Medicare program from fraud and abuse.
 
Attempts to defraud the Medicare program may take a variety of forms. The following are some more examples of how fraud may be perpetrated: 


■  Billing for services or supplies not provided;

■  Deliberately applying for duplicate payment (e.g., billing both Medicare and the beneficiary for the same service or billing both Medicare and another insurer in an attempt to get paid twice);

■  Soliciting, offering, or receiving a kickback, bribe, or rebate (e.g., paying for a referral of patients in exchange for the ordering of diagnostic tests and other services or medical equipment);

■  Unbundling or “exploding” charges (e.g., the billing of a multichannel set of lab tests to appear as if the individual tests had been performed);

■  Completing Certificates of Medical Necessity (CMN) for patients not personally and professionally known by the provider;

■  Misrepresenting the services rendered (up coding or the use of procedure codes not appropriate for the item or service actually furnished), amounts charged for services rendered, identity of the person receiving the services, dates of services, etc.;

■  Billing for noncovered services (e.g., routine foot care billed as a more involved form of foot care to obtain payment);

■  Participating in schemes that involve collusion between a provider and a beneficiary, or between a supplier and a provider, and result in higher costs or charges to the Medicare program;

■  Using another person’s Medicare card to obtain medical care;

■  Utilizing split billing schemes (e.g., billing procedures over a period of days when all treatment occurred during one visit);

■  Participating in schemes that involve collusion between a provider and a carrier employee where the claim is assigned (e.g., the provider deliberately overbills for services, and the carrier employee then generates adjustments with little or no awareness on the part of the beneficiary);

■  Billing based on “gang visits” (e.g., a physician visits a nursing home and bills for 20 nursing home visits without furnishing any specific service to, or on behalf of, individual patients).




 How to protect yourself. 

As you can see from the preceding information about Medicare fraud, CMS is very serious about identifying those who try to take advantage of the program. As the person submitting the Medicare claims, you are one of those whom CMS holds responsible for submitting truthful and accurate claims. If you are unsure about a charge or a request, check with the physician or other supervisory personnel to ensure that you are submitting the correct charges for each patient. In this way, you protect the Medicare program, your facility, and yourself.
 


[image: Image] CMS Fraud and Abuse Web-Based Training Module is available at www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/WebBasedTraining.html.




 


 Managed health care

People come from all over the world to the United States of America to access the health care that U.S. residents take for granted. Physicians and health care have traditionally been held in high esteem by U.S. citizens. Whatever it took to provide access to high-quality health care is what these citizens demanded. Historically, the government responded to these demands by funding the research, facilities, and services necessary to keep the U.S. health system on the cutting edge of medical advances. But the research, facilities, and services are extremely expensive, and many U.S. citizens are also demanding a balanced federal budget.
 
Health care services in the United States are undergoing rapid change. The U.S. health care system has been financed through traditional health insurance systems, which paid providers on a fee-for-service basis and allowed beneficiaries relative freedom in their selection of health care providers. Health insurance has become an important benefit of employment. Employers became the primary purchasers of health insurance, and the rising cost of health care is reflected in the premiums employers pay and the subsequent decrease in employer-sponsored coverage. Private purchasers of health insurance have also seen a steady increase in their health insurance premiums, while fewer people now have health insurance coverage as a benefit of their employment. One way of containing health care costs that has widespread popularity is managed health care.
 
The term “managed health care” refers to the concept of establishing networks of health care providers that offer an array of health care services under the umbrella of a single organization. A managed health care organization may be a group of physicians, hospitals, and health plans responsible for the health services for an enrolled individual or group. The organization coordinates the total health care services required by its enrollees. The purpose of managed health care is to provide cost-effectiveness of services and theoretically to improve the health care services provided to the enrollee by ensuring access to all required health services.
 
Many models are used to deliver managed health care: Health Maintenance Organization (HMO), Individual Practice Association (IPA), Group Practice, Multiple Option Plan, Medicare Risk HMO, Preferred Provider Organization (PPO), and the Staff model. Each of these models delivers managed health care using a different structure.
 
The use of the managed health care approach varies widely with geography. There continues to be a rise in the percentage of employers opting for a managed care health plan for their employees; this indicates the employers’ search for cost containment while offering the benefit of health coverage to employees.
 
The pressure on the government to cut expenses and balance the budget guarantees the continued increases in market share for managed care. The government mandated the use of managed care within the Medicaid program, and the number of Medicaid beneficiaries enrolled in managed care continues to increase.
 
The managed care industry has evolved from small, regional nonprofit plans to large, national, for-profit companies. In the early stages of development, the managed care market included networks that allowed the enrollees a broad choice of providers. As the market segments for managed care expanded, choice for the enrollees decreased.
 
 Types of HMOs

A Managed Care Organization (MCO) is a group that is responsible for the health care services offered to an enrolled group or person. The organization coordinates or manages the care of the enrollee. The MCO contains costs by negotiating with various health care entities—hospitals, clinics, laboratories, and so forth—for a discounted rate for services provided to its enrollees. Providers of the health care services must receive prior approval from the MCO before services are rendered. For example, a physician may want to conduct a certain high-cost diagnostic test, but before the test can be conducted, the MCO must give the physician approval. The MCO uses a gatekeeper, usually the primary care physician of the patient, who can authorize the patient’s need to seek health care services outside of the established organization. For example, a certain specialist may not be available within the MCO, and the primary care physician may recommend that the enrollee be referred to such a specialist. If the enrollee were to see the specialist without the recommendation of the primary care physician and the approval of the MCO, the enrollee would be responsible for charges incurred. MCOs develop practice guidelines that evaluate the appropriateness and medical necessity of medical care provided to the enrollee by the physicians, which gives the MCO control over what care is provided to the enrollee.
 
A Preferred Provider Organization (PPO) is a group of providers who form a network and who have agreed to provide services to enrollees at a discounted rate. Enrollees are usually responsible for paying a portion of the costs (cost sharing) when using a PPO provider. Enrollees who seek health care outside of the PPO providers pay an additional out-of-pocket cost. The out-of-pocket costs are established by the PPO to discourage the use of outside providers. The PPOs do not use a gatekeeper, but they do have strict guidelines that denote approved expenses and how much the enrollee will pay.
 
A Health Maintenance Organization (HMO) is a delivery system that allows the enrollee access to all health care services. The HMO is the “total package” approach to health care organizations, and the out-of-pocket expenses are minimal. However, the enrollee is assigned a primary care physician who manages all the health care needs of the enrollee and acts as the gatekeeper for the enrollee. Services are prepaid by the HMO. For example, the HMO pays a laboratory to provide services at a negotiated price and the services are prepaid by the HMO. The gatekeeper has authority to allow the enrollee access to the services available or authorize services outside of those the HMO has available.
 
The gatekeeper has strong incentives to contain costs for the HMO by controlling and managing the health care services provided to the enrollee. The HMO can directly employ the physician in the Staff Model HMO or contract the physician through the Individual Practice Associations (IPA) model in which the physician provides services for a set fee. Either way, the physician has an incentive to service the cost containment needs of the HMO.
 
An Exclusive Provider Organization (EPO) has many of the same features as an HMO except that the providers of the services are not prepaid. Instead, the providers are paid on a fee-for-service basis. The Group Practice Model (GPM) is a form of HMO in which an organization of physicians contracts with the HMO to provide services to the enrollees of the HMO. A payment is negotiated, the HMO pays the group, and then the group pays the individual physicians.
 
Medicare Advantage (formerly Medicare + Choice) is a Medicare-funded alternative to the standard Medicare supplemental coverage. Medicare Advantage is an HMO; however, it is provided to Medicare beneficiaries rather than the traditional fee-for-service model historically used by Medicare. The enrollees pay out of pocket if they choose to go outside the network of providers. Point-of-Service (POS) benefits allow enrollees to receive services outside of the HMO’s health care network, but at increased cost in copayments, in coinsurance, or in a deductible. The POS benefit is one that the HMO may choose to offer, but it is not required, and CMS does not provide any additional funding for this benefit. However, the HMO that offers this option is more attractive to a potential enrollee, because the lack of access to providers outside of a predefined network is the one reason people do not join a managed health care organization. The POS benefit option is also referred to as an open-ended HMO or a self-referral option. The POS benefit is attractive not only to Medicare enrollees who wish to be treated by providers not available in their plan’s network but also to those who travel and would like access to routine medical care while temporarily (fewer than 90 days) out of their plan’s service area.
 
Program for All-Inclusive Care for the Elderly (PACE) is a program developed to address the needs of long-term care clients, providers, and payers. The program provides a comprehensive package of services that permits the clients to continue to live in their homes while receiving services rather than being placed in an institution.
 
Managed health care is now part of the fabric of the U.S. health care system. The “richer” plans of traditional insurance companies are often no longer an option to a great segment of the population.
 
 Drawbacks of the HMO. 

There are some significant drawbacks to the HMO concept in terms of access to health care. Consider that providers (physicians in particular) have an incentive to keep treatment costs to a minimum. Traditionally, a physician’s primary concern was what was in the best interest of the patient, not what was in the best interest of cost containment. This fundamental change transformed physicians into gatekeepers for third-party payers and transformed third-party payers into developers of guidelines that ultimately control the services patients can and do receive. The patient-physician relationship has shifted to include a physician/third-party-payer relationship, which leaves the patient at the mercy of the third-party payer. Many lawsuits have been brought by patients who allege that lack of treatment caused harm and sometimes death. Cost-containment issues, and hence HMOs, raise many ethical and legal issues that will continue to involve patients, providers, and third-party payers. 




EXERCISE 1-4

Medicare Fraud/Abuse and Managed Health Care
 

Fill in the blanks for the following questions: 


 1  This term is the intentional deception or misrepresentation that an individual knows to be false or does not believe to be true and makes knowing that the deception could result in some unauthorized benefit. _______________________________________

 2  This organization develops a work plan to identify areas of the Medicare program that will be monitored. ____________________

 3  The physician responsible for controlling and managing the health care of an HMO enrollee is the _________________________.

 4  What does the abbreviation PACE stand for? ________________________________________________________________



(Answers are located in Appendix B)





In March 2010, the President signed into law the Affordable Care Act. The law put into place comprehensive health insurance reforms with the hope that insurance companies would be more accountable, lower health care costs, guarantee more health care choices, and enhance the quality of health care. It’s estimated 11.4 million Americans were signed-up for or automatically re-enrolled in coverage as of February 2015.14
 


[image: Image] For more information about the key features of the Affordable Care Act, go to www.hhs.gov/healthcare/facts/timeline/index.html.






 

CHAPTER REVIEW

Chapter 1, part I, theory

Complete the following:  


 1 Two insurance programs were established in 1965 by amendments to the Social Security Act known as Part _____ and Part _____. 

 2 The Secretary of DHHS has delegated responsibility for Medicare to which department? ____________________________

 3 Who administers funds for Medicare? ____________________________________________________________________

 4 Who is eligible for Medicare? ___________________________________________________________________________

 5 List the three components of the relative value unit: _________________________________________________________

 6 What does RBRVS stand for? ___________________________________________________________________________

 7 What is the fastest growing segment of our population today? _________________________________________________

 8 What is the name given to the groups that handle the daily operations of the Medicare program? _____________________ ________________________________________________________________



Chapter 1, part II, practical

Using what you have learned from Chapter 1, match the correct term with the statement provided.  


 9 Intentional deception or misrepresentation is known as _____. 

 10 Quality Improvement Organizations were previously termed _____. 

 11 MS-DRG assignment reports _____ services. 

 12 October editions of the Federal Register are of special interest to _____. 

 13 OBRA 1990 contained modifications and clarifications regarding the _____. 

 a Part B

 b abuse

 c fraud

 d PROs

 e Part D

 f outpatient facilities

 g hospital facilities

 h PPOs

 i Part A

 j Physician Fee Schedule



Chapter Review answers are only available in the TEACH Instructor Resources on Evolve
 







References 
 

1.   Administration on Aging (AOA). Future Growth. Available at: www.aoa.acl.gov/Aging_Statistics/Profile/2013/4.aspx 
 
2.   Administration for Community Living (ACL). Justification of Estimates for Appropriations Committees. Available at: http://acl.gov/About_ACL/Budget/docs/FY_2016_ACL_CJ.pdf 
 
3.   Centers for Medicare and Medicaid Services. National Health Expenditure Projections 2010-2020. Available at: www.cms.gov/NationalHealthExpendData/Downloads/proj2010.pdf 
 
4.   Centers for Medicare and Medicaid Services. CMS Mission, Vision, & Goals. Available at: http://surveyortraining.cms.hhs.gov/bhfs/m1/M1S1_180.aspx 
 
5.   Centers for Medicare and Medicaid Services: Medicare Administrative Contractor (MAC) Jurisdictions. Available at: http://www.cms.gov/Medicare/Medicare-Contracting/Medicare-Administrative-Contractors/MACJurisdictions.html 
 
6.   Centers for Medicare and Medicaid Services: A/B MAC Jurisdictions. Available at: www.cms.gov/Medicare/Medicare-Contracting/Medicare-Administrative-Contractors/A-B_MAC_Jurisdictions.html 
 
7.   Centers for Medicare and Medicaid Services. Medicare & You 2015. Available at: www.medicare.gov/Pubs/pdf/10050.pdf 
 
8.   Centers for Medicare and Medicaid Services. Hospice. Available at: www.cms.gov/Hospice/ 
 
9.   Centers for Medicare and Medicaid Services. HIPAA Electronic Transactions and Code Sets, HIPAA Information Series. Available at: www.cms.gov/Regulations-and-Guidance/HIPAA-Administrative-Simplification/TransactionCodeSetsStands/index.html 

10.   Centers for Medicare and Medicaid Services: New Health Care Electronic Transactions Standards Versions 5010, D.0, and 3.0. Available at: www.cms.gov/ICD10/Downloads/w5010BasicsFctSht.pdf 
 
11.   Bureau of Data Management. 1996 HCFA Statistics: HCFA Pub. No. 03394 Sept. 1996. 
 
12.  Federal Register;January 23, 2015;80(15):3603. 
 
13.   Office of Inspector General. Work Plan Mid-Year Update (May 2015) for Fiscal Year 2015. Available at: http://oig.hhs.gov/reports-and-publications/archives/workplan/2015/WP-Update-2015.pdf 
 
14.   Key features of the Affordable Care Act. Available at: www.hhs.gov/healthcare/facts/timeline/index.html 
 

 










UNIT 2


ICD-10-CM

Outline


2.  An overview of ICD-10-CM

3.  ICD-10-CM outpatient coding and reporting guidelines

4.  Using ICD-10-CM

5.  Chapter-specific guidelines (ICD-10-CM chapters 1-10)

6.  Chapter-specific guidelines (ICD-10-CM chapters 11-14)

7.  Chapter-specific guidelines (ICD-10-CM chapters 15-21)



 



Chapter 2




An overview of ICD-10-CM


 


 
  [image: Image]
        
        

        “What an exciting time to be a coder! The implementation of ICD-10 brings so many changes, coders are more important than ever before. It’s a great time to begin a career in coding.”
    

    
        Sheri Poe Bernard, CPC, COC, CPC-I
        

        
        Coding Education Specialist
        

        Salt Lake City, Utah
           

    
  
    
    
    
    
Chapter topics

 
The ICD-10-CM 

ICD-10-CM Replaces the ICD-9-CM, Volumes 1 and 2 

Improvements in the ICD-10-CM 

Structure of the System 

Mapping 

ICD-10-CM Format 
 
Index 

Tabular 

Official Instructional Notations in the ICD-10-CM 

Chapter Review 
 

 


Learning objectives


After completing this chapter you should be able to 

 1 Explain the development of the ICD-10-CM. 

 2 Describe how the ICD-10-CM replaces the ICD-9-CM, Volumes 1 and 2. 

 3 Identify the improvements in the ICD-10-CM. 

 4 List the official instructional notations in ICD-10-CM. 

 5 Describe the format of ICD-10-CM.
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Note: In this text ICD-10 is the WHO’s code system and I-10 refers to the ICD-10-CM.









Note: ICD-9-CM Supplemental Chapters can be found in the Student Evolve Resources.



 







 The ICD-10-CM

The International Classification of Diseases, 10th Revision, Clinical Modification (ICD-10-CM) is designed for the classification of patient morbidity (sickness) and mortality (death) information for statistical purposes and for the indexing of health records by disease and operations, data storage and retrieval.
 
The 10th revision of the International Classification of Diseases (ICD-10) was issued in 1993 by the World Health Organization (WHO), and WHO is responsible for maintaining it. The ICD-10, the WHO version, does not include a procedure classification. Each world government is responsible for adapting the ICD-10 to suit its own country’s needs. For example, Australia uses the ICD-10-AM, that is, the ICD-10-Australian Modification. Each government is responsible for ensuring that its modification conforms with the WHO’s conventions in the ICD-10. In the United States, the Centers for Medicare and Medicaid Services is responsible for developing the procedure classification entitled the ICD-10-PCS (Procedure Coding System). The National Center for Health Statistics (NCHS) is responsible for the disease classification system entitled ICD-10-CM (CM stands for Clinical Modification).
 
The material in this text is based on the 2016 version of the I-10. Guidance for the use of I-10 is available at www.cms.gov/ICD10.
 
Through the years, the use of diagnostic coding has grown. The Medicare Catastrophic Coverage Act of 1988 (P.L. 100-360) required the submission of the appropriate diagnosis codes, with charges submitted to Medicare Part B (outpatient services). The law was later repealed, but the coding requirement still stands.
 
Although coding was originally designed to provide access to medical records through retrieval for medical research, education, and administration, today codes are used to: 


 1.  Facilitate payment of health services
 
 2.  Evaluate patients’ use of health care facilities (utilization patterns)

 3.  Study health care costs

 4.  Research the quality of health care

 5.  Predict health care trends

 6.  Plan for future health care needs



The use and results of coding are widespread and evident in our everyday lives. Many people hear the results of coding on a regular basis and don’t even know it. Anytime you listen to the news and hear the newscaster refer to a specific number of AIDS cases in the United States or read a news article about an epidemic of measles, you are seeing the results of diagnostic coding. The I-10 classification system is totally compatible with its parent system (ICD-10), thus meeting the need for comparability of morbidity and mortality statistics at the international level. A classification system means that each condition or disease can be coded to only one code as much as possible to ensure the validity and reliability of data; this classification system is used to track morbidity and mortality.
 
Coding must be performed correctly and consistently to produce meaningful statistics. (Refer to Fig. 2-1 for the AAPC Code of Ethics.) To code accurately, it is necessary to have an in-depth knowledge of medical terminology, anatomy and physiology, disease conditions, and pharmacology, along with an understanding of the I-10 coding guidelines, format, and conventions.
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FIGURE 2–1AAPC Code of Ethics. Source: (From American Academy of Professional Coders: AAPC Code of Ethics [website]: www.aapc.com/aboutus/code-of-ethics.aspx. Accessed January 15, 2015.) 





 
Transforming verbal or narrative descriptions of diseases, injuries, conditions, and procedures into alphanumeric designations is a complex activity and should not be undertaken without proper training. Learning to use the I-10 codes will be a valuable tool to you in any health care career.



 ICD-10-CM replaces the ICD-9-CM, volumes 1 and 2

The I-10 was developed by the National Center for Health Statistics (NCHS) and replaced I-9, Volumes 1 and 2. Prior to the implementation of the new edition, extensive consultation and review took place with physician groups, clinical coders, and others. The NCHS established a 20-member Technical Advisory Panel of representatives of the health care and coding communities to provide input during the development of the 10th revision. 




EXERCISE 2-1

The ICD-10-CM
 

Without the use of reference material, answer the following: 


 1  The I-10 was originally issued in 1993 by ___________________. 


 a  CMS

 b  AHIMA

 c  AHA

 d  WHO



 2  This country currently uses the ICD-10-AM: ___________________. 


 a  Argentina

 b  Africa

 c  Australia

 d  Austria



 3  The I-10 is designed for the classification of patient ____________ or ____________.

 4  The CM in ICD-10-CM stands for ____________.

 5  List four of the six reasons why diagnosis codes are used today. 


 ____________________________________________________________________________________________

 ____________________________________________________________________________________________.



 6  The I-10 is used to translate what descriptive information into alphanumeric codes? 


 ____________ or ____________.





(Answers are located in Appendix B)







 Improvements in the ICD-10-CM

Notable improvements in the content and format of the I-10 include the following: 


 1.  Addition of information relevant to ambulatory and managed care encounters 




Example
 




 Y92.53 Ambulatory health services establishments as the place of occurrence of the external cause 


 Y92.530 Ambulatory surgery center as the place of occurrence of the external cause 


 Outpatient surgery center, including that connected with a hospital as the place of occurrence of the external cause

 Same day surgery center, including that connected with a hospital as the place of occurrence of the external cause








 


 2.  Expansion of injury codes 




Example
 




 Y93 Activity codes 


 Y93.4 Activities involving dancing and other rhythmic movement 


 EXCLUDES1:  activity, martial arts (Y93.75)



 Y93.41 Activity, dancing

 Y93.42 Activity, yoga

 Y93.43 Activity, gymnastics 


 Activity, rhythmic gymnastics

 EXCLUDES1:  activity, trampolining (Y93.44)



 Y93.44 Activity, trampolining

 Y93.45 Activity, cheerleading









 3.  Extensive expansion of the injury codes, allowing for greater specificity 




Example
 

S50.351 is the code for superficial foreign body of right elbow. The 7th character designates the encounter: A - Initial encounter, D - subsequent encounter, S - sequela.





 4.  Creation of combination diagnosis/symptom codes to reduce the number of codes needed to fully describe a condition 




Example
 

I25.110 is the code for atherosclerotic heart disease of native coronary artery with unstable angina pectoris. Only one code is required in ICD-10-CM.





 5.  The addition of a sixth character 




Example
 

S06.336 is the code to report unspecified contusion and laceration of the cerebrum, with loss of consciousness greater than 24 hours without return to pre-existing conscious level with the patient surviving (requires a 7th character to describe the encounter (A, D, or S).





 6.  The incorporation of common fourth- and fifth-character subclassifications 




Example
 

F10.14 is the five-character code to report alcohol abuse with alcohol-induced mood disorder.





 7.  Updating and greater specificity of diabetes mellitus codes 




Example
 

E11.21 reports Type 2 diabetes mellitus with diabetic nephropathy.





 8.  Facilitation of providing greater specificity when assigning codes






[image: Image] Third-party companies typically employ Clinical Documentation Improvement (CDI) specialists, who are then hired by medical providers to advise and implement programs that improve documentation practices. The use of CDI is especially important to ensure documentation is specific enough to support the level of detail required from ICD-10-CM/ICD-10-PCS. Ultimately, it’s the coders’ responsibility to follow up with the provider in order to ensure proper documentation that meets the quality of coding, medical necessity, and denial standards of ICD-10-CM/ICD-10-PCS. 





[image: Image]QUICK CHECK 2-1
 




 1.  According to the previous information on injury codes, what code would you reference for an activity code for an injury on a trampoline? ________________



(Answers are located in Appendix C)







 Structure of the system

Chapter titles in the I-10 remain similar to those in the I-9 with the presence of two new chapters: Chapter 7, Diseases of the Eye and Adnexa, and Chapter 8, Diseases of the Ear and Mastoid Process. 


 Chapter 1 Certain Infectious and Parasitic Diseases (A00-B99)

 Chapter 2 Neoplasms (C00-D49)

 Chapter 3 Diseases of the Blood and Blood-Forming Organs and Certain Disorders Involving the Immune Mechanism (D50-D89)

 Chapter 4 Endocrine, Nutritional, and Metabolic Diseases (E00-E89)

 Chapter 5 Mental, Behavioral and Neurodevelopmental Disorders (F01-F99)

 Chapter 6 Diseases of the Nervous System (G00-G99)

 Chapter 7 Diseases of the Eye and Adnexa (H00-H59)

 Chapter 8 Diseases of the Ear and Mastoid Process (H60-H95)

 Chapter 9 Diseases of the Circulatory System (I00-I99)

 Chapter 10 Diseases of the Respiratory System (J00-J99)

 Chapter 11 Diseases of the Digestive System (K00-K95)

 Chapter 12 Diseases of the Skin and Subcutaneous Tissue (L00-L99)

 Chapter 13 Diseases of the Musculoskeletal System and Connective Tissue (M00-M99)

 Chapter 14 Diseases of the Genitourinary System (N00-N99)

 Chapter 15 Pregnancy, Childbirth, and the Puerperium (O00-O9A)

 Chapter 16 Certain Conditions Originating in the Perinatal Period (P00-P96)

 Chapter 17 Congenital Malformations, Deformations and Chromosomal Abnormalities (Q00-Q99)

 Chapter 18 Symptoms, Signs, and Abnormal Clinical and Laboratory Findings, Not Elsewhere Classified (R00-R99)

 Chapter 19 Injury, Poisoning and Certain Other Consequences of External Causes (S00-T88)

 Chapter 20 External Causes of Morbidity (V00-Y99)

 Chapter 21 Factors Influencing Health Status and Contact with Health Services (Z00-Z99)





 Mapping

As a part of the conversion, two sets of diagnosis code General Equivalence Mappings (GEMs) have been developed. This mapping is a type of crosswalk to find corresponding diagnosis codes between the two code sets. The two GEMs files are: 


 1.  I-9 to I-10, which is forward mapping

 2.  I-10 to I-9, which is backward mapping



Fig. 2-2 displays GEMs mapping files for codes from I-9 to I-10. Note that the GEMs files do not contain decimal points. For example, in the GEMs file for I-9, code 001.0 is 0010 and code 001.1 is 0011. For I-10 codes, A00.0 is A000 and A00.1 is A001. In Fig. 2-2, column 1 displays the I-9 codes and column 2 displays the I-10 codes. Fig. 2-3 displays the mapping for codes from the I-10 code system to the I-9 code system. In Fig. 2-3, column 1 displays the I-10 code and column 2 displays the equivalent I-9 code. Column 3 in both figures is the “Flag” designation, which will be reviewed next.



[image: Image]


FIGURE 2–2GEMs mapping files I-9 to I-10. 
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FIGURE 2–3GEMs mapping files I-10 to I-9. 





 
 Flags

There are three different types of flag designations: 


■  Approximate

■  No Map

■  Combination




 Approximate
 
 Approximate, flag 0. 

The Approximate, Flag 0, means there is a direct match between the two coding systems, and the GEMs file directs the coder to a single entry. The conversion between the two code sets is straightforward: the I-10 code A02.21 maps to 003.21 in the I-9 code system. 




Example
 

003.21 (Salmonella meningitis)
 
A02.21 (Salmonella meningitis)








Example
 







	I-10
	I-9
	Flag



	A0221
	00321
	00000













 Approximate, flag 1. 

The I-10 code set has a more consistent level of detail, such as a more extensive vocabulary of clinical concepts, body part specificity, and patient encounter information. There are five times more codes in the I-10 (69,000+) than in the I-9 (14,000+), so the I-9 code is often linked to more than one I-10 code. The Approximate, Flag 1, assists in the process of conversion by identifying those times when more than one code in the I-10 is available to replace an I-9 code. For example, stress fractures in the I-9 are reported with codes in the 733.93-733.98 range, and although some of the codes are for specific bones (e.g., fibula, metatarsals, femur), a code such as 733.95 reports “other” bones. Code 733.95 is reported when there is not a specific code to report the stress fracture stated in the diagnosis. As such, 733.95 becomes an umbrella code that is assigned to a wide variety of stress fracture diagnoses. The I-10 code set expands the stress fracture codes (M84.3) to be more specific. For example, Fig. 2-4 illustrates the specificity of code M84.31, Stress fracture, shoulder.



[image: Image]


FIGURE 2–4 Specificity of M84.31, Stress fracture, shoulder. 





 
Note that M84.311 reports the right shoulder and M84.312 reports the left shoulder. This laterality is utilized throughout I-10.
 
Note that in addition to the specific anatomical location and laterality (right, left) of M84.31, a 7th character is also reported to indicate the episode of care, as illustrated in Fig. 2-5. This greater detail in the I-10 results in one I-10 code reporting what would have taken several I-9 codes to report.



[image: Image]


FIGURE 2–5M84.3 7th character assigned to increase specificity. 





 
The Approximate, Flag 1, assists the coder in choosing the correct code to reference by listing all of the possible choices. For example, the I-9 to I-10 GEMs file maps 16 possible I-10 codes for 733.95, Stress fracture of other bone, based on the specific location of the fracture. Some of the GEMs file entries for 733.95 are displayed in Fig. 2-6 along with the I-10 Tabular entries for the codes. 





[image: Image]CAUTION 


The medical documentation must be reviewed to determine the exact location of the stress fracture for correct I-10 code assignment.
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FIGURE 2–6A, I-9 to I-10 GEMs file entries for code 733.95. B, I-10 Tabular code descriptions. 










Entire chapters of the I-10, such as obstetrics, have been reorganized, and the conversion from I-9 to I-10 is more complex. For example, spotting complicating pregnancy in the I-9 is based on episode of care and in the I-10 these codes are based on the trimester. 




Example
 


ICD-9







	649.50
	Spotting complicating pregnancy, unspecified as to episode of care or not applicable




	649.51
	Spotting complicating pregnancy, delivered with or without mention of antepartum condition




	649.53
	Spotting complicating pregnancy, antepartum condition or complication









ICD-10





	

O26.851 Spotting complicating pregnancy, first trimester

O26.852 Spotting complicating pregnancy, second trimester

O26.853 Spotting complicating pregnancy, third trimester

O26.859 Spotting complicating pregnancy, unspecified trimester
















Example
 

In the I-9 to I-10 GEMs file, the entry for 649.50-649.53 indicates that the choice of correct code would be based on the new information of trimester: 




	I-9
	I-10
	Flag




	64950
	O26859
	10000



	64951
	O26851
	10000



	64951
	O26852
	10000



	64951
	O26853
	10000



	64953
	O26852
	10000



	64953
	O26853
	10000



	64953
	O26851
	10000














Example
 

In the I-10 to I-9 GEMs file, the entry for O26.851-O26.859 is: 




	I-10
	I-9
	Flag




	O26851
	64951
	10000



	O26851
	64953
	10000



	O26852
	64953
	10000



	O26852
	64951
	10000



	O26853
	64951
	10000



	O26853
	64953
	10000



	O26859
	64950
	10000











The 10000 flag indicates that although there is a one-to-one code mapping, the codes may not be exactly the same because the choice of code depends on the trimester. The majority of the flags in the GEMs files are Flag 1 with either a 1 or 0.





 No map. 

No Map means that there is no similar code from one coding system to the other. When this occurs, there will be a 1 as the second character in Flag 2. For example, the I-10 code, T36.6X6A, Poisoning by, adverse effect of and underdosing of rifampicins, initial encounter, has no match in I-9. In the I-9 column, “NoDx” appears and there is a 1 in the Flag 2 position. 




Example
 






	I-10
	I-9
	Flag



	T366X6A
	NoDx
	11000












 Combination. 

The Combination Flag 3 (third character in the flag) contains a 1 when a code from the source system must be linked to more than one code in the target system to be valid. For example, in the I-10 system, R65.21, Severe sepsis with septic shock, would require two I-9 codes (995.92, Severe sepsis, and 785.52, Septic shock) to fully report. The I-10 GEMs file displays this requirement with a 1 in the third field, as illustrated in Fig. 2-7.



[image: Image]


FIGURE 2–7I-10 mapping files for combination code R65.21. 








 Scenario and choice list. 

The fourth field is the Scenario field and the fifth field is the Choice List. These two numbers appear after the three flags and indicate a further subdivision of the flags. The Scenario is the number of variations of diagnosis combinations included in the source system code. As illustrated in Fig. 2-8, in R65.21, the 4th character is 1, indicating that there is only one valid combination of I-9 codes (995.92 and 785.52).
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FIGURE 2–8Scenario and Choice List fields. 





 
The Choice List indicates the possible target system codes that when combined are one valid scenario. For example, in Fig. 2-8 the 2 in the Choice List position (5th place) for 995.92 indicates that the code is the second of two codes that when combined with the Choice List 1 makes a valid scenario.
 
There are times when the fourth field (Scenario) is a number other than a 0 or 1. For example, in the I-9, there is a code for poisoning by succinimides (966.2) and a code for poisoning by oxazolidine derivatives (oxazolidinediones) (966.0). Either of these codes could be combined with E855.8 (Other specified drugs acting on central and autonomic nervous systems) to report how the poisoning occurred. However, in the I-10 coding system the two substances are combined in one code: T42.2X1A, Poisoning by succinimides and oxazolidinediones, accidental (unintentional), initial encounter. This means that both 996.2 and E855.8 are reported with the one I-10 code T42.2X1A and both 996.0/E855.8 are also reported with T42.2X1A. The GEMs file illustrates that E855.8 can be used in multiple combinations by placing a 2 in the fourth field (Fig. 2-9).



[image: Image]


FIGURE 2–9GEMs file for E8558. 





 





EXERCISE 2-2

GEMs Files and Activity Codes
 

To access the GEMs files, start by logging into your Evolve Learning Resources (or registering for FREE at http://evolve.elsevier.com/Buck/step). Access your “Step-by-Step Medical Coding 2015 Edition” course, then: 


•  Click “Course Documents”

•  Click “Resources”

•  Click “Coding Updates, Tips, and Links”

•  Click ”GEMs files (2015)”

•  Select the appropriate GEMs Files



With the use of the two GEMs files, answer the following:

Using the I-9 to I-10 GEMs file, map the following codes: 




	

 1 005.89 ___________________

 2 016.01 ___________________

 3 150.0 ____________________

 4 919.8 ____________________

 5 E841.3 ___________________

 6 V24.1 ____________________




	

 a C15.3

 b T07

 c A05.8

 d Z39.1

 e A18.11

 f V95.8XXA









 
According to the I-10 to I-9 GEMs file, map the following codes: 




	

 7 S06.1X8A ________________

 8 T38.903S _________________

 9 D75.81 __________________

 10 A02.29 __________________

 11 M35.09 ___________________

 12 R65.20 ___________________




	

 a 003.29

 b 289.83

 c 854.05 and 348.5

 d 995.92

 e 710.2

 f 909.0 and E969









 
According to the examples previously presented in the text or in the I-10 Tabular, match the activity code description to the correct I-10 code: 





	

 13 Y93.01 ___________________

 14 Y93.11 ___________________

 15 Y93.34 ___________________




	

 a bungee jumping

 b walking, marching, and hiking

 c swimming






	

 16 When 00000 is displayed in the Flag field, the following is true about the target coding system: ___________________ 


 a there are multiple entries available

 b there is only a single entry available

 c there is no code available

 d any of the above may be true



 17 The third character in the Flag field is this type of flag: ___________________ 


 a combination

 b approximate

 c scenario

 d choice list











 
(Answers are located in Appendix B)











 ICD-10-CM format

The I-10 Alphabetic Index and Tabular are used in outpatient settings to substantiate the reason for receiving medical services (medical necessity) by assigning diagnosis codes. ICD-10-PCS is used for coding surgical, therapeutic, and diagnostic procedures and is used primarily by hospitals. Today, more than 95 percent of claims are filed electronically using the 5010 claim format required under HIPAA. Examples of the 5010 format can be seen in Figs. D-1 through D-8 (located in Appendix D). I-10 codes can also be reported on the CMS-1500 insurance claim form (Fig. 2-10). Government and private insurers require diagnostic codes to be submitted to show the medical necessity of services provided. Several publishing companies produce versions of the I-10 manual. All versions are based on the official government version of the I-10.
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FIGURE 2–10CMS–1500 Health Insurance Claim Form 





 
There are four groups whose function it is to deal with in-depth coding principles and practices: Centers for Medicare and Medicaid Services (CMS), which was formerly known as the Health Care Financing Administration (HCFA); National Center for Health Statistics (NCHS); American Health Information Management Association (AHIMA); and American Hospital Association (AHA).



 Index

The I-10 Index is alphabetic, as illustrated in Fig. 2-11. As in the I-9, the I-10 index presents the main terms in bold type, and subterms indented under the main term. After the index entry, a code is provided. Sometimes, only the first four characters of the code are listed. As a coder, you will reference the Index first and then locate the code identified in the Index in the Tabular List. Everything in the Index is listed by condition—meaning diagnosis, signs, symptoms, and conditions such as pregnancy, admission, encounter, or complication. To ensure that you have chosen the correct code and/or to obtain the remaining characters, you must always reference the Tabular.
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FIGURE 2–11ICD-10-CM Index. 





 
The Alphabetic Index consists of three sections: 


■  Index to Diseases and Injuries

■  Table of Drugs and Chemicals

■  External Cause of Injuries Index



There is one table located within the Index to Diseases and Injuries. This table is used to better list the subterms under the main term entry of neoplasm.
 
Note: Please refer to the companion Evolve website for the most current guidelines.
 
The ICD-10-CM Index utilizes three levels of indentation in the Alphabetic Index. They are the: 


■  Main terms

■  Subterms

■  Carryover lines



The main terms are identified by bold print and are flush with the left margin of each column. Alphabetization rules apply in locating main terms and subterms in the Alphabetic Index. Numerical entries appear first under the main term or subterm. Each term is followed by the code or codes that apply to the term (Fig. 2-12).
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FIGURE 2–12Main terms are capitalized and in bold print. Subterms are indented two spaces to the right under the term above.





 






[image: Image]QUICK CHECK 2-2
 

According to Fig. 2-11, what is the code you would reference in the Tabular for: 


 1.  aberrant basilar artery? ________________

 2.  acute abdomen? ________________



(Answers are located in Appendix C)










EXERCISE 2-3

Main Terms
 

Underline the main terms to be located in the Alphabetic Index in the following diagnostic statements: 


 1  Normocytic anemia

 2  Acute prostatitis

 3  Severe protein calorie malnutrition

 4  Granuloma lung

 5  Pain in neck



(Answers are located in Appendix B)





The subterms under the main terms are indented to the right. They begin with a lowercase letter and are not bolded. These subterms modify the main term and are called essential modifiers. These subterms provide greater specificity for proper code assignment. It is possible for a subterm to be followed by an additional subterm(s). These additional subterms are indented even further to the right. 




Example
 

Incoordinate, incoordination
 
esophageal-pharyngeal (newborn)—see Dysphagia
 
muscular R27.8
 
The term in parentheses (newborn) is nonessential and merely supplementary. The indented subterms are essential modifiers, such as muscular.





General adjectives such as “acute,” “chronic,” “epidemic,” or “hereditary” and references to anatomic site, such as “arm,” “stomach,” and “uterus,” will appear as main terms, but they will have a “see” or “see also condition” reference. 




Example
 

Hereditary—see condition
 
Uveal—see condition





Certain subterms are called connecting words. These define a relationship between a main term or a subterm and an associated condition or etiology. The connecting words “with” or “without” are located immediately after the main term and before any other subterms. Some additional connecting words are “associated with,” “due to,” “with mention of ” or “in.” Carryover lines are used when there is not enough space on a single line for an entry. They are indented to the right even further than a subterm to avoid confusion, as illustrated in Fig. 2-13.
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FIGURE 2-13Carryover lines are indented five spaces to the right.








 Tabular

After referencing the Alphabetic Index, you will locate the code(s) identified in the Tabular. You can never code directly from the Index. Rather, you must always reference the Index and then verify the code number in the Tabular.
 
The Tabular List is the listing of all the codes available for assignment, including their descriptions. When the exact word is not found in the code description in the Tabular List but the descriptive word is found in the Alphabetic Index, you must trust the code provided in the Alphabetic Index to be correct because the Index contains descriptive words that the Tabular does not. Not listing all possible descriptive terms in the Tabular saves space.
 
Anything that can happen, in the way of injury or disease, to a human body has a code in the Tabular List. Although there are certainly many things that can happen to us, the people who developed the ICD-10-CM not only included them all but organized them in a systematic way.
 
 Chapters

A chapter is the main division in the ICD-10-CM manual. The 21 chapters of the Tabular are arranged in numeric order after the first letter assigned to the chapter and are as follows: 








 Chapter 1 Certain Infectious and Parasitic Diseases (A00-B99)

 Chapter 2 Neoplasms (C00-D49)

 Chapter 3 Diseases of the Blood and Blood-Forming Organs and Certain Disorders Involving the Immune Mechanism (D50-D89)

 Chapter 4 Endocrine, Nutritional, and Metabolic Diseases (E00-E89)

 Chapter 5 Mental, Behavioral and Neurodevelopmental Disorders (F01-F99)

 Chapter 6 Diseases of the Nervous System (G00-G99)

 Chapter 7 Diseases of the Eye and Adnexa (H00-H59)

 Chapter 8 Diseases of the Ear and Mastoid Process (H60-H95)

 Chapter 9 Diseases of the Circulatory System (I00-I99)

 Chapter 10 Diseases of the Respiratory System (J00-J99)

 Chapter 11 Diseases of the Digestive System (K00-K95)

 Chapter 12 Diseases of the Skin and Subcutaneous Tissue (L00-L99)

 Chapter 13 Diseases of the Musculoskeletal System and Connective Tissue (M00-M99)

 Chapter 14 Diseases of the Genitourinary System (N00-N99)

 Chapter 15 Pregnancy, Childbirth, and the Puerperium (O00-O9A)

 Chapter 16 Certain Conditions Originating in the Perinatal Period (P00-P96)

 Chapter 17 Congenital Malformations, Deformations and Chromosomal Abnormalities (Q00-Q99)

 Chapter 18 Symptoms, Signs, and Abnormal Clinical and Laboratory Findings, Not Elsewhere Classified (R00-R99)

 Chapter 19 Injury, Poisoning and Certain Other Consequences of External Causes (S00-T88)

 Chapter 20 External Causes of Morbidity (V00-Y99)

 Chapter 21 Factors Influencing Health Status and Contact with Health Services (Z00-Z99)






 
If you compare the chapters in ICD-10-CM to those in ICD-9-CM, you will see that the flow is very similar. That is because the World Health Organization used ICD-9 as the foundation to create the ICD-10. To increase the capacity of the system, WHO replaced the first numerals 0-9 with letters A-Z. The results are sometimes a parallel, for example:
 


 
 


	ICD-9-CM
	ICD-10-CM




	021   Tularemia
	A21   Tularemia



	021.0
	Ulceroglandular tularemia
	A21.0
	Ulceroglandular tularemia



	021.1
	Enteric tularemia
	A21.1
	Oculoglandular tularemia



	021.2
	Pulmonary tularemia
	A21.2
	Pulmonary tularemia



	021.3
	Oculoglandular tularemia
	A21.3
	Gastrointestinal tularemia



	
	
	A21.7
	Generalized tularemia



	021.8
	Other specified tularemia
	A21.8
	Other forms of tularemia



	021.9
	Unspecified tularemia
	A21.9
	Tularemia, unspecified
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As you can see, the classifications are nearly identical. In ICD-9-CM, generalized tularemia is reported with 021.9 unspecified tularemia, so the creation of A21.7 in the ICD-10-CM adds additional specificity to the reporting of generalized tularemia. (Tularemia is an infectious disease caused by bacterium.)
 
The ICD-9-CM classification begins with 0 and continues through 9. ICD-10-CM begins with A and continues through Z. Due to the complexity of some chapters in ICD-10-CM, a chapter may use more than one letter (example: Neoplasms are all of the letter C and half of the letter D), or only part of one letter (example: Eye and Adnexa are half of the letter H). Although there is no significance to the letters assigned to each chapter other than alphabetic order, there are numerous chapter code sets that start with letters that seem intuitive. For example, Chapter 15 Pregnancy, Childbirth and the Puerperium, uses only the letter O. If you think “obstetrics,” you will instantly know which letter pregnancy codes begin with. This trick is called a mnemonic (new-MON-ick) device, and there are many for remembering ICD-10 chapters:
 






	Neoplasms (C00-D49) 	“C for cancer”



	Endocrine, Nutritional, and Metabolic Diseases (E00-E89)
	“E for endocrine”



	Nervous System (G00-G99)
	“G for ganglia”



	Ear and Mastoid Process (H60-H95)
	“H for hearing”



	Circulatory System (I00-I99)
	“I for infarct”



	Musculoskeletal System and Connective Tissue (M00-M99)
	“M for musculoskeletal”



	Genitourinary System (N00-N99)
	“N for nephrology”



	Certain Conditions Originating in the Perinatal Period (P00-P96)
	“P for perinatal”







Think of your own mnemonic devices for the other chapters, as they are very helpful when beginning to work with a new coding system.
 
Fig. 2-14 illustrates a portion of the chapter concerning symptoms. Note that in the Index (see Fig. 2-11) the main entry is Abdomen, abdominal, and the first subterm is “acute,” directing the coder to the Tabular location, R10.0. Now, note in the Tabular (see Fig. 2-14) the location of R10.0 as Acute abdomen.
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FIGURE 2–14ICD-10-CM Tabular, R codes. 





 





EXERCISE 2-4

ICD-10-CM Index and Tabular
 

Using the information previously presented, answer the following: 


 1  The code range for Mental, Behavioral and Neurodevelopmental Disorders is ___________________. 


 a  V00-Y99

 b  O00-O9A

 c  F01-F99

 d  N00-N99



 2  The code range for Certain Conditions Originating in the Perinatal Period is ___________________. 


 a  P00-P96

 b  Z00-Z99

 c  I00-I99

 d  G00-G99



 3  According to Fig. 2-11, when referencing “Aberrant (congenital), artery, eye” in the Index of the I-10, the coder is directed to reference this code in the Tabular. ___________________ 


 a  Q98.0

 b  Q15.8

 c  R15

 d  Z49.31



 4  In the Index of the I-10, the main term is identified in this typeface. ___________________ 


 a  italic

 b  red

 c  underlined

 d  bold





(Answers are located in Appendix B)






 Chapter format. 

Fig. 2-15 indicates the format of each chapter.
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FIGURE 2-15ICD-10-CM Chapter Format. 





 
 Section. 

A section is a group of three-digit categories that represent a group of conditions or related conditions.



 Category. 

A three-character category is a code that represents a single condition or disease.



 Subcategory. 

A four-character subcategory code provides more information or specificity as compared to the three-character code in terms of the cause, site, or manifestation of the condition.



 Subclassification. 

A five to seven-character subclassification code adds even more information and specificity to a conditions description. You must assign the additional characters if they are available.







 Bold type

Bold type is used for all codes and titles in the Tabular List. 




Example Box
 

E03.8 Other specified hypothyroidism







 Italicized type

Italicized type is used for all exclusion notes and to identify those codes that are not usually sequenced as the first-listed diagnosis. Italicized type codes cannot be assigned as a first-listed diagnosis because they always follow another code. Italicized codes are to be sequenced according to specific coding instructions in the Tabular List, such as “Code first.. ” Fig. 2-16 shows an example of italicized type.
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FIGURE 2–16Italicized type in the Tabular List. 







 


 Official instructional notations in the ICD-10-CM

The I-10 has instructional notations to provide guidance to the coder. Although publishers will enhance their I-10s with various notations and symbols, all publishers present the notations that are part of the official version of the coding system. Let’s review these official instructional notations.
 
 Conventions

The ICD-10-CM manual contains a list of the conventions and definitions to be used when assigning codes, usually in the front matter of the manual. It is important that you be familiar with the conventions as you prepare to assign ICD-10-CM codes.
 
Although the maintenance of the ICD-10-CM is the responsibility of the NCHS (National Center for Health Statistics) and CMS (Centers for Medicare and Medicaid Services), many private companies publish editions of the ICD-10-CM, and each publisher has its own conventions in addition to the standard conventions. For example, some publishers indicate that an additional character is required by placing a special symbol next to the code in the Alphabetic Index. Additional symbols are helpful to coders but are not a recognized convention.
 
The two main abbreviations NEC (not elsewhere classifiable) and NOS (not otherwise specified) are often used and very important.
 
 Nec. 

NEC is used in both the Alphabetic Index and the Tabular List. In the Alphabetic Index, NEC represents “other specified.” When a specific code is not available for a condition, the Alphabetic Index directs the coder to the “other specified” code in the Tabular List.
 
The NEC abbreviation in the Tabular List also means “other specified.” The code may not fully describe the disease process or medical condition.
 
NEC can be used in two ways: 


 1.  NEC directs the coder to other classifications, if appropriate. Other subterms or Excludes notes may provide hints as to what the other classifications may be.

 2.  NEC is used when the ICD-10-CM does not have any codes that provide greater specificity.





 NOS. 

NOS (not otherwise specified) is the equivalent of “unspecified.” It is used when the information at hand does not permit a more specific code assignment (Fig. 2-17). The coder should query the physician for more specific information so that a more specific code assignment can be made. 
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FIGURE 2–17NOS in the Tabular List. 










[image: Image]CODING SHOT
 

Third-party payers prefer specific codes and do not appreciate a coder’s dependence on NOS codes. If the NOS code is the only correct code, you must assign it, but only after a thorough review of all available documentation.








 Brackets [ ] 

Brackets enclose synonyms, alternative wording, or explanatory phrases and are found in the Tabular List (Fig. 2-18). In the Alphabetic Index, brackets are used to identify manifestation codes.
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FIGURE 2–18Brackets in the Tabular List. 








 Parentheses ( ) 

Parentheses enclose supplementary words (nonessential modifiers) that may be present or absent in the statement of a disease or procedure without affecting code assignment. Parentheses are located in both the Alphabetic Index and the Tabular List.
 
 Nonessential modifiers. 

Nonessential modifiers are words that may be used to clarify the diagnosis but do not affect code assignment (Fig. 2-19). The code for ileus is K56.7, and the code for inhibitory ileus is also K56.7. The addition of the modifier “inhibitory” does not affect the code assignment.
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FIGURE 2–19Parentheses in the Alphabetic Index. 







 





EXERCISE 2-5

Essential/Nonessential Modifier
 

Using the ICD-10-CM Alphabetic Index, locate the following main terms and identify if the bolded subterm is an essential or nonessential modifier: 


 1  Otitis externa ____________________

 2  Acute otitis externa ____________________

 3  Streptococcal nasopharyngitis ____________________

 4  Subacute mastitis ____________________

 5  Congenital spondylolisthesis ____________________



(Answers are located in Appendix B)







 Colon : 

Colons are located in the Tabular List after an incomplete term that needs one or more of the modifiers that follow in order to make the condition assignable to a given category.



 And and with. 

Although the two words “and” and “with” have similar meanings in everyday language, in ICD-10-CM terminology they have special significance and meanings. “And” means and/or, whereas “with” indicates that two conditions are included in the code and both conditions must be present to report the code.
 
 And. 

In Fig. 2-20, code J35 is assigned to identify the disease as one of tonsils and/or adenoids.
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FIGURE 2–20“And” in the Tabular List. 








 With. 

In Fig. 2-21, the “Diabetes” entry in the Index illustrates the use of “with” to direct the coder to the correct codes and the sequence of codes for conditions that may be present with the diabetes.
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FIGURE 2–21“With” in the Alphabetic Index. 









 


 Includes

The word “Includes” appears under certain categories to further define or give examples of the content of the category. For example, Fig. 2-22 illustrates an “Includes” in Chapter 1 of the I-10.
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FIGURE 2–22Includes notation in I-10. 








 Excludes

The I-10 has two types of Excludes notes. Each note has a different meaning.
 
 Excludes1. 

An Excludes1 note is a pure excludes. It means “NOT CODED HERE!” and indicates that the code excluded should not be assigned at the same time as the code above the Excludes1 note. In Fig. 2-23 codes in Chapter 1 are not to be reported with certain localized infections (the first Excludes1).
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FIGURE 2–23Excludes1 notation in I-10. 





 
An Excludes1 is used when two conditions cannot occur together, such as a congenital form versus an acquired form of the same condition.



 Excludes2. 

An Excludes2 note represents “Not included here.” An Excludes2 note indicates that the condition excluded is not part of the condition it is excluded from and a patient may have both conditions at the same time. When an Excludes2 note appears under a code, it is acceptable to use both the code and the Excludes2 code together. For example, the first Exludes2 note in Chapter 1 indicates that the infectious and parasitic disease does not include a carrier or suspected carrier of infectious disease as shown in Fig. 2-24 and it is possible for the patient to have both conditions. 
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According to Fig. 2-24, Chapter 1 Excludes 2, what is the code you reference when reporting 


 1.  infectious and parasitic diseases complicating pregnancy, childbirth and the puerperium? ________________
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FIGURE 2–24Excludes2 notation in I-10. 






 2.  influenza and other acute respiratory infections? ________________



(Answers are located in Appendix C)









 Code first/use additional code

The “Code first” and “Use additional code” notations indicate etiology/manifestation paired codes. Certain conditions have both an underlying etiology and multiple body system manifestations. For such conditions, the I-10 has a coding convention that requires the underlying condition be sequenced first followed by the manifestation. Wherever such a combination exists there is a “Use additional code” note at the etiology code, and a “Code first” note at the manifestation code. These instructional notes indicate the proper sequencing order of the codes—etiology followed by manifestation. For example, as illustrated in Fig. 2-25, the Code first notation at code A40 directs the coder to report certain conditions first.
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FIGURE 2–25I-10 Tabular, Code first notation. 





 
In most cases the manifestation codes will have in the code title, “in diseases classified elsewhere.” Codes with this title are a component of the etiology/manifestation convention. The code title “in diseases classified elsewhere” indicates that the code is a manifestation code. “In diseases classified elsewhere” codes are never first-listed codes. Rather, these codes must be used in conjunction with an underlying condition code and must follow the underlying condition code. For example, the Code first notation at D77 directs the coder to first report the underlying disease, such as illustrated in Fig. 2-26. The black half-moon symbol to the left of D77 in Fig. 2-26 indicates a “Manifestation Code.” (The black half-moon symbol is an enhancement placed by the publisher and is not part of the official code set.)
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FIGURE 2–26ICD-10-CM Tabular, Code first underlying disease notation. 








 Code also

A “Code also” note instructs that two codes may be required to fully describe a condition but the sequencing of the two codes is discretionary, depending on the severity of the conditions and the reason for the encounter. For example, at D61.82, the coder is directed to also code an underlying disorder, if one is present, as shown in Fig. 2-27.
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FIGURE 2–27I-10 Tabular, Code also notation. 








 Default codes






ICD-10 OFFICIAL GUIDELINES FOR CODING AND REPORTING
 


Section I.A.


 

18. Default codes

A code listed next to a main term in the ICD-10-CM Alphabetic Index is referred to as a default code. The default code represents that condition that is most commonly associated with the main term, or is the unspecified code for the condition. If a condition is documented in a medical record (for example, appendicitis) without any additional information, such as acute or chronic, the default code should be assigned.
 






 7th characters and placeholder X

For codes less than 6 characters that require a 7th character a placeholder X is assigned for all characters less than 6.
 
For the initial encounter of a sprain of an unspecified acromioclavicular joint, the correct code, as shown in Fig. 2-28, is S43.50. Following the instructions under Category S43, a 7th character A is required. In order for the A to be a 7th character, an X is added as a 6th character to S43.50. The correct code is S43.50XA. In other cases, the classification itself presents an X to identify a placeholder that may be expanded in the future. For example, see Fig. 2-29. In this case, the classification may in the future be divided into individual disorders of the patella for more specific coding. The 7th character now and in the future will identify whether the disorder is of the right or left knee. 
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FIGURE 2–28Determining X as the placeholder.
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FIGURE 2–29X as the placeholder. 








 Cross-references

Cross-references provide the coder with possible alternatives or synonyms for a term. There are three types of cross-references: 


 1.  see

 2.  see also

 3.  see category



The “see” cross-reference is an explicit direction to look elsewhere. It is used for anatomic sites and many modifiers not normally used in the Alphabetic Index. The “see” cross-reference is also used to reference the appropriate main term under which all the information concerning a specific disease will be located. 




Example
 

Encephalomeningitis–see Meningoencephalitis
 
Kidney–see condition
 
Lipofibroma–see Lipoma





The “see also” cross-reference directs the coder to reference another main term if all the information being searched for cannot be located under the first main term entry. 




Example
 

Lax, laxity–see also Relaxation








EXERCISE 2-6

Official Instructional I-10 Notations
 

With the use of the information previously presented, match the following notation with the correct description: 




	

 1 Includes ______________

 2 Excludes1 ____________

 3 Excludes2 ____________

 4 Code First ____________

 5 Code Also ____________




	

 a. two codes may be required to fully describe the condition but the sequencing of the two codes is discretionary

 b. pure excludes

 c. indicates a manifestation due to underlying etiology

 d. not included here

 e. gives further definition or examples of content










(Answers are located in Appendix B)










CHAPTER REVIEW

Chapter 2, part I, theory

Without the use of reference material, answer the following:  


 1 I-10 codes are alphanumeric. 


True   False



 2 I-10 is indexed in a similar manner to ICD-9-CM. 


True   False



 3 Like I-9, I-10 contains 17 chapters. 


True   False



 4 All versions of the ICD-10-CM are based on the official government version. 


True   False



 5 I-10 was issued in 1993 by ________________. 


 a CMS

 b AHIMA

 c AHA

 d WHO



 6 The acronym used in the United States for the I-10 system that reports inpatient procedures is the ________________. 


 a PDQ

 b PCS

 c PHI

 d none of the above



 7 The expansion of the injury codes in the I-10 has been done with ________________ codes. 


 a sport

 b ambulatory

 c activity

 d dynamic



 8 The mapping files that crosswalk I-9 to I-10 and I-10 to I-9 are known as ________________. 


 a ACTs

 b GEMs

 c HIMs

 d PQIs



 9 A code that reports more than one diagnosis with one code is a ________________ code. 


 a multiple

 b compound

 c complex

 d combination




Chapter Review answers are only available in the TEACH Instructor Resources on Evolve

Chapter 2, part II, practical

GEMs FILES REQUIRED.  Using the I-9 to I-10 GEMs file, map the following codes. The I-9 codes may have more than one correct I-10 code.  


 10 004.0 ____________________

 11 456.1 _____________________

 12 803. 81 __________________

 13 290.40 ____________________

 14 530.0 _______________________

 a K22.0

 b I85.00

 c S06.360A

 d A03.0

 e F01.50

 f S02.91XB



GEMs FILES REQUIRED.  Using the I-10 to I-9 GEMs file, map the following codes and drag and drop the I-9 code or codes to the correct I-10 code.  


 15 R56.9

 16 S52.513S

 17 Z99.89

 18 W16.832S

 19 V04.99XS

 a 905.2

 b E929.0

 c V46.8

 d E929.3

 e 780.39



Using the Tabular List, answer the following questions.  


 20. Is acute lymphoblastic leukemia in remission assigned C91.00? _________________ 


If not, what code is assigned? _______________________________________________



 21. Is congenital hydronephrosis assigned code N13.30? __________________________ 


If not, what code is assigned? _______________________________________________





Using the Tabular and instructional notes, assign and sequence the following code(s):  


 22. See category G30 and assign code(s) for a patient who has Alzheimer’s disease with behavioral disturbances. 


________________________________________________________________________



 23. See category E11 and assign code(s) for a patient with Type 2 diabetes without complications, with insulin use. 


________________________________________________________________________



 24. See category N18 and assign code(s) for a patient with hypertensive stage 5 chronic kidney disease. 


________________________________________________________________________





Underline the main terms to be located in the Alphabetic Index in the following diagnostic statements:  


 25. Normocytic anemia

 26. Acute prostatitis

 27. Severe protein calorie malnutrition

 28. Granuloma lung

 29. Pain in neck



Using the Tabular List, answer the following questions:  


 30. Is nephrogenic diabetes insipidus assigned code E23.2? ________________________ 


If not, what code is assigned? _______________________________________________



 31. Is rupture of the esophagus assigned code N22.3? ________________________ 


If not, what code is assigned? _______________________________________________



 32. Is congenital clubfoot assigned code M21.549? ________________________ 


If not, what code is assigned? _______________________________________________



 33. Is Shy-Drager syndrome assigned code G23.8? ________________________ 


If not, what code is assigned? _______________________________________________



 34. Is duodenal ulcer included in code category K27? ________________________ 


If not, what code is assigned? _______________________________________________





Match the convention to the definition:  


 35. see category

 36. Notes

 37.see also

 38. modifiers

 39. see

 40. subterm

 41. with

 a. terms in parentheses or following main terms; they may or may not be essential

 b. indicates two conditions are included in the code

 c. directs coder to use Tabular List for additional information

 d. defines and fives instructions

 e. directs coder to look under another term if all information is not located under the first term

 f. terms indented under main terms, considered essential modifiers

 g. explicit direction to look elsewhere



Using the Alphabetic Index, answer the following questions:  


 42. Locate the main term “Acquired immunodeficiency syndrome” in the Index. Is there another term for acquired immunodeficiency syndrome that may be located in the Index, and if so, what is the term? 


________________________________________________________________________



 43. Locate the main term “Itch” in the Index. Is there another term for itch that may be located in the Index, and if so, what is the term? 


________________________________________________________________________



 44. Locate the main term “Polyadenitis” in the Index. Is there another term for polyadenitis that may be located in the Index, and if so, what is the term? 


________________________________________________________________________



 45. Locate the main term “Polypoid” in the Index, and identify the cross reference given. 


________________________________________________________________________



 46. Locate the main term “Morbilli” in the Index, and identify the cross reference given. 


________________________________________________________________________



 47. Locate the main term “Hyperthermia” in the Index. Is there another term for hyperthermia that may be located in the Index, and if so, what is the term? 


________________________________________________________________________



 48. Locate the main term “Hypertensive urgency” in the Index, and identify the cross reference given. 


________________________________________________________________________



 49. Locate the main term “Hypogenitalism” in the Index, and identify the cross reference given. 


________________________________________________________________________











 



Chapter 3




ICD-10-CM outpatient coding and reporting guidelines
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Learning objectives


After completing this chapter you should be able to 

 1 Identify a first-listed diagnosis. 

 2 Define assignment of codes for unconfirmed diagnosis. 

 3 Describe code assignment for outpatient surgery. 

 4 Outline assignment of additional diagnoses. 

 5 Describe Z code reporting. 

 6 Define observation stay. 

 7 Delineate the differences between first-listed and coexisting conditions. 

 8 Explain uncertain diagnosis. 

 9 Understand assignment of codes for chronic diseases. 

 10 Recognize diagnostic services. 

 11 Recognize therapeutic services. 

 12 Illustrate reporting of preoperative evaluations. 

 13 Explain prenatal visits. 

 14 Apply the Official Guidelines for Coding and Reporting.
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 First-listed diagnosis

The majority of the services that a physician will provide are outpatient services, so this chapter will start with assigning I-10 diagnosis codes for outpatient services in accordance with the I-10 Official Guidelines for Coding and Reporting, Section IV. 




ICD-10 OFFICIAL GUIDELINES FOR CODING AND REPORTING
 


SECTION IV.

Diagnostic coding and reporting guidelines for outpatient services

These coding guidelines for outpatient diagnoses have been approved for use by hospitals/providers in coding and reporting hospital-based outpatient services and provider-based office visits.
 
Information about the use of certain abbreviations, punctuation, symbols, and other conventions used in the ICD-10-CM Tabular List (code numbers and titles), can be found in Section IA of these guidelines, under “Conventions Used in the Tabular List.” Section I. B. contains general guidelines that apply to the entire classification. Section I. C. contains chapter-specific guidelines that correspond to the chapters as they are arranged in the classification. Information about the correct sequence to use in finding a code is also described in Section I.
 
The terms encounter and visit are often used interchangeably in describing outpatient service contacts and, therefore, appear together in these guidelines without distinguishing one from the other.
 
Though the conventions and general guidelines apply to all settings, coding guidelines for outpatient and provider reporting of diagnoses will vary in a number of instances from those for inpatient diagnoses, recognizing that:
 
The Uniform Hospital Discharge Data Set (UHDDS) definition of principal diagnosis applies only to inpatients in acute, short-term, long-term care, and psychiatric hospitals.
 
Coding guidelines for inconclusive diagnoses (probable, suspected, rule out, etc.) were developed for inpatient reporting and do not apply to outpatients. 


 A.  Selection of first-listed condition 


 In the outpatient setting, the term first-listed diagnosis is used in lieu of principal diagnosis.

 In determining the first-listed diagnosis the coding conventions of ICD-10-CM, as well as the general and disease specific guidelines take precedence over the outpatient guidelines.

 Diagnoses often are not established at the time of the initial encounter/visit. It may take two or more visits before the diagnosis is confirmed.

 The most critical rule involves beginning the search for the correct code assignment through the Alphabetic Index. Never begin searching initially in the Tabular List as this will lead to coding errors.












Examples
 


Select the first-listed diagnosis

Established 50-year-old patient was seen in the clinic for acute bronchitis. Patient also received a prescription for a refill of medication for hypertension. The first-listed diagnosis is acute bronchitis.
 
Initial office visit for a 36-year-old female complaining of irregular menses. Review of systems identified unexplained weight loss. The first-listed diagnosis is irregular menses.
 
Established patient is a 75-year-old male complaining of substernal chest pain, which is relieved with rest. Patient has hypertension and blood pressure is above baseline on this visit. The first-listed diagnosis is substernal chest pain.
 




Most physicians will document the “chief complaint” of the patient for each encounter in the medical record. The chief complaint (CC) is the reason the patient presents for the medical visit. The CC is one of the keys to determining the first-listed diagnosis. The chief complaint is the reason for the visit from the patient’s perspective. For example, a patient consumed a soup that contained shellfish. The patient is allergic to shellfish, and develops hives. The chief complaint and the first-listed diagnosis is allergic hives, due to allergy to shellfish: 





	L50.0
	Allergic urticaria



	Z91.013
	Allergy to seafood







Other times, the patient’s complaint is a symptom of a more complex diagnosis. For example, a patient presents with a chief complaint of a backache, and after examination, the physician determines the patient has an acute kidney infection due to Escherichia coli. The chief complaint is a backache, but the first-listed diagnosis is an acute kidney infection due to E. coli. The backache was a symptom of the acute kidney infection. 





	N10
	Acute tubulo-interstitial nephritis



	B96.2
	Escherichia coli [E. coli] as the cause of diseases classified elsewhere







The patient may also schedule a visit without a chief complaint. As examples, the patient requests a physical to qualify for insurance or may be an expectant parent seeking to establish a pediatrician. The reason for these visits can be reported as first-listed codes using codes from Chapter 21: 





	Z02.6
	Encounter for examination for insurance purposes



	Z76.81
	Expectant parent(s) prebirth pediatrician visit










EXERCISE 3-1

First-Listed Diagnosis
 

Identify the first-listed diagnosis in the following encounters or visits: 


 1  Established patient complaining of painful urination and frequency. Patient is a type 2 diabetic. Lab work revealed a urinary tract infection and blood glucose was within normal limits. 


 First-listed Diagnosis: ____________________



 2  Established patient presented to clinic with exacerbation of Crohn’s disease. Patient’s rheumatoid arthritis is stable and no medication changes were made. 


 First-listed Diagnosis: ____________________



 3  Initial office visit for sprained left knee. Patient has a history of hypertension and asthma, both stable at this time. 


 First-listed Diagnosis: ____________________



 4  Initial office visit for patient requiring equal management of COPD and CHF. 


 First-listed Diagnosis: ____________________



 5  Established patient seen for cough, fever, and shortness of breath. Chest x-ray confirmed physician’s diagnosis of pneumonia and patient was sent home on antibiotics. 


 First-listed Diagnosis: ____________________





(Answers are located in  Appendix B)







 Unconfirmed diagnosis

Often, it may take several encounters before the diagnosis is confirmed. In these instances, report the symptoms or signs that occasioned the encounter. 




Examples
 


Two or more visits before a diagnosis is confirmed




 1.  Initial office visit, 30-year-old woman complains of fatigue, abnormal weight gain, and constipation. Lab studies including thyroid function test were ordered. Patient will return in two weeks. 


 In this case the only reportable diagnoses are symptom codes as no specific diagnosis has been confirmed during this visit.

 Codes: R53.83 fatigue, R63.5 abnormal weight gain, and K59.00 constipation.



 2.  Follow-up office visit, 30-year-old woman with continued complaints of fatigue, weight gain, and constipation. Lab results confirm that patient has hypothyroidism and she was started on Synthroid. She will have repeat thyroid function studies on her next visit. 


 Code: E03.9 hypothyroidism. The patient was told that she has hypothyroidism and the fatigue, weight gain, and constipation are common symptoms and would likely improve with treatment of her hypothyroidism. No additional treatment was directed at the patient’s symptoms.



 3.  Follow-up office visit, 30-year-old woman is seen following her repeat thyroid function studies and her hypothyroidism has responded to the Synthroid. She will be maintained on her current dose. 


 Code: E03.9 hypothyroidism is the reason for the visit.












EXERCISE 3-2

Unconfirmed Diagnosis
 

Using reference material, assign codes to the following: 


 1  Initial office visit for a 28-year-old male with persistent abdominal pain and bloody diarrhea. Patient was scheduled for small-bowel x-rays and colonoscopy and will be seen in the office following those outpatient procedures. 


 Codes: ________________, ________________



 2  Follow-up office visit for a 28-year-old male with recent colonoscopy with biopsy and small bowel x-rays. The biopsy and small bowel x-rays confirmed that the patient had ulcerative colitis and the patient was started on sulfasalazine. 


 Code: ________________



 3  Initial office visit for 55-year-old male with fatigue and jaundice. Laboratory tests were ordered and patient will return in 1 week for the results. 


 Codes: ________________, ________________



 4  Follow-up office visit for 55-year-old male with jaundice and fatigue. Diagnostic tests confirm that the patient has hepatitis C. He will be treated with interferon therapy. 


 Code: ________________





(Answers are located in Appendix B)







 Outpatient surgery






ICD-10 OFFICIAL GUIDELINES FOR CODING AND REPORTING
 


SECTION IV.A.


 
1. Outpatient surgery

When a patient presents for outpatient surgery (same day surgery), code the reason for the surgery as the first-listed diagnosis (reason for the encounter), even if the surgery is not performed due to a contraindication.
 







Examples
 


Outpatient surgery

Patient with a history of asthma presents for an outpatient T&A due to chronic tonsillitis.
 
First-listed diagnosis: J35.01 Chronic tonsillitis.


Outpatient surgery that has been canceled

Patient presented for a right inguinal hernia repair. Following assessment of the patient by the nurse, it was discovered that the patient had breakfast and the surgery was canceled and will be rescheduled for next week.
 
First-listed diagnosis: K40.90 Inguinal hernia, followed by Z53.09 (procedure not carried out due to other contraindication).
 







EXERCISE 3-3

Outpatient Surgery
 

Identify the first-listed diagnoses in the following: 


 1  A female patient was admitted as an outpatient for elective bilateral tubal ligation. The patient was noted to be wheezing during the nurse’s assessment. She was seen by her physician and her surgery was canceled because of an exacerbation of her asthma. 


 First-listed Diagnosis: ________________



 2  A male patient was admitted as an outpatient for transurethral prostatic resection for symptomatic benign prostatic hypertrophy. 


 First-listed Diagnosis: ________________



 3  A patient was admitted as an outpatient for a cystoscopy for hematuria. The procedure was performed without complications. No abnormality or explanation for the hematuria was found. 


 First-listed Diagnosis: ________________





(Answers are located inAppendix B)







 Additional diagnoses

In the preceding guidelines and exercises, we were concerned primarily with the identification of the first-listed diagnosis. In some cases, additional diagnoses would be reported to describe complications, reasons for canceled procedures, and other coexisting conditions. 




ICD-10 OFFICIAL GUIDELINES FOR CODING AND REPORTING
 


SECTION IV.B.

Codes from a00.0 through t88.9, z00-z99

The appropriate code(s) from A00.0 through T88.9, Z00-Z99 must be used to identify diagnoses, symptoms, conditions, problems, complaints, or other reason(s) for the encounter/visit.
 




The Guidelines state that it is acceptable to use any of the codes throughout the entire Tabular List to identify the reason(s) for an outpatient visit including the use of Z codes. Z codes are used more frequently in the outpatient setting.
 
This guideline assures data integrity by promoting accurate I-10 diagnosis codes that are supported by documentation in the health record. It is important to code all the conditions or problems that are being managed during an encounter. 




ICD-10 OFFICIAL GUIDELINES FOR CODING AND REPORTING
 


SECTION IV.C.

Accurate reporting of ICD-10-CM diagnosis codes

For accurate reporting of ICD-10-CM diagnosis codes, the documentation should describe the patient’s condition, using terminology which includes specific diagnoses as well as symptoms, problems, or reasons for the encounter. There are ICD-10-CM codes to describe all of these.
 




According to Guideline D, it is acceptable for symptoms and signs to be reported if no definitive diagnosis has been established by the provider. Chapter 18 of the I-10 contains codes (R00-R99) for most of these symptom or sign codes, but there are other such codes throughout the I-10. 




ICD-10 OFFICIAL GUIDELINES FOR CODING AND REPORTING
 


SECTION IV.D.

Codes that describe symptoms and signs

Codes that describe symptoms and signs, as opposed to diagnoses, are acceptable for reporting purposes when a diagnosis has not been established (confirmed) by the provider. Chapter 18 of ICD-10-CM, Symptoms, Signs, and Abnormal Clinical and Laboratory Findings Not Elsewhere Classified (codes R00-R99) contain many, but not all codes for symptoms.
 






 Z codes

There are 21 chapters in Volume 1, Tabular List, of the I-10. Each of the chapters represents a different organ system or type of disease. You will review each of the chapters, but first, there are some special codes that you need to know about—Z codes (located in Chapter 21 of the I-10).
 
When abstracting information from the medical record as the basis for code assignment, the intent is to communicate the story of the patient encounter. Sometimes, important information contributing to the care of the patient is not an illness. As you read through the medical record, always ask yourself, “Is this information pertinent to the care provided?” For example, the patient may have a history of cancer, but the cancer has been surgically removed. As another example, a patient lives in difficult circumstances at his home and these circumstances are affecting the patient’s health or are affecting the physician’s ability to treat the patient’s primary condition, putting the patient at risk. There are also circumstances in which patients need counseling or may have been exposed to a disease that they may or may not have contracted. The Z codes are assigned to report these types of encounters and capture the story accurately. Sometimes the Z code will be the first-listed code, and sometimes the Z code will be a supplemental code. Read the following Guidelines about assignment of codes in the Z00-Z99 range: 




Examples
 




 1.  The patient complains to her family practitioner of blood in her sputum. An x-ray shows a coin lesion in the right lung. The patient is seven years post-mastectomy for breast cancer. 


 The history of breast cancer is pertinent to the patient’s chief complaint. Although the patient has been symptom-free for seven years, her history of breast cancer will contribute to the diagnostic path the physician chooses. Report: 





	R04.2
	Hemoptysis



	R91.1
	Other coin lesion lung



	Z85.3
	Personal history of malignant neoplasm of breast









 2.  John went camping last month in the Rockies with several friends who now have been diagnosed with Giardia from drinking from the mountain stream. John also drank from the stream but has no symptoms. He presents to the office today to be tested for Giardia. The laboratory results indicate that he has been infected with Giardia lamblia and is prescribed a 10-day course of Flagyl. 


 John did not have a chief complaint and had no symptoms. He presented for a screening test and laboratory results indicated an infection. Report: 





	Z11.0
	Encounter for screening for intestinal Infectious diseases



	A07.1
	Giardiasis [lambliasis]


















ICD-10 OFFICIAL GUIDELINES FOR CODING AND REPORTING
 


SECTION IV.E.

Encounters for circumstances other than a disease or injury

ICD-10-CM provides codes to deal with encounters for circumstances other than a disease or injury. The Factors Influencing Health Status and Contact with Health Services codes (Z00-Z99) are provided to deal with occasions when circumstances other than a disease or injury are recorded as diagnosis or problems.
 
See Section I.C.21. Factors influencing health status and contact with health services.


SECTION IV.Q. Encounters for routine health screenings

See Section I.C.21. Factors influencing health status and contact with health services, Screening


SECTION I.C.21. Chapter 21: factors influencing health status and contact with health services (z00-z99)

Note: The chapter specific guidelines provide additional information about the use of Z codes for specified encounters. 


 a.  Use of Z codes in any healthcare setting 


 Z codes are for use in any healthcare setting. Z codes may be used as either a first-listed (principal diagnosis code in the inpatient setting) or secondary code, depending on the circumstances of the encounter. Certain Z codes may only be used as first-listed or principal diagnosis.



 b.  Z Codes indicate a reason for an encounter 


 Z codes are not procedure codes. A corresponding procedure code must accompany a Z code to describe any procedure performed.



 c.  Categories of Z Codes 


 1)  Contact/Exposure 


 Category Z20 indicates contact with, and suspected exposure to, communicable diseases. These codes are for patients who do not show any sign or symptom of a disease but are suspected to have been exposed to it by close personal contact with an infected individual or are in an area where a disease is epidemic.
 
 Category Z77, Other contact with and (suspected) exposures hazardous to health.

 Contact/exposure codes may be used as a first-listed code to explain an encounter for testing, or, more commonly, as a secondary code to identify a potential risk.



 2)  Inoculations and vaccinations 


 Code Z23 is for encounters for inoculations and vaccinations. It indicates that a patient is being seen to receive a prophylactic inoculation against a disease. Procedure codes are required to identify the actual administration of the injection and the type(s) of immunizations given. Code Z23 may be used as a secondary code if the inoculation is given as a routine part of preventive health care, such as a well-baby visit.















[image: Image]QUICK CHECK 3-1
 




 1.  According to the Guidelines, which category code would you reference to report inoculations and vaccinations? ________________

 2.  According to the Guidelines, this category is referenced when reporting suspected exposure to a communicable disease: ________________

 3.  Can Z codes only be used in the outpatient setting? 


 Yes   No





(Answers are located in Appendix C)






 Status code

A status code is assigned to indicate that a patient has a sequelae or residual of a past disease or condition or is a current carrier of a disease. There are codes and categories of Z codes assigned to report a status. 
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SECTION I.C.21.





3) Status

Status codes indicate that a patient is either a carrier of a disease or has the sequelae or residual of a past disease or condition. This includes such things as the presence of prosthetic or mechanical devices resulting from past treatment. A status code is informative, because the status may affect the course of treatment and its outcome. A status code is distinct from a history code. The history code indicates that the patient no longer has the condition.
 
A status code should not be used with a diagnosis code from one of the body system chapters, if the diagnosis code includes the information provided by the status code. For example, code Z94.1, Heart transplant status, should not be used with a code from subcategory T86.2, Complications of heart transplant. The status code does not provide additional information. The complication code indicates that the patient is a heart transplant patient.
 
For encounters for weaning from a mechanical ventilator, assign a code from subcategory J96.1, Chronic respiratory failure, followed by code Z99.11, Dependence on respirator [ventilator] status.
 
The status Z codes/categories are: 





	Z14
	Genetic carrier



	
	Genetic carrier status indicates that a person carries a gene, associated with a particular disease, which may be passed to offspring who may develop that disease. The person does not have the disease and is not at risk of developing the disease.



	Z15
	Genetic susceptibility to disease



	
	Genetic susceptibility indicates that a person has a gene that increases the risk of that person developing the disease.



	
	Codes from category Z15 should not be used as principal or first-listed codes. If the patient has the condition to which he/she is susceptible, and that condition is the reason for the encounter, the code for the current condition should be sequenced first. If the patient is being seen for follow-up after completed treatment for this condition, and the condition no longer exists, a follow-up code should be sequenced first, followed by the appropriate personal history and genetic susceptibility codes. If the purpose of the encounter is genetic counseling associated with procreative management, code Z31.5, Encounter for genetic counseling, should be assigned as the first-listed code, followed by a code from category Z15. Additional codes should be assigned for any applicable family or personal history.



	Z16
	Resistance to antimicrobial drugs



	
	This code indicates that a patient has a condition that is resistant to antimicrobial drug treatment. Sequence the infection code first.



	Z17
	Estrogen receptor status



	Z18
	Retained foreign body fragments



	Z21
	Asymptomatic HIV infection status



	
	This code indicates that a patient has tested positive for HIV but has manifested no signs or symptoms of the disease.



	Z22
	Carrier of infectious disease



	
	Carrier status indicates that a person harbors the specific organisms of a disease without manifest symptoms and is capable of transmitting the infection.



	Z28.3
	Underimmunization status



	Z33.1
	Pregnant state, incidental



	
	This code is a secondary code only for use when the pregnancy is in no way complicating the reason for visit. Otherwise, a code from the obstetric chapter is required.



	Z66
	Do not resuscitate



	
	This code may be used when it is documented by the provider that a patient is on do not resuscitate status at any time during the stay.



	Z67
	Blood type



	Z68
	Body mass index (BMI)



	Z74.01
	Bed confinement status



	Z76.82
	Awaiting organ transplant status



	Z78
	Other specified health status



	
	Code Z78.1, Physical restraint status, may be used when it is documented by the provider that a patient has been put in restraints during the current encounter. Please note that this code should not be reported when it is documented by the provider that a patient is temporarily restrained during a procedure.



	Z79
	Long-term (current) drug therapy



	
	Codes from this category indicate a patient’s continuous use of a prescribed drug (including such things as aspirin therapy) for the long-term treatment of a condition or for prophylactic use. It is not for use for patients who have addictions to drugs. This subcategory is not for use of medications for detoxification or maintenance programs to prevent withdrawal symptoms in patients with drug dependence (e.g., methadone maintenance for opiate dependence). Assign the appropriate code for the drug dependence instead.



	
	Assign a code from Z79 if the patient is receiving a medication for an extended period as a prophylactic measure (such as for the prevention of deep vein thrombosis) or as treatment of a chronic condition (such as arthritis) or a disease requiring a lengthy course of treatment (such as cancer). Do not assign a code from category Z79 for medication being administered for a brief period of time to treat an acute illness or injury (such as a course of antibiotics to treat acute bronchitis).



	Z88
	Allergy status to drugs, medicaments and biological substances



	
	Except: Z88.9, Allergy status to unspecified drugs, medicaments and biological substances status



	Z89
	Acquired absence of limb



	Z90
	Acquired absence of organs, not elsewhere classified



	Z91.0-
	Allergy status, other than to drugs and biological substances



	Z92.82
	Status post administration of tPA (rtPA) in a different facility within the last 24 hours prior to admission to current facility



	
	Assign code Z92.82, Status post administration of tPA (rtPA) in a different facility within the last 24 hours prior to admission to current facility, as a secondary diagnosis when a patient is received by transfer into a facility and documentation indicates they were administered tissue plasminogen activator (tPA) within the last 24 hours prior to admission to the current facility.

 
	
	This guideline applies even if the patient is still receiving the tPA at the time they are received into the current facility.



	
	The appropriate code for the condition for which the tPA was administered (such as cerebrovascular disease or myocardial infarction) should be assigned first.



	
	Code Z92.82 is only applicable to the receiving facility record and not to the transferring facility record.



	Z93 	Artificial opening status



	Z94 	Transplanted organ and tissue status



	Z95 	Presence of cardiac and vascular implants and grafts



	Z96 	Presence of other functional implants



	Z97 	Presence of other devices



	Z98 	Other postprocedural states



	
	Assign code Z98.85, Transplanted organ removal status, to indicate that a transplanted organ has been previously removed. This code should not be assigned for the encounter in which the transplanted organ is removed. The complication necessitating removal of the transplant organ should be assigned for that encounter.



	
	See section I.C19. for information on the coding of organ transplant complications.



	Z99 	Dependence on enabling machines and devices, not elsewhere classified



	
	
Note: Categories Z89-Z90 and Z93-Z99 are for use only if there are no complications or malfunctions of the organ or tissue replaced, the amputation site or the equipment on which the patient is dependent.













 External cause index

Chapter 20 in the I-10 classifies External Causes. The External Cause Index is located after the Table of Drugs and Chemicals in the I-10. The index classifies environmental events (tornadoes, floods), circumstances, and other conditions as the cause of injury and other adverse effects alphabetically. The External Cause codes are never reported as a first-listed diagnosis. Rather these codes are reported to clarify injury or adverse effects.
 
The code terms describe the external circumstances under which an accident, injury, or act of violence occurred. The main terms in the code index usually represent the type of accident or violence (e.g., assault, collision), with the specific agent or other circumstance listed below the main term. “Assault” in Fig. 3-1 illustrates a main term and indented subterms that further define how the assault occurred. You will not find these codes in the Index to Disease of the I-10; rather you must reference the External Cause Index.



[image: Image]


FIGURE 3–1External Cause Index of the I-10. 





 
External cause codes have their own index, and the external cause codes are not listed in the Index to Diseases. When an external cause code is reported, it is reported in addition to an injury code from the Tabular List of the I-10. The external cause codes are codes that provide greater detail. Most groups of codes have Includes or Excludes notes that provide further detail about assigning the codes.



 Index locations

The Z codes are located at the end of the Tabular. If you have an I-10 manual available, locate the Z codes in the Tabular now. Z codes can be located in the Index like any other code. Often, the most difficult thing about the Z code is locating the Z code term in the Index. To help you become familiar with how to locate Z codes in the Index, review Fig. 3-2 for the most common Index terms for locating Z codes. 




EXERCISE 3-4

External Cause Codes
 

Using the I-10 manual, locate the correct External Cause code indicated for each of the following: 


 1  Railway accident involving derailment without antecedent collision, injuring a porter 


 Place of occurrence code: ____________________



[image: Image]


FIGURE 3–2Most common Index terms for locating Z codes. 








 2  Motor vehicle traffic accident due to tire blowout; driver of the car was injured, initial encounter 


 Injured person code: ____________________



 3  Driver of an ATV (off-road vehicle) is injured when he collides with a fence 


 Injured person code: ____________________



 4  Horse being ridden, rider injured, and non-motor vehicle collision, initial encounter 


 Injured person code: ____________________



 5  Accident to watercraft causing other injury; occupant of small powered boat injured due to collision, initial encounter 


 External cause code: ____________________





(Answers are located in Appendix B)







 Circumstances to assign Z codes

Z codes are most often assigned in the outpatient settings, that is, ambulatory care centers, physicians’ offices, and outpatient departments of hospitals. 


 1.  When a person who is currently not sick encounters the health services for some specific purpose, such as to act as donor of an organ or tissue, to receive a preventive vaccination, or to discuss a problem that is in itself not a disease or injury. Occurrences such as these are more common among outpatients at health clinics. 




Example
 

The patient is donating a kidney. 




	Code:
	Z52.4 indicates a donor of a kidney; the donor is not sick but encounters health care








You would first locate “Donor, kidney,” in the Index, and then verify code Z52.4 in the Z codes of the Tabular List.


 







Example
 

A student seeks health care to discuss a problem with school maladjustment with classmates.




	Z55
	

Problems related to education and literacy

Z55.4 Educational maladjustment and discord with teachers and classmates












Z55 is the category code and Z55.4 is the subcategory code.
 






	Code:	Z55.4 indicates a patient who is not ill but encounters health care for a psychosocial circumstance. The Index location is “Dissatisfaction with, school environment.”










 2.  A patient with a known disease or injury receives health services for specific treatment of the disease or injury. 




Example
 

A female patient with breast cancer reports to the outpatient department of the hospital for a chemotherapy session. The patient receives health care services for treatment of cancer. 





	Index:
	
Chemotherapy, neoplasm Z51.11



	Tabular:
	

Z51 Encounter for other aftercare 


Z51.1 Encounter for antineoplastic chemotherapy and immunotherapy 


Z51.11 Encounter for antineoplastic chemotherapy











	Code:
	Z51.11 Chemotherapy treatment









The breast cancer (C50.919) would also be reported, but you will learn about the details of that later; for now, concentrate on the use of the Z codes. Also, Z codes should not be mistaken for procedure codes.


 



 3.  A circumstance or problem is present and influences a patient’s health status but is not in itself a current illness or injury. (In these situations the Z code should be used only as a supplementary or secondary code.) 




Example
 

A patient who is allergic to penicillin is admitted to the hospital for treatment of pneumonia using intravenous antibiotics. The patient receives treatment for the pneumonia, but the patient’s allergy to penicillin is a special consideration in the treatment received. 





	Index:
	
History, personal (of), allergy to, penicillin Z88.0



	Tabular:
	

Z88 Allergy status to drugs, medicaments and biological substances 


Z88.0 Allergy status to penicillin









	Code:
	Z88.0, History of allergy to penicillin









Additionally, the pneumonia (J18.9) would be reported as the first-listed diagnosis, but you are focusing only on the use of Z codes right now.


 



 4.  To indicate the birth status and outcome of the delivery of a newborn. 




Example
 

A live, healthy newborn infant is the result of a vaginal delivery in the hospital. 





	Index:
	
Infant(s), liveborn (singleton), born in hospital Z38.00



	Tabular:
	Z38.00 Single liveborn, delivered vaginally









The first “0” in Z38.00 reports born in hospital, and the last “0” reports a vaginal delivery. 




	Code:
	Z38.00 Vaginal delivery of a single, live-born newborn in the hospital














 History of

Often, the patient record states that there is a “history of” a disease: for example, “history of diabetes type 2 mellitus without complications.” This does not mean that the patient no longer has diabetes mellitus but that the patient’s medical history includes diabetes mellitus. You would not assign a Z code to indicate a previous history of diabetes mellitus but instead would assign the code for the current disease of diabetes mellitus (E11.9). If there is any question regarding the current status of the disease, check with the physician. You may also want to offer some physician education regarding the documentation of past history of diseases. 




EXERCISE 3-5

Z Codes
 

Locate the Z codes in the I-10 manual in Volume 2, Alphabetic Index, and then in Volume 1, Tabular List. Code the following: 


 1  A person who has been in contact with smallpox 


 Index location: _________________________________________________________

 Code: ________________



 2  Prophylactic vaccination against smallpox 


 Index location: _________________________________________________________

 Code: ________________



 3  Personal history of malignant neoplasm of the lip 


 Index location: _________________________________________________________

 Code: ________________





Assign the Z code for the following: 


 4  Admission for cardiac pacemaker adjustment 


 Code: ________________



 5  Initial prescription and insertion of subdermal implantable contraceptive 


 Code: ________________



 6  Personal history of cancer of the prostate 


 Code: ________________



 7  Baby in for MMR (measles, mumps, rubella) vaccination 


 Code: ________________



 8  Screening mammogram 


 Code: ________________



 9  Clinic visit for pre-employment physical examination 


 Code: ________________





(Answers are located in Appendix B)









 Observation stay
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SECTION IV.A.


 

2. Observation stay

When a patient is admitted for observation for a medical condition, assign a code for the medical condition as the first-listed diagnosis.
 
When a patient presents for outpatient surgery and develops complications requiring admission to observation, code the reason for the surgery as the first reported diagnosis (reason for the encounter), followed by codes for the complications as secondary diagnoses.
 




The two categories of Z codes that report observation are Z03 and Z04. These observation codes are reported only as the first-listed diagnosis for medical observation for suspected conditions and conditions ruled out. Other codes may be reported in addition to the observation codes but only when that condition or conditions are unrelated to the reason for the observation. For example, a patient admitted for observation for suspected exposure to anthrax (Z03.810) demonstrates no signs or symptoms but is admitted to observation to determine if the exposure will result in the patient developing anthrax. If the patient also has primary hypertension (I10), the hypertension may be reported as it is unrelated to the anthrax exposure and observation. 





[image: Image]QUICK CHECK 3-2
 




 1.  The I-10 code to report observation for suspected exposure to anthrax, ruled out, is ________.

 2.  When reporting the diagnosis for a patient admitted to observation status for a medical condition, assign a code for the ________ condition as the first-listed diagnosis.



(Answers are located in Appendix C)








Example
 


Observation for a medical condition

A patient was admitted for observation due to chest pain. The patient has chronic obstructive pulmonary disease (COPD). After testing, no evidence of cardiac cause was found. The patient was discharged home. Discharge Diagnosis: Noncardiac chest pain.
 
First-listed diagnosis: R07.89 Noncardiac chest pain.
 




Codes P00-P04 report observation and evaluation of newborns for suspected conditions that are not found. These codes are only reported when a healthy newborn is evaluated for a condition that is suspected, but after a study has determined the condition not to be present. If the newborn has signs or symptoms of a suspected problem, you would report the signs or symptoms and not a code from the P00-P04 observation codes. 




EXERCISE 3-6

Observation Stay
 

Answer the following: 


 1  The patient fell off his motorcycle when turning too sharply and hit his head on the sidewalk. The patient was wearing a helmet. The examination reveals no outward apparent head injury. The only injury noted on examination is abrasion of the right upper arm. The patient is admitted overnight to the observation unit to rule out head injury. No head injury was found. 


 a  Hospital observation is located in the Index under the main term “Observation.” Listed under the main term are the reasons for observation. The subterm is “accident NEC” and subterm “transport.” Check the code in the Tabular. What is the Z code? 


 Code: ________________



 b  The second code is for the abrasion to the right upper arm. When you locate “Abrasion” and subterm “arm (upper),” you are directed to S40.81- (the “-” indicates that the Tabular is to be referenced for the additional character[s]). What is the code for the abrasion? 


 Code: ________________





 2  An adult patient is admitted for observation and further evaluation following an alleged rape, ruled out. 


 a  There is only one code for this case. What is that Z code? 


 Code: ________________





 3  A 35-year-old female patient was admitted to observation for severe nausea and vomiting following diagnostic laparoscopy for pelvic pain. 


 First-listed diagnosis: ______________________________________________



 4  A male patient was admitted to observation following an endoscopic retrograde cholangiopancreatography (ERCP) for acute pancreatitis. Patient has a biliary duct stricture. 


 First-listed diagnosis: ______________________________________________



 5  Patient was admitted for observation because of urinary retention following a Dilation and Curettage (D&C) for post-menopausal bleeding. 


 First-listed diagnosis: ______________________________________________





(Answers are located in Appendix B)







 First-listed diagnosis and coexisting conditions

You have already had practice at selecting the first-listed diagnoses and you know that it is possible for the first-listed diagnosis to be a symptom. The important information in this Guideline is that additional codes should be assigned for any coexisting conditions that are present or treated during that visit or encounter. Sometimes there is more than one symptom that is present. 
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ICD-10-CM code for the diagnosis, condition, problem, or other reason for encounter/visit

List first the ICD-10-CM code for the diagnosis, condition, problem, or other reason for encounter/visit shown in the medical record to be chiefly responsible for the services provided. List additional codes that describe any coexisting conditions. In some cases the first-listed diagnosis may be a symptom when a diagnosis has not been established (confirmed) by the physician.
 







Examples
 


Coexisting conditions

An established patient was seen in the clinic for dyspnea on exertion. The patient has hypertension and Graves’ disease. No etiology for the dyspnea was determined. The patient’s medication prescriptions for hypertension and Graves’ disease were refilled. 


 Codes: R06.00 dyspnea, I10 hypertension, E05.00 Graves’ disease.



An initial office visit for a 55-year-old male with jaundice and fatigue. Laboratory tests were ordered and patient will return in 1 week for the results. 


 Codes: R17 jaundice, R53.83 fatigue (either of these diagnoses could be the first-listed diagnosis).










EXERCISE 3-7

First-Listed Diagnosis and Coexisting Conditions
 

Identify the first-listed diagnosis and any coexisting conditions. Assign the I-10 codes. 


 1  Patient was seen in the office for a consultation for palpitations. Patient also has rheumatoid arthritis. Medications that the patient takes for the arthritis were reviewed to see if they could be the cause of the palpitations. 


 First-listed diagnosis: ____________________

 Code: ________________

 Other diagnosis: ___________________

 Code: ________________



 2  Patient is an established patient with memory loss. Patient also has a long-term (current) use of insulin for diabetes type 2. 


 First-listed diagnosis: ____________________

 Code: ________________

 Other diagnoses: ___________________ and ___________________

 Codes: ________________ and ________________



 3  Patient is a new patient who was seen for flank pain and diagnosed with a urinary tract infection, and antibiotics were prescribed. Patient has psoriasis, which is stable at this time. 


 First-listed diagnosis: ____________________

 Code: ________________

 Other diagnosis: ___________________

 Code: ________________





(Answers are located in Appendix B)







 Uncertain diagnoses

In an inpatient setting, uncertain diagnoses are reported, but in the outpatient setting these uncertain diagnoses are not reported as explained in the Section IV.H of the Guidelines. 
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Uncertain diagnosis

Do not code diagnoses documented as “probable”, “suspected,” “questionable,” “rule out,” or “working diagnosis” or other similar terms indicating uncertainty. Rather, code the condition(s) to the highest degree of certainty for that encounter/visit, such as symptoms, signs, abnormal test results, or other reason for the visit.
 
Please note: This differs from the coding practices used by short-term, acute care, long-term care and psychiatric hospitals.
 







Examples
 


Uncertain diagnosis

A chest x-ray is ordered to rule out pneumonia. Patient has cough and fever. The x-ray is normal. 


 Codes: R05 cough, R50.9 fever. The pneumonia cannot be coded as it is documented as a rule out and has not been confirmed.



A 55-year-old male was seen with loss of appetite and jaundice. Further diagnostic studies are needed for suspected cancer of the pancreas. 


 Codes: R17 jaundice, R63.0 loss of appetite. No code can be assigned for cancer of the pancreas because it is “suspected” and not yet confirmed.










EXERCISE 3-8

Uncertain Diagnoses
 

Identify the diagnoses and I-10 codes that should be assigned: 


 1  Patient is seen in the office for pain and stiffness of the right knee. X-rays to rule out osteoarthritis were performed. 


 Reported diagnosis and code: ___________________________________________________________

 Reported diagnosis and code: ___________________________________________________________

 Diagnosis not reported: _______________________________________________________________



 2  Office visit for established patient with left wrist pain and numbness of fingertips. Studies ordered for probable carpal tunnel syndrome. 


 Reported diagnosis and code: ___________________________________________________________

 Reported diagnosis and code: ___________________________________________________________

 Diagnosis not reported: _________________________________________________________________



 3  Office consultation for a new patient with amenorrhea and galactorrhea. Studies to rule out pituitary tumor were ordered. 


 Reported diagnosis and code: ___________________________________________________________

 Reported diagnosis and code: ___________________________________________________________

 Diagnosis not reported: ________________________________________________________________



 4  Initial visit for a patient with a breast lump. Working diagnosis is breast cancer. Diagnostic workup has been scheduled. 


 Reported diagnosis and code: ___________________________________________________________

 Diagnosis not reported: ________________________________________________________________





(Answers are located in Appendix B)







 Chronic diseases

If a patient has a chronic condition that is treated on an ongoing basis, you can report the condition as many times as the patient receives care or treatment for the condition. 
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Chronic diseases

Chronic diseases treated on an ongoing basis may be coded and reported as many times as the patient receives treatment and care for the condition(s).
 







Examples
 


Chronic diseases

An established patient is seen for equal management of mild, intermittent, uncomplicated asthma and type 2 diabetes. 


 Codes: J45.20 Asthma, E11.9 Diabetes, type 2 (either code could be the first-listed)



An established patient is seen for continued management of systemic lupus erythematosus. 


 Code: M32.9 Systemic lupus erythematosus









 Documented conditions

Code conditions that coexist at the time of the encounter and for which the physician provides care, treatment, or management. 
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Code all documented conditions that coexist

Code all documented conditions that coexist at the time of the encounter/visit, and require or affect patient care treatment or management. Do not code conditions that were previously treated and no longer exist. However, history codes (categories Z80-Z87) may be used as secondary codes if the historical condition or family history has an impact on current care or influences treatment.
 







Examples
 


Coexisting conditions

An established patient is seen in follow-up for coronary artery disease of a native artery. The patient is also a diabetic on oral medications. The patient had a coronary artery bypass graft 6 months ago. Labs were reviewed and prescriptions for diabetic medications were renewed. 


 Codes: I25.10 coronary artery disease, E11.9 diabetes, type 2 (chronic coexisting conditions that were managed during this visit), Z95.1 history of CABG (acceptable to report as this is important in a patient with coronary artery disease).



An established patient is seen for management of hypertension and congestive heart failure. Patient has a family history of colonic polyps. 


 Codes: I10 hypertension, I50.9 congestive heart failure (either could be first-listed diagnosis). No Z code is necessary to identify the family history of colonic polyps as it has no bearing on the treatment of hypertension and congestive heart failure.










EXERCISE 3-9

Chronic Diseases
 

Identify the I-10 codes that should be assigned: 


 1  Harry Drew, a patient with chronic obstructive pulmonary disease, presents for a one-week follow-up for bronchitis. He continues to smoke 1 package of cigarettes per day, against repeated medical advice. 


 Codes: ________________, ________________



 2  Harry Drew presents 10 days later for repeated follow-up regarding his bronchitis and to ensure that the infection had responded to the antibiotic prescribed 10 days previously. The physician determined that the bronchitis had responded well and no further bronchitis was identified. The patient’s COPD continues to inhibit his activities. He continues to smoke 1 package of cigarettes per day and since his bronchitis has improved, he says he is smoking “a bit more.” 


 Codes: ________________, ________________





(Answers are located in Appendix B)







 Diagnostic services

When a diagnostic service is provided to a patient during an encounter, the reason for the service is the diagnosis stated in the medical record, or when no diagnostic statement is available, report the primary reason the patient presented for the service. 
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Patients receiving diagnostic services only

For patients receiving diagnostic services only during an encounter/visit, sequence first the diagnosis, condition, problem, or other reason for encounter/visit shown in the medical record to be chiefly responsible for the outpatient services provided during the encounter/visit. Codes for other diagnoses (e.g., chronic conditions) may be sequenced as additional diagnoses.
 
For encounters for routine laboratory/radiology testing in the absence of any signs, symptoms, or associated diagnosis, assign Z01.89, Encounter for other specified special examinations. If routine testing is performed during the same encounter as a test to evaluate a sign, symptom, or diagnosis, it is appropriate to assign both the Z code and the code describing the reason for the non-routine test.
 
For outpatient encounters for diagnostic tests that have been interpreted by a physician, and the final report is available at the time of coding, code any confirmed or definitive diagnosis(es) documented in the interpretation. Do not code related signs and symptoms as additional diagnoses.
 
Please note: This differs from the coding practice in the hospital inpatient setting regarding abnormal findings on test results.
 







Examples
 


Diagnostic services only

Patient encounter for blood typing prior to outpatient surgery tomorrow. 


 Z01.83 encounter for blood typing.



Patient is having an MRI of the head to monitor the progression of brain tumor. 


 D49.6 brain tumor.



Patient without any symptoms had a CBC (complete blood count). 


 Z01.89 laboratory examination without any sign or symptom documented.



Patient was seen for shortness of breath and fever with a negative x-ray. Patient returned the next day for a CT of chest, which confirmed the presence of pneumonia. 


 J18.9 pneumonia.










EXERCISE 3-10

Diagnostic Services
 

Identify the diagnoses and I-10 codes that should be assigned: 


 1  David presents for blood typing for his surgery in two days. 


 Code: ________________



 2  Chris, a 43-year-old male patient, presents for his annual examination. 


 Code: ________________





(Answers are located in Appendix B)







 Therapeutic services

Report the diagnosis, condition, problem, or other reason for the encounter when a patient presents for a therapeutic service. 
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SECTION IV.L.

Patients receiving therapeutic services only

For patients receiving therapeutic services only during an encounter/visit, sequence first the diagnosis, condition, problem, or other reason for encounter/visit shown in the medical record to be chiefly responsible for the outpatient services provided during the encounter/visit. Codes for other diagnoses (e.g., chronic conditions) may be sequenced as additional diagnoses.
 
The only exception to this rule is that when the primary reason for the admission/encounter is chemotherapy or radiation therapy, the appropriate Z code for the service is listed first, and the diagnosis or problem for which the service is being performed listed second.
 







Examples
 


Therapeutic services only

Patient had an outpatient phlebotomy performed for polycythemia vera. 


 D45 polycythemia vera.



Female patient received outpatient chemotherapy for breast cancer with metastasis to the axillary lymph nodes. 


 Z51.11 encounter for chemotherapy, C50.919 breast cancer, and C77.3 metastasis to axillary lymph nodes.



Patient had monthly B12 shot for pernicious anemia. 


 D51.0 pernicious anemia, congenital.










EXERCISE 3-11

Therapeutic Services
 

Identify the I-10 codes that should be assigned. 


 1  The patient presents for a chemotherapy treatment due to primary, malignant ovarian cancer of the left ovary. 


 Codes: ________________, ________________



 2  A patient with dietary folate deficiency anemia presents for a folate injection. 


 Code: ________________



 3  A patient presents for allergy testing. 


 Code: ________________





(Answers are located in Appendix B)







 Preoperative evaluation
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Patients receiving preoperative evaluations only

For patients receiving preoperative evaluations only, sequence first a code from subcategory Z01.81, Encounter for pre-procedural examinations, to describe the pre-op consultations. Assign a code for the condition to describe the reason for the surgery as an additional diagnosis. Code also any findings related to the pre-op evaluation.
 




Usually, a surgeon will want a preoperative clearance performed by the patient’s primary care provider, often due to a chronic or pre-existing condition. When the primary care provider reports the diagnosis for this visit, the first-listed diagnosis will be the appropriate Z code to indicate the encounter is for preop clearance; then the reason for the upcoming surgery is reported followed by the condition requiring the clearance. The Z code will be one of the following:
 



 Z01.810 Preoperative cardiovascular examination
 
 Z01.811 Preoperative respiratory examination

 Z01.812 Preoperative laboratory examination 


 Blood and urine tests prior to treatment or procedure



 Z01.818 Other preprocedural examination 




TOOLBOX 
[image: Image]


Sam is a 7-year-old male patient who is brought to Dr. Well’s office for a pre-procedural consultation for a mass on his left lung. Dr. Well reviews the patient’s x-rays and MRI taken the previous week and sent from Dr. Grossman, Sam’s pediatrician.
 
Questions




 1.  What Z code would you report for the pre-procedural consultation? _____________

 2.  In addition to the Z code, you would report what diagnosis? _____________

 3.  Would the Z code or diagnosis code be first-listed? _____________




▾ Answers

1. Z01.811, 2. lung mass, 3. Z code
 







EXERCISE 3-12

Preoperative Evaluations
 

Match the following code descriptions to the correct codes: 





	

 1 Z01.810




	_____
	

 a Preoperative cardiovascular examination







	

 2 Z01.811




	_____
	

 b Preoperative respiratory examination







	

 3 Z01.818




	_____
	

 c Preoperative examination













(Answers are located in Appendix B)









 Preoperative evaluations only

When the only service is a preoperative examination, report the appropriate Z code along with any codes that indicate significant conditions. 




Examples
 


Preoperative examinations

Patient is seen by cardiologist for surgical clearance for upcoming cataract surgery. The patient has coronary artery disease (CAD) and has a history of angioplasty and cardiac stent. Patient’s medical condition from a cardiac standpoint is stable. Patient can proceed with cataract removal. 


 Z01.810 preoperative cardiovascular examination, H26.9 cataract, I25.10 coronary artery disease, Z95.5 history of cardiac angioplasty with stent placement.



Patient is seen by internist for medical clearance for inguinal hernia repair. The patient has a number of chronic medical conditions, including hypertension, diabetes type 2, and chronic atrial fibrillation. 


 Z01.818 other specified preoperative examination, K40.90 inguinal hernia, I10 hypertension, E11.9 diabetes type 2, I48.2 chronic atrial fibrillation.
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Ambulatory surgery

For ambulatory surgery, code the diagnosis for which the surgery was performed. If the postoperative diagnosis is known to be different from the preoperative diagnosis at the time the diagnosis is confirmed, select the postoperative diagnosis for coding, since it is the most definitive.
 







Examples
 


Pre and postoperative diagnoses are the same

The patient has an EGD for upper gastrointestinal bleeding. The postoperative diagnosis is upper gastrointestinal bleeding, etiology undetermined, K92.2.


Pre and postoperative diagnoses are different

The patient has an EGD for upper gastrointestinal bleeding. The postoperative diagnosis is gastrointestinal bleeding due to gastric ulcer, K25.4.
 








 Prenatal visits

There are specific rules for reporting routine prenatal visits that are provided in an outpatient setting. Read the Guidelines to learn the details regarding this assignment. 
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Routine outpatient prenatal visits

See Section I.C.15. Routine outpatient prenatal visits.


SECTION I.C.


 
15.b. Selection of OB principal or first-listed diagnosis




 1)  Routine outpatient prenatal visits 


 For routine outpatient prenatal visits when no complications are present, a code from category Z34, Encounter for supervision of normal pregnancy, should be used as the first-listed diagnosis. These codes should not be used in conjunction with chapter 15 codes.



 2)  Prenatal outpatient visits for high-risk patients 


 For routine prenatal outpatient visits for patients with high-risk pregnancies, a code from category O09, Supervision of high-risk pregnancy, should be used as the first-listed diagnosis. Secondary chapter 15 codes may be used in conjunction with these codes if appropriate.












Examples
 


First pregnancy without complication

A 25-year-old female presents for initial prenatal visit. This is her first pregnancy. No problems were identified. Z34.00


Second pregnancy without complication

A 25-year-old female presents for initial prenatal visit. Patient had an uncomplicated vaginal delivery of a term female infant 3 years ago. No problems were identified. Z34.80


Prenatal visit with complication (code from chapter 15)

A 25-year-old female is seen for a routine prenatal visit in second trimester. Her laboratory results indicate that she has a urinary tract infection. She is given a prescription for antibiotics and will return in 1 week for repeat urinalysis. O23.92
 







CHAPTER REVIEW

Chapter 3, part I, theory

Answer the following questions about the Diagnostic Coding and Reporting Guidelines for Outpatient Services:  


 1 When a patient is to have outpatient surgery and the surgery is not performed due to contraindication, the reason that the surgery was not performed is the first-listed diagnosis. 


True   False



 2 It is appropriate to code the postoperative diagnosis as it is the most definitive diagnosis for ambulatory surgery. 


True   False



 3 Chronic diseases that are treated on an ongoing basis should be coded and reported as often as the patient receives treatment and care for the chronic conditions. 


True   False



 4 In the physician office it is acceptable to report Z codes as a first-listed diagnosis. 


True   False



 5 In the outpatient setting it is unacceptable to have a sign or symptom as the first-listed diagnosis. 


True   False



 6 When coding an encounter for preoperative evaluation, the reason that the patient is having the surgery or procedure performed is the first-listed diagnosis. 


True   False



 7 In the outpatient setting, diagnoses that are documented as “probable,” “suspected,” “rule out,” or “questionable” are reported to the highest degree of certainty, such as symptoms, signs, abnormal test results, or other reasons for the visit. 


True   False



 8 The first-listed diagnosis is defined as the diagnosis that is the most serious. 


True   False



 9 It is acceptable to report a code from Chapter 15 in conjunction with Z34.00 or Z34.80. 


True   False



 10 It is acceptable to code signs and symptoms even when a definitive diagnosis has been confirmed. 


True   False





Chapter Review answers are only available in the TEACH Instructor Resources on Evolve

Chapter 3, part II, practical

Identify the first-listed diagnoses and assign the appropriate I-10 codes in the following encounters or visits:  


 11 Initial office visit for diaper rash 


First-listed diagnosis: _______________

Code: ________________



 12 Established patient presents with dyspnea and lower extremity edema. The physician determined that the patient’s symptoms were due to an exacerbation of congestive heart failure. 


First-listed diagnosis: _______________

Code: ________________



 13 Established patient seen for management of vitamin B12 deficiency and hypertension 


First-listed diagnosis: ________________________

Code: ________________

Other diagnoses: ____________________________

Code: ________________



 14 Patient was admitted as an outpatient for a left arthroscopic knee procedure to repair old anterior cruciate ligament tear. 


First-listed diagnosis: ________________________

Code: ________________



 15 Patient is admitted to observation for syncope. Patient has diabetes mellitus. After testing, no cardiac or other cause was found. 

 
First-listed diagnosis: ________________________

Code: ________________

Other diagnosis: ____________________________

Code: ________________



 16 Patient was admitted for pain management following biopsy of the kidney for Stage IV chronic kidney disease. 


First-listed diagnosis: ________________________

Code: ________________

Other diagnosis: ____________________________

Code: ________________



 17 Patient is seen by pulmonologist for surgical clearance for upcoming surgery. Patient has emphysema and is scheduled to have an endarterectomy for severe carotid stenosis on the right. 


First-listed diagnosis: ________________________

Code: ________________

Other diagnoses: ____________________________

Codes: ________________, ________________



 18 Patient had an outpatient cystoscopy. The preoperative diagnosis is hematuria. Postoperative diagnosis is hematuria due to bladder cancer. 


First-listed diagnosis: ________________________

Code: ________________





Assign the appropriate Z code for the following:  


 19 Exposure to asbestos ________________

 20 Personal history of colonic polyps ________________

 21 Heart transplant status ________________









 



Chapter 4




Using ICD-10-CM
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            “Don’t take for granted that because you know ICD-9-CM that coding ICD-10-CM will come naturally. More codes are required in ICD-10-CM to ‘draw the picture’ for accurate diagnostic data retrieval. Documentation has to be improved and coders will also need to act as auditors to efficiently retrieve the information needed to complete the billing process.”
        

    Sharon J. Oliver, CPC, CPC-I, CPMA

        Senior Inpatient Coder
        

        East Tennessee State University Physicians & Associates
        

        Johnson City, Tennessee

    
    

Chapter topics

 
Organization of the Guidelines 

Accurate Coding 

Alphabetic Index and Tabular List 

Level of Specificity 

Integral Conditions 

Multiple Coding 

Acute and Chronic Combination Codes 
 
Late Effects 

Reporting Same Diagnosis Code More Than Once 

Laterality 

Chapter Review 
 

 


Learning objectives


After completing this chapter you should be able to 

 1 Demonstrate ability to utilize the Alphabetic Index and Tabular List. 

 2 Understand the steps to accurate coding. 

 3 Comprehend the organization of the Guidelines. 

 4 Use both the Alphabetic Index and Tabular List. 

 5 Outline the need for level of specificity in diagnosis coding. 

 6 Identify conditions integral to a disease process. 

 7 Assign multiple codes to a single condition. 

 8 Report acute and chronic conditions. 

 9 Demonstrate application of combination codes. 

 10 Differentiate between residual and late effects. 

 11 Abstract information that determines if a condition is impending or threatened. 

 12 Outline the rules when reporting the same diagnosis code more than once. 

 13 Assign codes based on laterality.
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 Organization of the guidelines

The Official Guidelines for Coding and Reporting have been developed and approved for coding and reporting by the Cooperating Parties for I-10: the American Hospital Association (AHA), American Health Information Management Association (AHIMA), Centers for Medicare and Medicaid Services (CMS), and National Center for Health Statistics (NCHS).
 
The complete 2016 ICD-10-CM Official Guidelines for Coding and Reporting are posted on the Web at www.cdc.gov/nchs/icd/icd10cm.htm. The Guidelines are organized into sections. Section I of the Guidelines includes the structure and conventions of the classification and general guidelines that apply to the entire classification, and chapter-specific guidelines that correspond to the chapters as they are arranged in the classification. Section II includes guidelines for selection of principal diagnosis for non-outpatient (hospital) settings. Section III includes guidelines for reporting additional diagnoses in non-outpatient settings. Section IV is for outpatient coding and reporting. Outpatient coders, however, use guidance from throughout the Official Guidelines for Coding and Reporting because not all of the coding circumstances are fully explained in Section IV of the Guidelines. Within your learning activities, the number that appears to the left of the guideline is the number of the guideline as listed in the Official Guidelines for Coding and Reporting.



 Accurate coding

You will be practicing coding using the I-10 throughout this chapter. You need to practice using the steps that are always necessary to assign an I-10 code. If you begin your I-10 coding using these steps, you will develop good coding habits that will last throughout your career.
 

 Steps to accurate coding




 1.  Identify the main term(s) in the diagnostic statement.

 2.  Locate the main term(s) in the Alphabetic Index (referred to in this material as the Index).

 3.  Review any subterms under the main term in the Index.

 4.  Follow any cross-reference instructions, such as see.

 5.  Verify the code(s) selected from the Index in the Tabular List (referred to in this material as the Tabular).

 6.  Refer to any instructional notations in the Tabular.

 7.  Assign codes to the highest level of specificity.

 8.  Code the diagnosis until all elements are completely identified.









 Alphabetic index and tabular list

Guidelines are presented and followed by examples or exercises to illustrate the rule(s). Let’s get started with a general coding guideline regarding locating codes in the ICD-10-CM. 
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SECTION I.B.


 

1. Locating a code in the ICD-10-CM

To select a code in the classification that corresponds to a diagnosis or reason for visit documented in a medical record, first locate the term in the Alphabetic Index, and then verify the code in the Tabular List. Read and be guided by instructional notations that appear in both the Alphabetic Index and the Tabular List.
 
It is essential to use both the Alphabetic Index and Tabular List when locating and assigning a code. The Alphabetic Index does not always provide the full code. Selection of the full code, including laterality and any applicable 7th character can only be done in the Tabular List. A dash (-) at the end of an Alphabetic Index entry indicates that additional characters are required. Even if a dash is not included at the Alphabetic Index entry, it is necessary to refer to the Tabular List to verify that no 7th character is required.
 







Example of the Use of Both the Alphabetic Index and Tabular List
 







	

 1. Diagnosis:




	Hodgkin Disease- see Lymphoma, Hodgkin



	Index:
	

Lymphoma (main term) 


Hodgkin (subterm) C81.9









	Tabular:
	

C81 Hodgkin lymphoma [category code] 


C81.9 Hodgkin lymphoma, unspecified [subcategory code] 


C81.90 Hodgkin lymphoma, unspecified, unspecified site (subclassification code)











	Code:
	C81.90 Unspecified Hodgkin’s disease, unspecified site







Verify C81.90 in the Tabular and read any notes indicated in the Tabular to ensure that the code is complete and correct before assignment.


 





Example of the Use of Both the Alphabetic Index and Tabular List
 







	

 2. Diagnosis:




	Stroke, due to vertebral artery occlusion



	Index:
	

Stroke (main term) I63.9 


meaning 


cerebral infarction - code to Infarction, cerebral











	Index:
	

Infarct, infarction 


cerebral (see also Occlusion, artery cerebral or precerebral, with infarction) I63.9 


due to 


occlusion NEC 


precerebral arteries 163.2-















	Index: 	

Occlusion, occluded 


artery (see also Embolism, artery) I74.9 


vertebral I65.0- 


with 


infarction I63.21-















	Tabular:
	

I63 Cerebral infarction 


I63.2 Cerebral infarction due to unspecified occlusion or stenosis of precerebral arteries 


I63.21 Cerebral infarction due to unspecified occlusion or stenosis of vertebral arteries


I63.219 Cerebral infarction due to unspecified occlusion or stenosis of unspecified vertebral arteries























 Level of specificity

The level of specificity is the level of detail and detail is very important in diagnosis coding. Review the Guideline regarding specificity. 
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2. Level of detail in coding

Diagnosis codes are to be used and reported at their highest number of characters available.
 
ICD-10-CM diagnosis codes are composed of codes with 3, 4, 5, 6 or 7 characters. Codes with three characters are included in ICD-10-CM as the heading of a category of codes that may be further subdivided by the use of fourth and/or fifth characters and/or sixth characters, which provide greater detail.
 
A three-character code is to be used only if it is not further subdivided. A code is invalid if it has not been coded to the full number of characters required for that code, including the 7th character, if applicable.
 







Examples
 

Three-Character Code 





	Diagnosis:
	Infectious colitis



	Index:
	

Colitis (acute) (catarrhal) (chronic (noninfective) (hemorrhagic) - see also Enteritis K52.9 


infectious - see Enteritis, infectious









	Index:
	

Enteritis (acute) (diarrheal) (hemorrhagic) (noninfective) (septic) K52.9 


infectious NOS A09









	Tabular:
	A09 Infectious gastroenteritis and colitis, unspecified



	Code:
	A09 Infectious colitis







Four-Character Code 





	Diagnosis:
	Subarachnoid hemorrhage, nontraumatic



	Index:
	

Hemorrhage, hemorrhagic (concealed) R58 


subarachnoid (nontraumatic) - see Hemorrhage, intracranial,   subarachnoid

intracranial (nontraumatic) 


subarachnoid (nontraumatic) (from) I60.9











	Tabular:
	I60.9 Nontraumatic subarachnoid hemorrhage, unspecified



	Code:
	I60.9 Subarachnoid hemorrhage







Five-Character Code 





	Diagnosis:
	Aseptic meningitis in leptospirosis



	Index:
	
Leptospirosis A27.9



	Tabular:
	

A27 Leptospirosis 


A27.8 Other forms of leptospirosis 


A27.81 Aseptic meningitis in leptospirosis











	Code:
	A27.81 Aseptic meningitis in leptospirosis







Six-Character Code 





	Diagnosis:
	Biotinidase deficiency



	Index:
	

Deficiency, deficient 


biotinidase D81.810

















	Tabular:
	

D81 Combined immunodeficiencies 


D81.8 Other combined immunodeficiencies 


D81.81 Biotin-dependent carboxylase deficiency 


Multiple carboxylase deficiency

EXCLUDES1 biotin-dependent carboxylase   deficiency due to dietary   deficiency of biotin (E53.8)

D81.810 Biotinidase deficiency













	Code:
	D81.810 Biotinidase deficiency







Seven-Character Code 





	Diagnosis:
	Initial encounter for fatigue fracture of vertebra



	Index:
	

Fracture, traumatic 


fatigue - see also Fracture, stress   vertebra M48.40









	Tabular:
	

M48.4 Fatigue fracture of vertebra 


The appropriate 7th character is to be added to each code   from subcategory M48.4: 


A initial encounter for fracture

D subsequent encounter for fracture with routine healing

G subsequent encounter for fracture with delayed healing

S sequela of fracture



M48.40 Fatigue fracture of vertebra, site unspecified









	Code:
	M48.40XA Initial encounter for fatigue fracture of vertebra














EXERCISE 4-1

Level of Specificity in Coding
 

Place the code you locate in the Index and Tabular on the line provided: 





	

 1 Diagnosis:




	Recurrent right inguinal hernia, with obstruction



	Index:
	
Hernia, hernial (acquired) (recurrent) ________________ inguinal (direct) (external) (funicular) (indirect) (internal) (oblique) (scrotal)   (sliding) ________________



	Tabular:
	
K40 Inguinal hernia 

________________ Unilateral inguinal hernia, with obstruction without gangrene 

________________ Unilateral inguinal hernia, with obstruction, without gangrene, recurrent




	

 2 Diagnosis:




	Primary hypertension



	Index:
	
Hypertension, hypertensive (accelerated) (benign) (essential) (idiopathic) (malignant) (systemic) ________________



	Tabular: 	Essential (primary) hypertension



	
	Includes: high blood pressure hypertension   (arterial) (benign) (essential) (malignant)   (primary) (systemic)







(Answers are located in Appendix B)







 Integral conditions

When the signs or symptoms are due to a diagnosed condition, the signs or symptoms are not reported separately. If the signs or symptoms are not due to a diagnosed condition, the signs and symptoms should be reported.
 
This may require the coder to query the physician regarding the reporting of signs and symptoms that may or may not be routinely associated with a disease process. 
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6. Conditions that are not an integral part of a disease process

Additional signs and symptoms that may not be associated routinely with a disease process should be coded when present.
 







Integral Part of a Disease Process
 

Example 1
 






	Diagnosis:
	Fever and shortness of breath due to pneumonia



	Index:
	Pneumonia J18.9



	Tabular:
	J18.9 Pneumonia, unspecified organism



	Code:
	J18.9 Pneumonia







Fever and shortness of breath are common symptoms of pneumonia so additional codes would not be assigned.


 





Integral Part of a Disease Process
 

Example 2







	Diagnosis:
	Abdominal pain that is exacerbated by eating. The patient was diagnosed as having a gastric ulcer.



	Index:
	

Ulcer, ulcerated, ulcerating, ulceration, ulcerative 


stomach (eroded) (peptic) (round) K25.9









	Tabular:
	

K25  Gastric ulcer 


K25.9 Gastric ulcer, unspecified as acute or chronic, without hemorrhage or perforation









	Code:
	K25.9 Gastric ulcer







Abdominal pain that is exacerbated (made worse) by eating is a common symptom of a gastric ulcer.


 





Not an Integral Part of a Disease Process
 

Example 1







	Diagnosis:
	Dehydration and pneumonia



	Index:
	Pneumonia J18.9



	Tabular:
	J18.9 Pneumonia, unspecified organism



	Code:
	J18.9 Pneumonia



	Index:
	
Dehydration E86.0



	Tabular:
	

E86 Volume depletion 


E86.0 Dehydration









	Code:
	E86.0 Dehydration



	Codes:
	J18.9 (pneumonia) and E86.0 (dehydration)







Dehydration can result from a wide range of diseases, but not all patients who have pneumonia become dehydrated. Dehydration would be reported with an additional code.


 





Not an Integral Part of a Disease Process
 

Example 2







	Diagnosis:
	Ascites and cirrhosis of the liver



	Index:
	

Cirrhosis, cirrhotic (hepatic) (liver) K74.60 


liver K74.60 


alcoholic K70.30 


with ascites K70.31













	Tabular:
	

K74  Fibrosis and cirrhosis of liver 


K74.6  Other and unspecified cirrhosis of liver 


K74.60 Unspecified cirrhosis of liver











	Code:
	K74.60 Cirrhosis of the liver



	Index:
	
Ascites (abdominal) R18.8



	Tabular:
	

R18  Ascites 


R18.8  Other ascites 


 Ascites NOS

 Peritoneal effusion (chronic)











	Code:
	K74.60 (cirrhosis) and R18.8 (ascites)







Ascites is not present in all patients with cirrhosis of the liver. It would be incorrect to assume that the cirrhosis of the liver was due to alcohol because this was not stated in the diagnosis statement. The ascites should be reported in this case as the patient’s treatment may be affected by the ascites.


 






[image: Image]QUICK CHECK 4-1
 




 1.  A patient presents with the chief complaint of headache of three days’ duration and frequent urination. Would you report both the headache and urination? 


 Yes   No



 2.  If the patient’s medical record stated SOB due to asthma, would you report the SOB? 


 Yes   No





(Answers are located in Appendix C)








EXERCISE 4-2

Integral Conditions
 

Without the use of reference material, answer the following: 


 1  List two common symptoms of appendicitis. 


 ____________________________________________________________________________________________



 2  List the most common symptom associated with costochondritis. 


 ____________________________________________________________________________________________



 3  Patient has rheumatoid arthritis and anemia. The anemia is integral to the rheumatoid arthritis. 


 True False



 4  Patient has dyspnea due to congestive heart failure. Dyspnea should be assigned as an additional code. 


 True False





Circle the diagnoses that should NOT be coded for the condition in bold typeface: 


 5  Acute myocardial infarction 


 Chest pain

 Shortness of breath

 Congestive heart failure



 6  Fractured hip 


 Hip pain

 Contusion of hip





(Answers are located in Appendix B)







 Multiple coding
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7. Multiple coding for a single condition

In addition to the etiology/manifestation convention that requires two codes to fully describe a single condition that affects multiple body systems, there are other single conditions that also require more than one code. “Use additional code” notes are found in the Tabular List at codes that are not part of an etiology/manifestation pair where a secondary code is useful to fully describe a condition. The sequencing rule is the same as the etiology/manifestation pair, “use additional code” indicates that a secondary code should be added.
 
For example, for bacterial infections that are not included in chapter 1, a secondary code from category B95, Streptococcus, Staphylococcus, and Enterococcus, as the cause of diseases classified elsewhere, or B96, Other bacterial agents as the cause of diseases classified elsewhere, may be required to identify the bacterial organism causing the infection. A “use additional code” note will normally be found at the infectious disease code, indicating a need for the organism code to be added as a secondary code.
 
“Code first” notes are also under certain codes that are not specifically manifestation codes but may be due to an underlying cause. When there is a “code first” note and an underlying condition is present, the underlying condition should be sequenced first.
 
“Code, if applicable, any causal condition first”, notes indicate that this code may be assigned as a principal diagnosis when the causal condition is unknown or not applicable. If a causal condition is known, then the code for that condition should be sequenced as the principal or first-listed diagnosis.
 
Multiple codes may be needed for sequela, complication codes and obstetric codes to more fully describe a condition. See the specific guidelines for these conditions for further instruction.
 







Single Code Reporting Manifestation and Etiology
 

Example 1






	Diagnosis:
	Diabetic retinopathy with type 1 diabetes






In this diagnosis statement, retinopathy is the manifestation (symptom) and diabetes is the etiology (cause) of the retinopathy. 





	Index:
	

Diabetes, diabetic (mellitus) (familial) (sugar) E11.9 


type 1 E10.9 


with 


retinopathy E10.319













	Tabular:
	

E10.3 Type 1 diabetes mellitus with ophthalmic complications 


E10.31 Type 1 diabetes mellitus with unspecified diabetic retinopathy 


E10.319 Type 1 diabetes mellitus with unspecified diabetic retinopathy without macular edema











	Code:
	E10.319 Type 1 diabetic retinopathy














Multiple Codes Reporting Manifestation and Etiology (Also Known as Dual Coding)
 

Example 2






	Diagnosis:
	
Staphylococcal aureus cellulitis of the face






(Staphylococcal infection is the etiology and cellulitis is the manifestation.) 





	Index:
	
Cellulitis (diffuse) (phlegmonous) (septic) (suppurative) L03.90



	
	face NEC L03.211



	Tabular:
	

L03.2 Cellulitis and acute lymphangitis of face and neck 


L03.21 Cellulitis and acute lymphangitis of face 


L03.211 Cellulitis of face











	Code:
	L03.211 Cellulitis of the face







You now must identify the code for the etiology (staphylococcal). 





	Index:
	

Infection, infected, infective (opportunistic) B99.9 


bacterial NOS A49.9 


as cause of disease classified elsewhere B96.89 


Staphylococcus B95.8 


 aureus (methicillin susceptible) (MSSA) B95.61















	Tabular:
	

B95  Streptococcus, Staphylococcus, and Enterococcus as the cause of diseases classified elsewhere 


B95.6 Staphylococcus aureus as the cause of diseases classified elsewhere 


B95.61 Methicillin susceptible Staphylococcus aureus infection as the cause of diseases classified elsewhere (MSSA)















This category of code is to be assigned as an additional or supplementary code to identify the infectious agent in diseases classified elsewhere. 




	Codes:
	L03.211 (Cellulitis of face) and B95.61 (Staphylococcus aureus)













EXERCISE 4-3

Multiple or Combination Coding
 

Using multiple codes, fill in the code(s) for the following diagnoses: 


 1  Chronic prostatitis due to Streptococcus 


 Codes: ________________, ________________



 2  Acute bronchitis due to Pseudomonas 


 Codes: ________________, ________________



 3  Gangrene due to diabetes mellitus, type 1 


 Code: ________________



 4  Urinary tract infection due to Escherichia coli 


 Codes: ________________, ________________



 5  Amyloid cardiomyopathy 


 Codes: ________________, ________________




 
(Answers are located in Appendix B)







 Acute and chronic
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8. Acute and chronic conditions

If the same condition is described as both acute (subacute) and chronic, and separate subentries exist in the Alphabetic Index at the same indentation level, code both and sequence the acute (subacute) code first.
 




According to the Guideline for acute and chronic conditions, if the condition has separate subentries with the same indentation level for acute and chronic in the Index of I-10, code both the acute and chronic condition, with the acute listed first followed by the chronic condition. For example, Fig. 4-1 illustrates the format of acute pancreatitis and chronic pancreatitis. Acute pancreatitis is K85.9 and chronic pancreatitis is K86.1; in accordance with the Guideline, report K85.9 first followed by K86.1. 





[image: Image]QUICK CHECK 4-2
 




 1.  According to Fig. 4-1, what is the code you would reference in the Tabular for the following: 


 a.  chronic recurrent pancreatitis _____________



[image: Image]


FIGURE 4–1I-10 Index entry for Pancreatitis. 






 b.  acute idiopathic pancreatitis _____________





(Answers are located in Appendix C)








Acute and Chronic Conditions
 

Example 1







	Diagnosis:
	Acute and chronic thyroiditis



	Index:
	

Thyroiditis 


acute E06.0

chronic E06.5













Note that acute and chronic are at the same indentation level in the Index, and Guideline Section I.B.8. directs the coder to sequence the acute code first, followed by the chronic code when both conditions were being reported. 





	Tabular:
	

E06 Thyroiditis 


E06.0 Acute thyroiditis

E06.5 Other chronic thyroiditis









	Sequence:
	E06.0, E06.5 Acute and chronic thyroiditis







The acute form of thyroiditis is sequenced before the chronic form.


 





Acute and Chronic Conditions
 

Example 2







	Diagnosis:
	Acute and chronic pericarditis



	Index:
	

Pericarditis (with decompensation) (with effusion) 


acute I30.9

chronic (nonrheumatic) I31.9









	Tabular:
	

I30  Acute pericarditis 


I30.9 Acute pericarditis, unspecified









	Tabular:
	

I31  Other diseases of pericardium 


I31.9 Disease of pericardium, unspecified 


Pericarditis (chronic) NOS











	Sequence:
	I30.9, I31.9 Acute and chronic pericarditis







Both acute and chronic pericarditis are indented at the same level in the Index, requiring that both conditions be reported with the acute condition sequenced first, followed by the chronic condition.


 




 Combination codes






ICD-10 OFFICIAL GUIDELINES FOR CODING AND REPORTING
 


SECTION I.B.


 

9. Combination code

A combination code is a single code used to classify:
 
Two diagnoses, or
 
A diagnosis with an associated secondary process (manifestation)
 
A diagnosis with an associated complication
 
Combination codes are identified by referring to subterm entries in the Alphabetic Index and by reading the inclusion and exclusion notes in the Tabular List.
 
Assign only the combination code when that code fully identifies the diagnostic conditions involved or when the Alphabetic Index so directs. Multiple coding should not be used when the classification provides a combination code that clearly identifies all of the elements documented in the diagnosis. When the combination code lacks necessary specificity in describing the manifestation or complication, an additional code should be used as a secondary code.
 







Combination Codes
 

Example 1







	Diagnosis:
	Acute cholecystitis with cholelithiasis



	Index:
	

Cholecystitis K81.9 


with 


cholelithiasis - see Calculus, gallbladder, with cholecystitis











	Index:
	

Calculus 


gallbladder K80.20 


with 


cholecystitis K80.10 


acute K80.00















	Tabular:
	

K80  Cholelithiasis 


K80.0 Calculus of gallbladder with acute cholecystitis 


K80.00 Calculus of gallbladder with acute cholecystitis without obstruction











	Code:
	K80.00 Acute cholecystitis with cholelithiasis
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@E03 Other hypothyroidism
Excludes1  iodine-deficiency related hypothyroidism
(E00-E02)
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19 1-10 Flag 1-10 Tabular Code Description

73395 M84373A 10000 M83.373A Stress fracture, unspeciied ankle, inftial
encounter for fracture

73395 M84343A 10000 M84.333A Stress fracture, unspecified hand, initial
encounter for fracture

73395 M84333A 10000 MB4.339A Stress fracture, unspecified ulna and radius
initial encounter for fracture

73395 M84329A 10000 M84.329A Stress fracture, unspecified humerus, initial
encounter for fracture

73395 M84319A 10000 MB84.319A  Stress fracture, unspecified shoulder, initial
encounter for fracture

73395 M8430XA 10000 MB84.30XA Stress fracture, unspecified site, initial
encounter for fracture

A B
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Part A and B MAC Jurisdictions

Otigisal States Included in Jurisdiction
Jurisdiction

1 £ American Samoa, California, Guam, Hawaii, Nevada,
and Northem Mariana Isiands

2 F Alaska, Idaho, Oregon, and Washington

3 F Arizona, Montana, North Dakota, South Dakota, Utah,
and Wyoming

4 H Colorado, New Mexico, Oklahoma, and Texas

5 G lowa, Kansas, Missouri, and Nebraska

6 G lllinois, Minnesota, and Wisconsin

7 H Arkansas, Louisiana, and Mississippi

8 1 Indiana and Michigan

o N Florida, Puerto Rico, and U.S. Virgi Islands

10 J Alabama, Georgia, and Tennessee

" M North Carolina, South Carolina, Virginia, and West Virginia

2 R Delaware, District of Golumbia, Maryland, New Jersey,
and Pennsyhvania

13 K Connecticut and New York

i " Maine, Massachusetts, New Hampshire, Rhode Isiand,
and Vermont
Kentucky and Ohio
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[CHAPTER 4: USING ICD-10-CM

Chapter Introduction and Learning Objectives

Welcome to Chapter 4, in which you will learn about
using the 1-10. As you learned in Chapter 3, 1CD-10-CM
Official Guidelines For Coding and Reporting have been
developed and approved for coding and reporting by the
Cooperating Parties for I-10: the American Hospital
Association (G AHA), the American Health Information
Management Association ( G AHIMA), the Centers for
Medicare and Medicaid Services (CMS), and the National
Center for Health Statistics (NCHS). The Central Office of
the AHA staffs guideline development for I-10, and the
Cooperating Parties oversee the Guidelines.

(tJJ»‘;

It s very important that you are familiar with the learning objectives, or goals you
will be expected to accomplish in this chapter. Be sure to read them carefully before
you begin Lesson 4-1. Click Next to view the Chapter 4 Learning Objectives.
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Pancreatitis (annular) (apoplectic)
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(hemorrhagic) (malignant)
(recurrent) (subacute) (suppurative)
K85.9

acute K85.9
alcohol induced K85.2
biliary K85.1

drug induced K85.3
gallstone K85.1
idiopathic K85.0
specified NEC K85.8
chronic (infectious) K86.1
alcohol-induced K86.0
recurrent K86.1
relapsing K86.1
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The appropriate 7th character is to be added to
each code from subcategory M84.3:

A initial encounter for fracture

D subsequent encounter for fracture with

routine healing

G subsequent encounter for fracture with

delayed healing

K subsequent encounter for fracture with
nonunion

P subsequent encounter for fracture with
malunion

S sequela
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D D77 Other disorders of blood and blood-forming organs in
diseases classified elsewhere
Code first underlying disease, such as:

amyloidosis (E85.-)
congenital early syphilis (A50.0)

echinococcosis (B67.0-B67.9)
malaria (B50.0-B54)

schistosomiasis [bilharziasis] (B65.0-B65.9)
vitamin C deficiency (E54)
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Durable Medical Equipment (DME) MAC Jurisdictions

Jurisdiction States Included in Jurisdiction

R Connecticut, Delaware, District of Columbia, Maine, Maryland, Massachusetts,
New Hampshire, New Jersey, New York, Pennsylvania, Rhode Island, and Vermont

B Ilinois, Indiana, Kentucky, Michigan, Minnesota, Ohio, and Wisconsin

c Alabama, Arkansas, Colorado, Florida, Georgia, Louisiana, Mississippi, New Mexico,
North Carolina, Oklahoma, Puerto Rico, South Carolina, Tennessee, Texas,
USS. Virgin Islands, Virginia, and West Virginia

D Alaska, American Samoa, Arizona, Califoria, Guam, Hawail, Idaho, lowa, Kansas,

Missouri, Montana, Nebraska, Nevada, North Dakota, Northern Mariana Islands,
Oregon, South Dakota, Utah, Washington, and Wyoming






OEBPS/images/fm06-9780323389198.jpg





OEBPS/images/fm27-9780323389198.jpg
g e Tt D-10CUICD M s e el

4 ey o e i i e i

ephcemen s v, ith corbopuimonsy b, i et

Viloptsy, i e, i g serion.

[ ————
o

Pt bt sagioty: oo oy vl

[y —
e n——

7 e comocn st i sty

Lt of mpond ey






OEBPS/images/f02-04-9780323389198.jpg
® M84 Disorder of continuity of bone
® M84.3 Stress fracture
® M84.31 Stress fracture, shoulder
® M84.311 Stress fracture, right shoulder
® M84.312 Stress fracture, left shoulder

® M84.319 Stress fracture, unspecified
shoulder
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®A40 Streptococcal sepsis

Code first
postprocedural streptococcal sepsis (T81.4)
streptococcal sepsis during labor (O75.3)

streptococcal sepsis following abortion or ectopic or
molar pregnancy (O03-007, 008.0)

streptococcal sepsis following immunization (T88.0)

streptococcal sepsis following infusion, transfusion or
therapeutic injection (T80.2-)
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®]35 Chronic diseases of tonsils and adenoids

Use additional code to identify:
exposure to environmental tobacco smoke (277.22)
exposure to tobacco smoke in the perinatal period (P96.81)
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TOOLBOX

Susan recently graduated as a medical coder
and has been employed atIland Clinc for
three months. While coding last Monday,
she encountered a superbill or a Medicare
patient foran offic vsit for $62, but there:
Was 10 supporting documentation i the
patients medical record. Susan questioned
the physician and he said that e jus forgot
todo the paperwork and asked her t send
the claim to Medicare with  promise to
completethe papenwork later.

QUESTIONS

Susan should do which ofthe following:
Complete the claim and send it in, and write a reminder to the physician to
complete the documentation.
Weait unilthe physician compltes the documentation.
Inform the physician that she cannot submit a claim without appropriate
documentation inthe medical record.

¥ ANSWERS
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Aarskog’s syndrome Q87.1
Abandonment —see Maltreatment
Abasia (-astasia) (hysterical) Fdd.4
Abderhalden-Kaufmann-Lignac
syndrome (cystinosis) E72.04
Abdomen, abdominal —sce also
condition
acute R10.0
angina K55.1
muscle deficiency syndrome Q79.4
Abdominalgia —see Pain, abdominal
Abduction contracture, hip or other
joint —see Contraction, joint
Aberrant (congenital) —see also
Malposition, congenital
adrenal gland Q89.1
artery (peripheral) Q27.8
basilar NEC Q28.1
cerebral Q283
coronary Q24.5
digestive system Q27.8
eye Q158
lower limb Q27.8
precerebral Q28.1
pulmonary Q25.79
renal Q272
retina Q14.1
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ICD-10-CM CODES

A00.0: 31, 54, 54b

A00.1: 31

A000: 31

A001: 31

A00-A99: 98

A00-B99: 31, 40, 97, 104-105
A01.4: 155,155t

A01: 155
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Aarskog’s syndrome QS7.1
Abandonment e Maltreatment

Index
« Main terms and promiirmeat ey

syndrome (cystinosis) E7204
Abdomen, abdominal —ser alo

subterms s

angina K35.1
‘muscle deficiency syndrome Q79.4

Abdominalgia —se Pain, abdor
hip or other

digestive system Q273
eeQlss

lower limb Q278
precerchral Q25.1
pulmonary Q25.79

Figure: 2.11

ICD-10-CMIndex (Modified from Buck C.J: 2016 ICD-10-CMHospital
Professional Edition, St. Louis, 2016, Saunders.)

‘Copyright © 2016 by Saunders, an imprint o Eisevier In. Slide 9
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V132 Pericarditis in diseases classified elsewhere @&
Code first underlying disease
Excludesl pericarditis (in):
coxsackie (virus) (B33.23)
gonococcal (A54.83)

‘meningococcal (A39.53)

rheumatoid (arthritis) (M05.31)
syphilitic (A52.06)

systemic lupus erythematosus (M32.12)
tuberculosis (A18:84)
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®543  Dislocation and sprain of joints and ligaments of
shoulder girdle

The appropriate 7th character is to be added to each code
from category 543

A initial encounter
D subsequent encounter

S sequela

®543.5  Sprain of acromioclavicular joint
Sprain of acromioclavicular ligament

X®S43.50  Sprain of inispecified acromioclavicular joint @
X® 54351 Sprain of right acromioclavicular joint @
X®S43.52  Sprain of left acromioclavicular joint @
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Aberrant (congenital) —see also Malposition,

adrenal gland Q89.1

artery (peripheral) Q27.8
basilar NEC Q28.1
cerebral Q283
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1. Rhinoplasty can be performed either through extemal skin incisions, o closed,

thiough—_ ncisiors.
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SECTION 18.
6. Conditions that are not an integral part of a disease process

‘Additional sigas and symptoms that may not be associated routinely with  disease process should
be coded when present.
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“Don't be afraid to write in your coding books! As you study and read,
highlight important rules. Write instructions ‘in your own words’ so you will
understand when you go back to look at it again.”

BEVERLY
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0021
0022 A012 00000

0023 A013 00000
0029 A014 00000
0030 A020 00000
0031 A021 10000
00320 A0220 00000
00321 A0221 00000
00322 A0222 00000
00323 A0223 00000
00324 A0224 00000
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CHAPTER 1

CERTAIN INFECTIOUS AND PARASITIC
DISEASES (A00-B99)

Includes diseases generally recognized as communicable
or transmissible

Use additional code to identify resistance to antimicrobial
drugs (Z16.-)
Excludesl  certain localized infections - see body system-
related chapters
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Tabular location
R10.0

®R10 Abdominal and pelvic pain
Excludes]  renal colic (N23)
Excludes2 dorsalgia (M54.-)
flatulence and related conditions (R14.-)
t——> R10.0 Acute abdomen

Severe abdominal pain (generalized) (with abdominal

rigidity)

Excludes] abdominal rigidity NOS (R19.3)
generalized abdominal pain NOS (R10.84)
localized abdominal pain (R10.1-R10.3-)

@®R10.1 Pain localized to upper abdomen
R10.10 Upper abdominal pain, unspecified
R10.11 Right upper quadrant pain
R10.12  Left upper quadrant pain
R10.13  Epigastric pain
Dyspepsia
Excludes1  functional dyspepsia (K30)
R102 Pelvic and perineal pain

Excludes] vulvodynia (N94.81)
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CHAPTER 1

CERTAIN INFECTIOUS AND PARASITIC
DISEASES (A00-B99)

Includes diseases generally recognized as communicable
or transmissible
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ARPC Code of Ethics

Commitment to etical prfessional condict s expected of avery AAPC member.The specicaton of a Code of Efcs enabies
'AAPC 10 laly to cument and future members, and 1 those served by members, the naturofhe atica rasponsibitios hold
in common by its members. This document establihes principles that deino he iical behavior of APC mermbars. Al AAPC
mambars are required o adhere o he Codo of Ehics and e Code of EYc wil 5orvo a5 he basis orprocessing atical
‘complans inated aganst AAPC members.

AAPC membars shal

= Maintain and enhance tho dignity, tatus,integity,compotence, and standards of ur profession.

= Respoci he privacy of others and honor confidentally

+ Stive o aciove the highest quaty, effeiveness and digniy in boh the process and producs of professional work.

= Ravance he prolession hough coninued prfessional doelopment and acucation by acauing and mantainng
profssional compelenco

« Know and rospactexisting federa,sate and ocal laws, egulatons, cotications and icensing requiemants appilcable
1o prfessional work.

= Use onylogal and etica piniples that rflectthe profession'score values and raport activiy that s perceived f violate
his Code of Efics 1 ha AAPC Etics Commitee,

« Accurataly roprosent tho crodaniials) samed and he status of ARPC membershp.

+ Avoid actions and cicumsiances that may appear o compromise good business udgment o create a confictbetween
personal and projessional ntrests.

Adbarence o he

standards assuros public confidence i th intogety and senice of medical coding, austg, complance

‘and pracice management proessionals who ate AAPC members.

Fallr 1o adhoro to thoso standards, as detormined by AAPC's Ethcs Commitoe, may rsult i the loss of crodentials and
membership with AAPC.
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"Admission
Aftercare
Attention (to)
Care (of)
Carrier
Checking
Contraception
Counseling
Dialysis
Donor

Examination
Fitting (and adjustment) (of)
Healthy

History

Maintenance
Maladjustment
Observation

Problem

Procedure (surgical)
Prophylactic

Replacement
Screening
Status.
Supervision (of)
Test

Transplant
Unavailability (of)
Vaccination
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Assault (homicidal) (by) (in) Y09
arson X97
bite (of human being) Y04.1
bodily force Y04.8
bite Y04.1
bumping into Y04.2
sexual —see subcategories T74.0,
176.0
unarmed fight Y04.0
bomb X96.9
antipersonnel X96.0
fertilizer X96.3
gasoline X96.1
letter X96.2
petrol X96.1
pipe X96.3
specified NEC X96.8
brawl (hand) (fists) (foot) (unarmed)
Y04.0
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COl G SHOT

incloded inthe Biopy codes are codes forbiopies of mucous membranes. A mucous membrane
s tissue that covers  variety f by part, such asthe tongue and the nasa cavtes
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Executive/PresidentVice President
Consultant

Director (HIM, I, etc.)

Officers (e.g. privacy, security, compliance)
Educator

Manager

Other

Technology Roles (e.g. data/systems analyst,
‘product analyst/specialist)

Ciinician (MD, RN.etc.) $58,444)
Supervisor $55,416

Coding Professional

Other HIM Technician Roles (e.g. transcriptionist,
CD!I specialist, claims/financial analyst)

Clerical/Administrative Support

$132,040

$95,688
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Diabetes, diabetic (mellitus) (sugar) E11.9
with

complication E11.8
specified NEC E11.69
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HAPTER 14

DISEASES OF THE GENITOURINARY
SYSTEM (N00-N99)
RENAL TUBULO-INTERSTITIAL DISEASES (N10-N16)

Includes  pyelonephritis
Excludesl  pyeloureteritis cystica (N28.85)

Category,

3 characters N13.7 Vesicoureteral-reflux

Excludesl reflux-associated pyelonephritis (N11.0)
N13.70 Vesicoureteral-reflux, unspecified
Occurs when urine flows from bladder back into
ureters
Vesicoureteral-reflux NOS
N13.71  Vesicoureteral-reflux without reflux
nephropathy
@N13.72 Vesicoureteral-reflux with reflux nephropathy
without hydroureter
N13.721 Vesicoureteral-reflux with reflux

nephropathy without hydroureter,
unilateral

Subcategory,

4 characters
Subclassification,
5-7 characters






OEBPS/images/icon04-9780323389198.jpg





OEBPS/styles/fonts/CharisSILB.ttf


OEBPS/images/fm22-9780323389198.jpg
When a covered colonoscopy s attempted but cannot be completed due to extenuating
circumstances (e, the inabilty o extend beyond the splenc flexur), Medicare willusualy pay
for the interrupted colonoscopy at the rate of a fleible sigmoidoscopy.
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$44,807 | $49,446 | 10.4%
$50,494 | $56,807 | 12.5%
$37,428 | $40,930 9.4%
$50,244 | $53,862 7.2%
$46,859 | $48,740 4.0%
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IT 1: REIMBURSEMENT

“Tou il probbly e a bt Yo' the begening,  Beverly Comsa, CPC

‘bt dox't et that siow you dow! You ere learning  HcathCare Training Manager
10 dentfy the bttle peces 1o s bigpuzzie Wl New Hortaoms Learning Center.
i he s s complted eforedecidg Anabetm, Caornia
’Flﬁ‘k‘tw you willbe greatly

Reimbursement, HIPAA,
and Compliance

Chapter Topics Learning Objectives

Introduction After compieting this chapter you shouid be able to

Baskc Structure of the 1 Distingusih amoes Medicare Parts A, B, C. and D.
e 2 Interpeet rudes of the Health Insurance Portabilty and

Health Insurance Portabiity Accountability Act (HIPAA).
and Accountabilty Act

3 Locte information in the Feeral Register.
e e 4 Explain the RERVS system.
e Baset | § Undentand the framework of Medicare Frusd programs.
L 6 Ldenify the major componeats of Managed Health Care.
Managed Health Care
Chapter Revew

Quick Check Answers
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The 2in the Scenario field indicates
this combination is a second
combination possibility.
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