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I.   Command Coding Policy

Naval Hospital Oak Harbor (NHOH) is committed to the adoption and implementation of a coding compliance program that advances the prevention of fraud and abuse, while furthering the mission of providing quality healthcare to our patients.

II.  Ethics

NHOH coding professionals are committed to the ethical and legal practice of coding.  Our staff is dedicated to providing health information of the highest quality with a firm commitment to integrity, accuracy, consistency, reliability and validity. To accomplish the goal of insuring objectivity and fostering trust in our professional activities, NHOH coding staff will refuse to participate in illegal or unethical acts and to conceal illegal or unethical acts of others. NHOH coding professionals respect the confidentiality of individually protected health information and will ensure it is not compromised.

The American Health Information Management Association's (AHIMA) Standards of Ethical Coding will be used as NHOH's code of conduct.  Appendix A contains these standards.  Every employee involved in the coding and billing process, which includes professional staff and coding staff will read and understand the Standards of Ethical Coding.  They will also sign and date the following statement, initially at the time of employment and annually thereafter, which will be affixed to a copy of the Standards of Ethical Coding and placed in the individual's competency folder. 

NHOH Outpatient Coding Compliance Program

Statement of Understanding

I have read and understand the Standards of Ethical Coding and agree to abide by them at all times. If at any time I have reason to believe that one or more of these standards have been violated, either by an internal or external entity, I will report this incident according to this organization's internal reporting policy.

__________________________            _____________________               _____________

Employee Name                                     Job Title                                            Date

If the initial code assignment does not reflect the actual services documented in the medical record, codes may be revised based on supporting documentation.  However, no code assignment will take place without proper documentation.  The coding supervisor will handle disputes regarding coding with either providers or patients. The coding supervisor will determine the appropriate code to be used or action taken.  If necessary, the issue will be documented and presented for review by the Medical Records Review Committee (MRRC).

  III. References or Resources

      Coding references, resources, policies, and procedures will be maintained in functional areas including, designated coding cubicles, provider’s offices, and office spaces specifically assigned to coders. 

Specific resources and references made available to the coding staff will include:

· Up-to-date ICD-9-CM, CPT and HCPCS Level II code books

· Coding and Medicare for Orthopedics 

· Coding and Medicare for Otolaryngology

· Coding and Medicare for General Surgery

· Procedural cross coder 

· Surgical cross coder 

· Coders Desk Reference

· Physician’s Desk Reference
· The essential RBRVS
· Medical Dictionary

· Anatomy and Physiology textbooks

· Abbreviation List

· The Outpatient Coding Compliance Plan

      Guidelines for coding and billing will include:

· Tricare Professional Services and Outpatient Coding Guidelines

(http://www.tricare.osd.mil/org/pae/ubu/downloads/ADS_Coding_Guidelines_final_1-Oct-2002.doc)

· BUMEDINST 6150.38 (http://navymedicine/instructions/external/6150.38.pdf)

· The UBO Manual

         IV. Training and Education

NHOH recognizes that proper training and education of coding staff, as well as providers, are essential elements of an effective coding plan.  All coders will receive initial training on the NHOH Coding Compliance Plan and will understand what compliance is, its importance, their role in maintaining compliance through the application of standards, and their obligation to report any violation, regardless of it’s severity, of this compliance plan. Employees will be educated on the mechanisms available to them for reporting potential violations.  

Position specific training such as coding, documentation and DoD coding guidelines will be conducted at the commencement of duties and on a regular basis thereafter.  Training will address acceptable documentation practices, accurate coding practices, and regulatory requirements pertaining to coding and documentation.  Experienced coders will be encouraged to mentor less experienced staff.  Coding staff and providers will be encouraged to work together to create methods for improving coding accuracy and documentation. 

Coding training will be available to providers on a continual basis.  Coders will provide training and instruction at ECOMS, Primary Intake Meetings, Department Head Meetings, and one-on-one sessions requested by individual providers.  Training will consist of assigning accurate codes to diagnosis and procedures, evaluation and management, medical record documentation, systems training on Composite Health Care System (CHCS), CHCS II, and the Ambulatory Date Module (ADM). 

Coders will be assigned to specific clinics, allowing stronger communication between provider and coders.  This methodology will also be valuable in assessing accuracy among the coders.

          V.  Responsible Personnel

Ultimate responsibility for code assignment, based on documentation, lies with the healthcare provider.  However, codes may be selected or modified by other authorized individuals:  

· The CHCS system manager and the ADM system manager will insure updates of the ICD-9 and CPT code tables are downloaded. 

· The outpatient coding supervisor and external coding auditors insure updates of the coding guidance are implemented appropriately.

· The coding program will establish a standard method of coding by shifting the role of production coding to the providers and auditing and training becoming the primary responsibility of the coding staff.  

         VI. Effective Documentation Policies and Procedures

(1) When the clinical documentation is not easily assigned a related code or there are   

questions regarding the interpretation of a guideline, the coder will contact the outpatient coding supervisor.

· If the supervisor is unavailable, the coder may contact the external coding auditor. If no resolution is reached, the succession will be: 

· MTF Medical Records Administrator (MRA)

· HLTHCARE SUPPO MRA

· BUMED MRA

· NMIMC SPMS/EAS Help desk (SEAHelp Desk) at (301) 319-1296 or by email at Seahelp@us.med.navy.mil

   (2) If provider clarification is needed on a diagnosis or procedure, as it relates to coding, the coder should contact the physician directly.  The coder should provide the physician with the documentation to review.  If indicated, an addendum (identified as such, dated, and signed) may be made in the clinical record by the physician to provide additional information relating to the visit.

   (3) If an inaccurate code assignment needs to be corrected in the clinical database, the coder will modify the record in ADM to provide the correct code.  The staff in the Uniform Business Office (UBO) will be asked by the coder to check the billing status of the case in TPOCS.  If the case has already been billed, the staff in the UBO will re-bill with the appropriate codes.

         (4) Designated, certified outpatient coders, will review 100 percent of the coding for other health insurance encounters prior to billing.  The UBO staff will submit a copy of the codes to be billed from the ADM database to the outpatient coders.  The outpatient coders will then compare the code assignment to the documentation, insuring that the diagnoses and services provided are accurately represented by the codes.  If the coding is deemed correct according to coding guidelines and if there are no documentation issues, the certified coders will return the case to the biller and a bill will be submitted to the payer.  In the case of claims denials due to coding, the certified outpatient coders will work with the UBO office to submit an appeal, if justified

(5) If coding errors are identified, the correct codes will be selected and the coder or clinic staff member will be notified, and the outpatient coding supervisor, designated outpatient coder, and external coding auditor will provide training and feedback. 

Errors identified by logic editors or with code files and tables shall be reported immediately to the ADM system administrator MID at (360) 257-9563.

       VII. Audit Plan Policy
      The outpatient coding supervisor will conduct a monthly audit of outpatient coding for the data quality management program.  The compliance audit checklist will be followed as a template for this audit and can be found on the UBO website at: http://www.tricare.osd.mil. The results are provided to the NHOH data quality manager who disseminates the report to command leadership.   In addition, the auditor will contact the clinical areas within one week of completing the audit to provide feedback, guidance and training.  Coding compliance will be monitored through periodic re-audits and data pulls.  If compliance is not demonstrated, the department head or clinic manager must respond to the data quality manager with corrective action taken within 15 days.

      The outpatient coding supervisor will audit each coder for accuracy on a monthly basis.  The coding accuracy standard expectation, as outlined in the Assistant Secretary of Defense memorandum dated 20 Aug 2003, is 100 percent.  Corrective action taken is at the discretion of the supervisor and may include additional training, increased monitoring, or other disciplinary action.  A consistently substandard accuracy rate may result in a rating of "Does Not Meet Standards" on the employee's performance appraisal review and could lead to transfer or dismissal.  In addition, addressed in both the data quality management audit and the coder accuracy audit will be the "Possible Concerns with Outpatient Coding Metrics" provided at the Office of the Inspector General’s Compliance Program Guidance for Hospitals, www.ahima.org/infocenter/models/oig.pdf 

      External auditors will perform quarterly audits of the outpatient coders (both government-  

      service and contracted), and providers.   The following functions will completed during each 

      audit:

· Verification of accuracy of the codes for each type of service rendered, dependent of 

       their specialty.

· Assessment of the accuracy of the written documentation in the patient record in 

      comparison to the CPT-4, and ICD-9 manual description of assigned codes.

· Identification of opportunities for training sessions to improve provider documentation 

      regarding levels of care, 

· Evaluation of compliance with Department of Defense regulations, Management   

      Documentation Guidelines, as per BUMED instruction 6150.38, and NHOH coding 

      procedures.

· An audit of the accuracy, completeness, and timeliness of coding for provider services.

· A written report of the findings and recommendations needed to improve coding 

      accuracy and increase Relative Value Units (RVUs).

External coding auditors will meet quarterly with coders to train on proper documentation, accuracy, and any recent changes in the coding protocol. 

      Appendix A

AHIMA Standards of Ethical Coding

      In this era of payment based on diagnosis and procedural coding, the professional ethics of health information coding professionals continue to be challenged.  A conscientious goal for coding and maintaining a quality database is accurate clinical and statistical data.  The following standards of ethical coding, developed by the AHIMA Coding Policy and Strategy Committee and approved by the AHIMA Board of Directors, are provided to guide all professionals involved with the coding process.

1. Coding professionals are expected to support the importance of accurate, complete and consistent coding practices for the production of quality healthcare data.

2. Coding professionals in all healthcare settings should adhere to the ICD-9-CM (International Classification of Diseases, 9th revision, Clinical Modification) coding convention, official coding guidelines approved by the Cooperating Parties*, the CPT (Current Procedural Terminology) rules established by the American Medical Association, and any other official coding rules and guidelines established for use with mandated standard code sets.  Selection and sequencing of diagnoses and procedures must meet the definitions of required data sets for applicable healthcare settings.
3. Coding professionals should use their skills, their knowledge of the currently mandated coding and classification systems, and official resources to select the appropriate diagnosis and procedural codes.  
4. Coding professionals should only assign and report codes that are clearly and consistently supported by physician documentation in the health record. 
5. Coding professionals should consult physicians for clarification and additional documentation prior to code assignment when there is conflicting or ambiguous data in the health care record. 
6. Coding professionals should not change codes or the narratives of codes on the billing abstract so that the meanings are misrepresented.  Diagnoses or procedures should not be inappropriately included or excluded because the payment or insurance policy coverage requirements will be affected.  When individual payer policies conflict with official coding rules and guidelines, these policies should be obtained in writing whenever possible.  Reasonable efforts should be made to educate the payer on proper coding practices in order to influence a change in the payer's policy.  
7. Coding professionals, as members of the health care team, should assist and educate physicians and other clinicians by advocating proper documentation practices, further specificity, resequencing or inclusion of diagnoses or procedures when needed to more accurately reflect the acuity, severity and the occurrence of events.
8. Coding professionals should participate in the development of institutional coding policies and should ensure that coding policies complement, not conflict with, official coding rules and guidelines.
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