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I.
SCOPE

All personnel responsible for performing, documenting, billing, supervising, monitoring, maintaining, recommending or approving of coding or billing procedures or processes in any format, written or electronic.

II.
PURPOSE
To improve the accuracy, integrity and quality of patient data, ensure minimal variation in coding practices, and improve the quality of provider documentation within the body of the health record to support code assignments.

III.
POLICY
Employees, as described in scope above, will maintain the highest level of professional and ethical standards in the performance of these procedures.  Employees will be trained and oriented in all applicable federal and state laws and regulations that apply to coding and documentation as relates to their positions.  Adherence to these guidelines is imperative.  Where any questions or uncertainty regarding these requirements exists, it is the responsibility of the employee to seek guidance from a Certified Coding Specialist, Health Information Administrator, Department Head or other professional.  Employees will be familiar with prohibited and unethical conduct that relates to coding and billing as outlined in their Facility Compliance Plan (Attachment ___) and/or in the Standards of Ethical Conduct for Employees of the Executive Branch.  Any variances in this Coding Compliance Plan or in the Facility Compliance Plan must be immediately reported to the appropriate official, (Supervisor, Compliance Officer, etc.).
IV.
PROCEDURE

A.
CODING CONVENTIONS:

1.
CODING BOOKS:

Diagnoses and procedures will be coded utilizing the most current edition of International Classification of Diseases, Ninth Revision, Clinical Modification (ICD-9-CM) Current Procedural Terminology (CPT) and Healthcare Common Procedure Coding System (HCPCS) coding conventions.  

2.
OFFICIAL GUIDELINES

The final authority to be followed for reporting will be Coding Clinic for ICD-9-CM published by the American Hospital Association (AHA), CPT Assistant published by the American Medical Association (AMA), and Coding Clinic for HCPCS published by the AHA.

3.
MEDICARE GUIDELINES

a.
The Centers for Medicare and Medicaid Services (CMS) mandates the utilization of Level I (CPT) and Level II (National Medicare) HCPCS codes for Medicare patients.  Level III HCPCS codes are created and maintained by the local Medicare carriers.  It should be noted that Level III HCPCS codes may override Level I or Level II codes, therefore, it is critical to follow local carrier coding policies and procedures.

b.
The National Correct Coding Initiative will be strictly adhered to, to identify what is included in a global package and codes that are components of another code to prevent unbundling of services.

c.
The official guidelines for specific Medicare coding polices are the Medicare Part A and Part B Manuals, CMS Program Memorandums and Fiscal Intermediary newsletters and bulletins.  These may be found on our Fiscal Intermediary’s web site www/Trailblazerhealth.com.

d.
Condition of Participation. Need to decide whether to include this – if so need language. 
B.
UHDDS DEFINITIONS:
Inpatient diagnoses and procedures shall be coded in accordance with Uniform Hospital Discharge Data Set (UHDDS) definitions for principal and additional diagnoses and procedures as specified in the American Hospital Association’s Official Guidelines for Coding and Reporting (Attachment II).  

C.
REPORTABLE DIAGNOSES AND PROCEDURES:
To achieve consistency in the coding of diagnoses and procedures, coders must:

1.
Thoroughly review the entire health record as part of the coding process in order to assign and report the most appropriate codes.

2.
Adhere to all official coding guidelines as stated in this plan.

3.
Assign and report codes without physician consultation/query, for diagnoses and procedures that are not listed in the physician’s final diagnostic statement, ONLY if those diagnoses and procedures are specifically documented in the body of the health record by a physician directly participating in the care of the patient and this documentation is clear and consistent.

a.
Areas of the health record which contain acceptable physician documentation to support code assignment include the discharge summary, history and physical, emergency room record, physician progress notes, PCC encounter form, physician orders, physician consultations, pathology reports, operative reports, and physician notations of intraoperative occurrences. Recommending putting in examples for this section to clarify what’s allowable.
b.
When diagnoses or procedures are stated in other health record documentation (nurses notes, radiology reports, laboratory reports, EKGs, nutritional evaluations or other ancillary reports), the attending physician must be queried for confirmation of the condition.  (With the exception of the non-physician provider documentation as outlined below).

c.
Coders may utilize health record documentation to provide specificity in coding without querying the physician, such as utilizing the radiology report to confirm the fracture site or referring to the EKG to identify the location of a Myocardial Infarction.

d.
Coders my utilize non-physician provider documentation (nurses notes or other ancillary provider notes) to specify circumstances and place of occurrence for accidents and injuries when that documentation is omitted by the physician.

e.
Non-physician provider documentation may be used to code performance of or utilization of diagnostic tests, x-rays, drugs, supplies and durable medical equipment.


4.
Coders, providers and billers will observe sequencing rules identified by official

coding guidelines and the UHDDS guidelines (Attachment II).


5.
In some instances, coders may use V-Codes to capture statistical data that may not be 

specifically documented by a physician.  In these cases, the business office will need

to delete the statistical codes before billing. Example
D.
QUERY PROCESS:
The physician must be queried once a diagnosis or procedure has been determined to meet the guidelines for reporting but has not been clearly or completely stated within the health record by a physician participating in the care of the patient or when questionable, ambiguous or conflicting documentation is present, to determine if a documented condition was a postoperative complication, and for the specific condition for which the patient is receiving medication, therapeutic or diagnostic tests or treatment.

1.
The documentation of the coder’s query to the physician must comply with the following format:

a.
The physician must add an addendum to the health record or to the face sheet.  The addendum must be dated and initialed.

b.
The query form is used as a communication and educational tool and is not kept as a permanent part of the health record, therefore, the physician must document an addendum as specified above.  The query form will be retained in a separate file and use by peer review organizations will be permitted for DRG or APC validation.

c.
The Query form must include the patient’s name, the patient’s health record number, the name of the individual submitting the query, the date the query was submitted, a statement of the issue in the form of a question, and the physician’s response to the query.  It must be signed and dated by the physician.

d.
The query process will be used for clarification only, and will not be leading in nature or steer the physician to a particular code.

e.
The goal of clarifying documentation will be to capture the codes that reflect the highest degree of specificity for quality of statistical data, quality of future care provided to patients, and quality of data used for performance review programs and  NOT for the sole purpose  of increasing reimbursement.

f.
The query process can be documented on a concurrent or retrospective basis.

2.
A health record that is incomplete due to a physician response to a coding query will be included in the incomplete and delinquent record count.

E.
CODING SUMMARY (A sheet):
A coding summary (face sheet) will be placed within the health record of all inpatient discharges, same day surgery, and observation admissions.  The coding summary may be either a system generated abstract or handwritten codes on the face sheet.  The summary must be kept as a permanent part of the health record.  Accuracy of the codes listed on the summary sheet will be verified by the attending physician, signed and dated  (This section needs to be revised to what is required, not necessarily what facilties are doing.).  OR NOT
F.
DATA QUALITY AND INTEGRITY:
1.
ALL EMPLOYEES

a.
Will not misrepresent services that were rendered in order to optimize reimbursement or for any other reason.

b.
Will report any variances from the Coding Compliance Plan to the appropriate authority, such as a Coding and Reimbursement Committee, Revenue Cycle Committee, etc.
c.
Will be familiar with prohibited and unethical conduct as outlined in facility Compliance Plans (Attachment ___) and will immediately report any variances to the Compliance Officer.

d.
Will assist in updating superbills, charge sheets, or RPMS tables unique to their department.

2.
CODERS

a.
Will not add diagnosis codes based solely on test results.

b.
Will not misrepresent the patient’s clinical picture through incorrect coding or adding diagnoses/procedures unsupported by the documentation for any reason.

c.
Will not report diagnoses and procedures that the physician has specifically indicated he/she does not support.

d.
Will query the physician when documentation is unclear, ambiguous, conflicts with test results, or does not support medical necessity of services provided.

e.
Will not deviate from official coding guidelines in order to get a claim paid unless unique payer requirements are received in writing.

f.
Will further develop their skill and knowledge of coding and classification systems and official resources in order to select the appropriate diagnostic and procedural codes.

g.
Will participate in the development of institutional coding policies and ensure policies do not conflict official coding rules and guidelines.


3.
PROVIDERS



a. 
Will not misrepresent services that were rendered for any reason.



b.
Will cooperate with coding queries to clarify unclear, ambiguous, or conflicting documentation.



c.
Will document medical necessity for all services provided including prescription medications, diagnostic or therapeutic tests or treatments ordered.



d.
Will document to the highest level of specificity possible.



e.
Will select evaluation and management service codes based on clearly defined criteria.

4.
BUSINESS OFFICE PERSONNEL



a.
Will not change or resequence codes without review by the coder.



b.
Will provide the coding department with copies of all claim denials due to coding problems for review purposes.



c.
Will orient coders about unique payer requirements and obtain requirements in

writing from the payer.

5. 
CODING COMPLIANCE WORKGROUP – It is recommended that service units establish coding compliance workgroups or utilize other appropriate established committees to provide for the following, (Note: in this document it is referred to as the Coding and Reimbursement Compliance Workgroup):
a.
Will monitor compliance with this plan and report noncompliance to the Compliance officer.


b.
Will evaluate training and education needs of staff with regard to coding, reimbursement and documentation compliance issues and coordinate the training or make recommendations to Leadership.

c.
Will develop and oversee processes for regular auditing and monitoring of coding accuracy and coordinate or make recommendations for resolving problems.



d.
Will monitor physician query forms for compliance requirements and approve

new query forms as needed.

e. Will evaluate procedures and processes as relates to coding and reimbursement compliance and develop and/or make recommendations for policies and procedures.

f. Will evaluate equipment, technology and information needs that relate to coding, documentation and reimbursement and make recommendations to Leadership.

g. Will evaluate new legislation and regulatory requirements as relates to coding, billing and documentation and make recommendations for revisions to policies and procedures if necessary.

G.
CODING AUDITS:
Internal or external coding quality audits must be completed on a regular basis.

1.
Audits should include review of the health record to determine accurate code assignment with subsequent comparison with the appropriate claim form (UB-04, HCFA 1500, Dental claim, etc) to determine accurate billing.

2.
Audits should include focus areas from the Office of Inspector General (OIG) Work Plan (Attachment ___) and from the State QIO scope of work, audits, and projects (Attachment ___).

2.
Findings from these reviews must be utilized to improve coding and health record documentation practices and for coder, biller, physician and other provider education, as appropriate.

3.
Adverse findings of these reviews will be reported to the Compliance Officer.

H.
UNIQUE PAYOR REQUIREMENTS:
Coders will be oriented about and aware of individual payer contracts that contain specific coding and reporting requirements.

1.
Per advice received from the AHA, we will obtain unique payer requirements in writing before deviating from official coding guidelines.

2.
Policies and procedures will be maintained that document the coding guidelines or coding requirements of a specific payer.

3.
Health Information Management should be involved during contract negotiations with third party payers when coding guidelines are addressed.

4.
Coding and billing practices will follow Medicare’s policy regarding the 3-Day Rule before admission and transfer rules.

I.
CLAIM DENIALS:
Employees responsible for the final code assignments will review all claims denied (In part or total) based on codes assigned.    This will be performed in a timely manner in order to correct errors and resubmit claims for payment.  Any trends or problem areas identified will be reported to the Coding and Reimbursement Compliance Workgroup for resolution.

J.
SUPERBILL/RPMS CODING TABLE MAINTENANCE:
The superbill charge sheets, EHR pick list and RPMS Coding Tables that interface with the coding and billing packages will be reviewed to include new and/or revised codes as necessary, but not less than once a year.  The reviews will be a joint effort between the Health Information Management Services, the Business Office, Information Services, and Departments using the superbills or RPMS tables, i.e., laboratory, radiology, pharmacy, etc.   The reviews will be coordinated by the Coding and Reimbursement Compliance Workgroup.

K.
CODING REFERENCES AND TOOLS:
All coding references and tools necessary for proper selection and assignment of codes, assignment of DRG’s and APC’s, for validation of reimbursement, for education and research, and for maintaining data integrity and ethical compliance will be maintained and kept up-to-date by the hospital administration.  At a minimum, the following coding reference and tools will be maintained by the Health Information Management Department and/or Business Office:

1. Encoder and grouper system 
2. ICD-9-CM, CPT-4, and HCPCS level II coding books.

3. Official coding guidelines (Coding Clinic for ICD-9-CM, Coding Clinic for HCPCS, 

4. and CPT Assistant).


5. Medicare’s National Correct Coding Initiative

6. Medicare Manuals

7. Fiscal intermediary program memorandums and bulletins

8. Local Medical Review Policies
9. Unique payer requirement policies and procedures

10. Current medical dictionaries.

11. Current drug references.

12. Current anatomy/clinical references (Merk Manual or Tabor’s Cyclopedia).

13. Current AHA approved coding and billing education references (Faye Brown’s Coding Handbooks).

14. Internet access for coding, billing, and clinical research.

L.
CODING SUPPORT:

1. Encoder help lines are available for assistance with complicated coding decisions or for coding guidelines that are not addressed in any AHA approved official coding reference.  Every effort should be made by the coder to query the physician and research the coding problem before consulting the help line, as this not “official” coding advice. For an “official response, coding questions maybe sent to the AHA coding clinic office.
2. Area HIM Consultants and Area Business Officer are available for coding and billing support.
3. Coding list serve is available through IHS website/email.

M.
CODING AND REIMBURSEMENT ORIENTATION AND TRAINING:
All coders, billers and providers will receive orientation and training in basic procedures necessary to maintain coding and billing accuracy and integrity.   Continuing education will be provided in the form of handouts, memos, journals, inservice, and formal education as available and approved.  In order to keep up with changes in regulatory requirements, coding changes, and proper coding procedures, it is the employee’s responsibility to further their knowledge by reading all handouts, memos, journals provided and actively participate in available inservice and formal education workshops.   

N.
CODING COMPLIANCE EDUCATION REQUIREMENTS:

All coders, billers, and providers will receive training in coding, documentation and billing compliance issues on an annual basis or more frequently as need dictates.  The training will be coordinated by the Coding and Reimbursement Compliance Workgroup in conjunction with or in addition to training provided by the Compliance Program.    

O.
CODING CERTIFICATION REQUIREMENTS:

Certification is not required for coding positions; therefore, there are no existing policies for reimbursement of license/credential examination fees or annual membership dues.  Facilities should encourage all coding employees to pursue certification of coding skills as a part of their personal and professional development and will make reasonable efforts to accommodate employees who wish to pursue coding certification.  (See IHS Internal Control Policy).
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