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Preface

Thank you for purchasing The Next Step Advanced Medical Coding and Auditing. This 2017/2018 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. The Next Step Advanced Medical Coding and Auditing presents essential applications and real-world patient cases to explain coding services. Hands-on practice with physician documentation provides the auditing 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, Next Step Advanced Medical Coding and Auditing takes an advanced approach to training and coding for a successful career. The text is divided into chapters covering ICD-10-CM, CPT, and HCPCS. Auditing Review questions are found at the end of each chapter, along with Netter Art that corresponds with reports. 

Chapter 1, Evaluation and Management Services, is an in-depth overview of the three factors and key components of E/M coding and introduces the audit form, which will be utilized throughout the text. 

Chapter 2, Medicine, provides information on the codes throughout the Medicine section of the CPT, along with reports and modifier information. 

Chapter 3, Radiology, begins with the positions and placement for radiology services. The text covers information on CT Scans, Ultrasound, X-rays and Radiation Oncology. 

Chapter 4, Pathology and Laboratory, provides an overview of the types of services and includes drug assays and panels from the CPT manual. Information is presented on the lab/path superbill/requisition form and labeled figures of the forms are included. 

Chapters 5-13, Surgical Chapters, begin with information and reports covering the Integumentary System. Each chapter provides in-depth information and reports for all remaining Body Systems. 

Chapter 14, Anesthesia, begins with an introduction to the types of anesthesia. Information is provided on Base Units, Physical Status Modifiers, and Concurrent Care Modifiers. Reports within the chapter cover the different types of anesthesia used with procedures and services. 


List of physicians

A list of physicians is located on pages xxvi-xxvii of the text and contains the names of the physicians that provide services to the patients in this text. The list is displayed in alphabetic order by physician last name and by specialty. There are two physicians who are employed by the hospital (Dr. Hart and Dr. Sutton), and the remaining physicians are employed at the local clinic. The coder will be assigning codes for all the physicians. 





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. 






Abbreviations and acronyms

Select abbreviations and acronyms used in the cases in each chapter are displayed at the beginning of each chapter. Appendix D contains a compilation of these abbreviations and acronyms. 


Glossary

There is a main glossary of terms that is a compilation of the more complex words from the text. 


Evaluation

The tests contain at least two reports that are similar to ones that appeared in the chapter. 



Distinctive features of our approach

This book was designed to be the second step in your coding career, and it has 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!

■ In-text cases further reinforce important concepts and allow you to check your comprehension as you read (answers to every other case are located in Appendix E). 
 
■ Throughout this text material has been highlighted to call attention to the importance of this information. The Physical Examination below has highlighted words that call out each body and organ system that will assist in coding E/M services. Other highlighted areas include details in reports and critical information that will aid in reporting the correct diagnosis codes and selecting accurate CPT codes. 
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(Highlighted terms will appear underlined in eBook format due to technical requirements.)





■ 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.
[image: Image]

■ 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. 
[image: Image]

■ Tabular boxes are located throughout the chapters, helping to reinforce knowledge of the coding manual.
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Supplemental resources

Considering the broad range of students, programs, and institutions in which this textbook is used, we have developed supplements designed to complement The Next Step Advanced Medical Coding and Auditing. Each of these comprehensive supplements has been developed with the needs of both students and instructors in mind. 
 
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 The Next Step Advanced Medical Coding and Auditing in the classroom. Instructors can download: 




■ All auditing review answers with rationales. 

■ Course calendar and syllabus. 

■ Curriculum guides and TEACH lesson plans. 

■ Extensive testing resources that include two distinct sets of exams: 


■ Ready-Made Tests (on Evolve or within the Evolve Learning Management System) are split into Theory and Practical tests that correlate to each chapter of the text. 

■ Test Banks (within the Evolve LMS or through ExamView) include a wide variety of multiple choice, true/false, matching, and completion questions that correlate to each chapter of the text. 



■ 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.
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Evolve learning resources

The Evolve Learning Resources offer helpful material that will extend your studies beyond the classroom. 
 
Official Guidelines for Coding and Reporting, Content Updates, and Coding links help you stay current with this ever-changing field. Online Activities and Chapter Review applications provide electronic assessment options (though answers are still only provided at the discretion of the instructor).
[image: Image]

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/next/. 

 

A special note

Coders are a very special group of individuals. They have keen minds and tend to be gifted with great patience for the detail-oriented process of medical coding. They have immense professionalism and seek to do an exemplary job of the most difficult task of translating services and diagnoses into codes and ensuring appropriate reimbursement. They are exemplified by a statement made many years ago by Orison Swett Marden: 




People who have accomplished work worthwhile have had a very high sense of the way to do things. They have not been content with mediocrity. They have not confined themselves to the beaten tracks; they have never been satisfied to do things just as others do them, but always a little better. They always pushed things that came to their hands a little higher up, a little farther on. It is this little higher up, this little farther on, that counts in the quality of life’s work. It is the constant effort to be first class in everything one attempts that conquers the heights of excellence. 






Medical coding is a fine profession that has the ability to intrigue and captivate you for a lifetime. Practice your craft carefully, with due diligence, patience for the process, and always the highest ethical standards. 

Carol J. Buck, MS, CPC, CCS-P
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Introduction
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 AAPC-Approved ICD-10-CM Trainer 


 Auditing, Coding, and Education Specialist 


 Soterion Medical Services, Lexington, Kentucky 


Types of codes

This text presents cases that are to be coded with service codes (CPT and HCPCS) and diagnosis codes (ICD-10-CM) in the outpatient settings of the clinic and inpatient or outpatient services at the hospital for the physician (professional). Answer lines are provided for the ICD-10-CM codes, along with rationales within the textbook. 

Appendix C of this text displays the website to reference the 1995 and 1997 Documentation Guidelines for Evaluation and Management Services. Each medical facility chooses one of the documentation guidelines and submits all Medicare and Medicaid E/M charges using that specific set of guidelines. This text has been developed using the 1995 guidelines, as that tends to be the more popular version. Private third-party payers (not Medicare, Medicaid, or any other government program) may not require adherence to a specific set of E/M documentation guidelines. 

Unlike the inpatient facility coder, who has all of the documentation from a hospital stay available when assigning diagnoses codes, the outpatient coder reports diagnoses based on the information present in the one report being coded. In this text, a case may contain numerous reports that chronicle the patient’s care. When coding each of the reports in the case, the coder is to consider only the diagnoses information present in that report, because this is the way the reports are coded in outpatient settings. For example, a physician admits a patient to the hospital for possible pneumonia with chief complaint of shortness of breath and wheezing. The coder reporting the physician’s admit service would report the symptoms of shortness of breath and wheezing, even though on a subsequent report within that case the physician does diagnose the patient’s condition as pneumonia. One exception to this rule would be when coding an operative report in which a specimen was sent to the pathology department for analysis. The pathologist’s diagnosis would be used as the diagnosis when coding the operative report, because the findings are usually more current and definitive than the diagnosis stated by the surgeon. 

Clarification regarding the reporting guidelines for diagnostic tests, such as pathology reports, is located in AB-01-144. The Centers for Medicare and Medicaid, Program Memorandum (PM), Transmittal AB-01-144 is displayed in Appendix B of this text and outlines current coding guidelines for reporting the diagnosis for diagnostic tests. The PM provides direction on coding diagnostic tests and coordinates with the Official Guidelines for Coding and Reporting. Although there is no specific memorandum for ICD-10-CM, the content of the ICD-9-CM memorandum is still applicable. The PM is an important document to read before beginning to use this text, because it outlines the guidelines used when this text was developed. The coder is introduced to this document in Chapter 1 of the text under the heading Diagnosis Coding. This document has foundational information that must be carefully read and thoroughly understood by the coder prior to assigning diagnosis codes. The links to the Official Guidelines for Coding and Reporting are also displayed in Appendix C. 




From the Trenches


[image: Image]“Certified coders are in high demand in many areas, not only as coders for physician offices, but for claims review by insurance companies, contract auditing, outsource billing, and as educators.”

PATRICIA






The number of cases in each chapter was determined by the complexity of coding and the most common services in the specialty. For example, Chapter 6, Cardiovascular System, is quite lengthy, as this is a very complex area to code and many of the basic cardiovascular services, such as ECG and cardiac event monitoring, are commonly provided in most outpatient settings. There are many coding challenges in cardiology, such as coronary artery bypass graft, and only through repeated cases can the coder gain understanding and then confidence in his/her cardiology coding skill. 


Case numbering system

The cases are numbered by chapter, case, and report. For example, in 7-15A, the “7” indicates that the case appears within Chapter 7. The “15” indicates that the case is the 15th case in Chapter 7. The “A” indicates that the report is the first report in the case. Subsequent reports within 7-15 are identified by B, C, etc. 
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Tests are identified by a “T” preceding the case. For example, T7-1A indicates that the test (T) is from Chapter 7, is the first case (1), and is the first report (A) in the case. The web cases are numbered in the same way, but with a “W” preceding the case. For example, W7-1A indicates that this is a web case from Chapter 7, is the first case (1), and is the first report (A) in the case. 
 
Each chapter has an outline that lists all the cases and reports at the beginning of the chapter, as illustrated in the following: 




Evaluation and management services

Case 6-1




6-1A  Cardiothoracic Surgery Consultation



Cardiac artery bypass grafts

Case 6-2




6-2A  Coronary Artery Bypass



Pacemaker

Case 6-3




6-3A  Cardiology Follow-Up Note



Case 6-7




6-7A  Cardiology Consultation

6-7B  Hospital Service

6-7C  Radiography Report, Chest

6-7D  Cardiothoracic Surgical Consultation

6-7E  Radiography Report, Chest



Case 6-8




6-8A  Echo Doppler Report



Case 6-9




6-9A  Cardiology Consultation



Case 6-12




6-12C  Radiology Report, Chest

6-12D  Cardiac Catheterization Report

6-12E  Radiology Report, GI



Miscellaneous reports

Case 6-13




6-13A  Cardioversion



Case 6-14




6-14A  Transesophageal Echocardiogram Report








In Chapter 1, Evaluation and Management Services, the coder is introduced to the following audit form: 
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Each of the elements of the history, examination, and medical decision-making complexity is reviewed in the chapter in detail. The coder will then complete an audit form for each of the E/M cases. 

The E/M audit form is located in Appendix A of the text. The coder is to photocopy the audit form for each E/M case in the text and for the tests that contain E/M cases. A blank copy of the form is located on the Evolve website. 


Report format

Information is provided regarding a coding concept, such as pacemaker implantation: 




Pacemaker

A pacemaker is an electrical device that is inserted into the body to shock the heart electrically into regular rhythm. The two parts of a pacemaker are the battery and electrode. The electrode is the device that emits the electrical charge. The electrode is also called the lead and is a flexible, thin tube. The battery is also called a pulse generator. Some generators are programmable and have a wide range of programming options. The pulse generator is placed into a pocket either under the clavicle, as illustrated in Figure 6-4, or under the muscle of the abdomen below the rib cage. 

Either an epicardial or a transvenous approach can be used to implant the electrode portion of the pacemaker. The epicardial approach involves opening the chest to the view of the surgeon and placing the device on the heart. The transvenous approach is most commonly used because it is the least traumatic to the patient; it involves inserting a needle with a wire attached (guidewire) into a vein. The guidewire then directs the placement of the electrode into the heart while the surgeon views the progression using a fluoroscope. The electrode is then attached to the pulse generator. 

The pacemaker can be a single- or dual-chamber unit. A single-chamber pacemaker uses one pulse generator and one electrode that is placed in either the atrium or the ventricle. A dual-chamber pacemaker uses a pulse generator and two electrodes—one placed in the atrium and the other placed in the ventricle. 

Pacemakers can be permanent or temporary. A temporary pacemaker can be used when the heart needs only short-term pacing support, for example, when a patient is waiting for placement of a permanent pacemaker or a patient is experiencing postsurgical cardiac instability. After the pacemaker is placed, the physician will test the device to ensure that it is operating correctly. The pacemaker implantation report will indicate a statement such as “thresholds were obtained and were adequate.” The testing and setting are included in the implantation service and are not reported separately. Special or extensive pacing, if noted in the report as those above the usual service, can be reported separately. 






As the text progresses, the coder is assigned more complex cases with fewer directives and less information to ensure the development of the ability to transfer previously learned knowledge, thereby strengthening confidence in his/her coding and auditing abilities. The goal of this text is to present the coder with a wide array of cases from across the major medical specialties. These reports are the “real thing” from clinics and hospitals. The reports were selected to give you a realistic picture of the type and scope of reports you will be coding on the job. 

The format of the text is two columns to save space and contain the cost of production. Although the coder will not see a two-column report on the job, it is the documentation that is important, in whatever format that information is presented. For example, the pathology reports may be in the front of the medical record at one facility; at another facility, the reports may be in the back of the record, or the coder may work exclusively with online records and never use the printed format. 

The coder assigns the service and diagnosis codes to reports. The following is an example of a report from the text: 




6-5c operative report, pacemaker implantation

LOCATION: Outpatient, Hospital
 
PATIENT: Herbert Gillford

SURGEON: Marvin Elhart, MD

PROCEDURE PERFORMED: Dual-chamber pacemaker implantation

INDICATION: Bradyarrhythmia

BRIEF HISTORY: This patient has been experiencing recurrent syncope. He was evaluated in the last year or so. Because of the presence of first-degree AV (atrioventricular) block, sinus bradycardia, and bundle-branch block, the cause for his syncope most likely is his bradyarrhythmia; for that reason, a dual-chamber pacemaker implantation was recommended after discussion with his cousin, who consented to the procedure. The cousin was informed of all potential complications, including infection, hematoma, pneumothorax, hemothorax, myocardial infarction, and even death. He agreed to proceed. 

PROCEDURE: The patient was brought to the cardiac catheterization laboratory. He was placed on the catheterization table, where he was prepped and draped in the usual fashion. The procedure was extremely difficult to perform as a result of the patient’s agitation despite adequate sedation. With reasonable hemostasis, the pacemaker pocket was performed in the left infraclavicular area after anesthetizing the area with 0.5 cc (cubic centimeter) of Xylocaine. Hemostasis was secured with cautery. The patient had excessive venous oozing from Valsalva and straining, and that was controlled with pressure. A single stick was performed because of the patient’s agitation. Using a 9-French peel-away sheath, we introduced an atrial and a ventricular lead and placed them in an excellent position. 

Thresholds were obtained adequately. The leads were sutured using 0 silk over their sleeves and secured. The pulse generator was connected. The pacemaker pocket was flushed with antibiotic solution. The pacemaker and leads were placed in the pocket and the pocket closed in two layers. 

COMPLICATION: None

EQUIPMENT USED: Pulse generator was Medtronic model 60 Thera DRI, serial B28H. The ventricular lead was Medtronic serial L420V, model 4524 Link. The atrial lead was Medtronic 24-58, serial 326V. 

The following parameters were obtained after implantation: Pacing threshold in the atrium was excellent at 0.5 msec and 0.5 V, and impedance was 445 ohms and sensing 2.1 mV. In the ventricle, 0.5 msec and 0.3 V with R wave of 19.9 mV and impedance 668 (device evaluation). 

The following parameters were left at implantation: DDDR with lower rate limit of 70 and an upper rate limit of 120. The amplitude was 3.5 V in the atrium at 0.4 msec with a sensitivity of 0.5 mV. The ventricle was 3.5 V and 0.4 msec at 2.8-mV sensitivity (device evaluation). 

CONCLUSION: Successful implantation of dual-chamber pacemaker without immediate complications. 

PLAN: Patient to return to recovery unit and to be discharged late this evening to the nursing home with routine postpacemaker care. 

6-5c: 




 SERVICE CODE(S): _______________________________________

 ICD-10-CM DX CODE(S): __________________________________








Auditing review

An audit review evaluates service and diagnosis codes and is necessary to provide efficient and accurate documentation. The format of each audit review guides the coder in the development of coding abilities. 
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Multiple modifiers

Multiple modifiers are added to codes by placing the numbers first in descending order, followed by the lettered modifiers in alphabetic order. For example, if the code were to be reported with -55 and -RT, the -55 would be placed first, followed by the -RT. As another example, if the code were to be reported with -50 and -52, the -52 would be placed first, followed by the -50. This is the format that is followed in this text. 


Use of modifiers -26 and -TC




■ Modifier -26 requests payment from the third-party payer for the professional component percentage of the fee only. 

■ Modifier -TC requests payment for the technical component percentage of the fee only. 



These modifiers are usually used with radiology and pathology services. An example is an independent radiology facility that takes the x-rays (technical component) and sends them to a private radiologist who reads the x-rays and writes a report of the findings (professional component). The independent radiology facility would report the service with the x-ray code with modifier -TC added to indicate that only the technical component was provided. The physician’s services would be reported with modifier -26 added to the x-ray code to indicate that only the professional component of the x-ray service was provided. If both the technical and professional services of the x-ray were provided at the same place, such as the clinic, no modifiers would be added, since both components of the service were provided at the same place and reporting the x-ray code without a modifier requests the full fee from the carrier. Provision of both technical and professional services is called a global service. 

For the purposes of this text, the radiologist and pathologists are employed by the facility unless specifically stated otherwise. 



Pathology and laboratory

Chapter 4, Pathology and Laboratory, guides the coder in the use of a standard laboratory requisition or superbill as illustrated on the following page. 

When the coders have finished the activities within the chapter, they will have a completed laboratory requisition that contains the codes for the tests listed. The coder will then be familiar with the most frequently ordered laboratory tests. 
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 From the Trenches


[image: Image]”Coding elements and compliance regulations are constantly changing. The continuing education process will always be essential.”

PATRICIA







The top 10 list for coders

Contributed by Karen D. Lockyer


10.Abstracting is getting the essence of the relevant facts. 

 9.When in doubt, ASK—don’t assume anything. 

 8.Never be afraid to question a physician. 

 7.Work with good reference books. 

 6.Always use current code books. 

 5.Make notes in your coding manuals—it saves time later on. 

 4.Good coders are always learning. 

 3.Speed of record reading comes with practice; never sacrifice accuracy. 

 2.If it isn’t documented, it didn’t happen. 

 1.NEVER CODE DIRECTLY FROM THE INDEX OF A CODE MANUAL! 




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 nonphysician practitioners. 








 


List of physicians



 
 
	Physicians by Name
	Alanda, MD, Leslie	Internal Medicine & Vascular
	Aljabar, MD, Alfa	Nuclear Medicine
	Almaz, MD, Mohomad	Orthopedics
	Avila, MD, Ira	Urology
	Barneswell, MD, Mary	Physical Therapy
	Barton, MD, David	Cardiothoracic Surgery
	Brown, MD, Robert	Critical Care
	Dawson, MD, Gregory	Respiratory Care
	Doron, MD, Phil	Endocrinology
	Eagle, MD, James	Radiation Oncology
	Elhart, MD, Marvin	Cardiology
	Erickson, MD, Mark	Plastic Surgery
	Friendly, MD, Larry P. 	Gastroenterology
	Gaul, MD, Frank	Family Practice
	Green, MD, Ronald	Internal Medicine & Critical Care
	Hamilton, MD, Monica J. 	Interventional Radiology
	Hart, MD, Phillip	Neuroradiology—Hospital Employee
	Hodgson, MD, John	Surgical Neurosurgery
	Jayco, MD, Gordon	Endocrinology & Nephrology
	King, MD, Jeff	Otorhinolaryngology
	Larson, MD, Janice E. 	Anesthesia
	Lauer, MD, Elmer	Dermatology
	Lin, MD, Lou	Infectious Diseases
	Lonewolf, MD, Grey	Pathology
	Lorabi, MD, Gerald	Hematology
	Lovejoy, MD, Noah	Dermatology
	Martinez, MD, Andy	Obstetrics & Gynecology
	Monson, MD, Morton	Radiology
	Munoz, MD, Orland	Psychiatry
	Naraquist, MD, Alma	Internal Medicine
	Nelson, MD, Jerome	Neuropsychology
	Noonar, MD, James	Cardiology
	Noss, MD, Laddie N. 	Diabetes & Internal Medicine
	Olanka, MD, Daniel G. 	Gastroenterology
	Orbitz, MD, George	Nephrology
	Ortez, MD, Rolando	Pediatrics & Neonatology
	Peterson, MD, Rush K. 	Allergy & Immunology
	Pleasant, MD, Timothy L. 	Neurology
	Riddle, MD, Edward	Interventional Radiology
	Ripple, MD, Ronald	Thoracic Surgery
	Sanchez, MD, Gary I. 	General Surgery
	Smithson, MD, Paula	Urology
	Sutton, MD, Paul	Emergency Medicine—Hospital Employee
	Warner, MD, Samuel	Podiatry
	White, MD, Loren	General Surgery
	White, MD, Rapheal	Oncology
	Wimer, MD, Rita	Ophthalmology
	Physicians by Specialty
	Allergy & Immunology	Peterson, MD, Rush K. 
	Anesthesia	Larson, MD, Janice E. 
	Cardiology	Elhart, MD, Marvin
	Cardiology	Noonar, MD, James
	Cardiothoracic Surgery	Barton, MD, David
	Critical Care	Brown, MD, Robert
	Dermatology	Lauer, MD, Elmer
	Dermatology	Lovejoy, MD, Noah
	Diabetes & Internal Medicine	Noss, MD, Laddie N. 
	Emergency Medicine—Hospital Employee	Sutton, MD, Paul
	Endocrinology	Doron, MD, Phil
	Endocrinology & Nephrology	Jayco, MD, Gordon
	Family Practice	Gaul, MD, Frank
	Gastroenterology	Friendly, MD, Larry P. 
	Gastroenterology	Olanka, MD, Daniel G. 
	General Surgery	Sanchez, MD, Gary I. 
	General Surgery	White, MD, Loren
	Hematology	Lorabi, MD, Gerald
	Infectious Diseases	Lin, MD, Lou
	Internal Medicine	Naraquist, MD, Alma
	Internal Medicine & Critical Care	Green, MD, Ronald
	Internal Medicine & Vascular	Alanda, MD, Leslie
	Interventional Radiology	Hamilton, MD, Monica J. 
	Interventional Radiology	Riddle, MD, Edward
	Nephrology	Jayco, MD, Gordon
	Nephrology	Orbitz, MD, George
	Neurology	Pleasant, MD, Timothy L. 
	Neuropsychology	Nelson, MD, Jerome
	Neuroradiology—Hospital Employee	Hart, MD, Phillip
	Nuclear Medicine	Aljabar, MD, Alfa
	Obstetrics & Gynecology	Martinez, MD, Andy
	Oncology	White, MD, Raphael
	Ophthalmology	Wimer, MD, Rita
	Orthopedics	Almaz, MD, Mohomad
	Otorhinolaryngology	King, MD, Jeff
	Pathology	Lonewolf, MD, Grey
	Pediatrics & Neonatology	Ortez, MD, Rolando
	Physical Therapy	Barneswell, MD, Mary
	Plastic Surgery	Erickson, MD, Mark
	Podiatry	Warner, MD, Samuel
	Psychiatry	Munoz, MD, Orland
	Radiation Oncology	Eagle, MD, James
	Radiology	Monson, MD, Morton
	Respiratory Care	Dawson, MD, Gregory
	Surgical Neurosurgery	Hodgson, MD, John
	Thoracic Surgery	Ripple, MD, Ronald
	Urology	Avila, MD, Ira
	Urology	Smithson, MD, Paula
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Chapter 1


Evaluation and management services
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 Judy Breuker, CPC, CPMA, CCS-P, CDIP, CHC, CHCA, CEMC

 Certified E/M Auditor

 AHIMA-Approved ICD-10-CM/PCS Trainer 

 Hudsonville, Michigan





 

 E/M Review—The Basics 

 Hospital Inpatient Services 

 Diagnosis Coding 

 Time to Code! 

 Case 1-1 p. 23

 1-1A Initial Hospital Care 

 1-1B Discharge Summary 

 Case 1-2 p. 24

 1-2A Emergency Department Services 

 Case 1-3 p. 25

 1-3A Initial Hospital Service 

 1-3B Consultation 

 1-3C Radiology Report 

 1-3D Radiology Report 

 Case 1-4 p. 28

 1-4A Initial Hospital Care 

 Case 1-5 p. 30

 1-5A Initial Hospital Care 

 1-5B Progress Report 

 Case 1-6 p. 32

 1-6A Progress Report 

 Case 1-7 p. 33

 1-7A Progress Report 

 Case 1-8 p. 34

 1-8A Progress Report 

 Case 1-9 p. 35

 1-9A Discharge Summary 

 Consultations, Prolonged Services, Standby, and Critical Care Services 

 Case 1-10 p. 38

 1-10A Consultation 

 Case 1-11 p. 39

 1-11A Consultation 

 Case 1-12 p. 41

 1-12A Consultation 

 1-12B Progress Report 

 1-12C Progress Report 

 Case 1-13 p. 43

 1-13A Critical Care 

 Cerebral Hemorrhage 

 Case 1-14 p. 46

 1-14A ICU Report 

 Case 1-15 p. 47

 1-15A Critical Care 

 Case 1-16 p. 49

 1-16A Critical Care 

 1-16B Progress Report 

 1-16C Progress Report 

 Case 1-17 p. 53

 1-17A Critical Care Admission 

 Office and Other Outpatient Services 

 Case 1-18 p. 54

 1-18A Office Visit 

 Case 1-19 p. 54

 1-19A Office Visit 

 1-19B Office Visit 

 1-19C Clinic Progress Note 

 Hospital Observation Services 

 Case 1-20 p. 56

 1-20A Observation 

 Neonatal Care Services 

 Neonatal Critical Care (NCC) 

 Newborn Diagnosis Coding 

 Case 1-21 p. 60

 1-21A Newborn Care 

 Case 1-22 p. 61

 1-22A Hospital Services 

 1-22B NICU Progress Report 

 1-22C NICU Progress Report 

 1-22D NICU Progress Report 

 Preventive Medicine Services 

 Case 1-23 p. 67

 1-23A Office Visit 

 1-23B Office Visit 

 1-23C Office Visit 

 Case 1-24 p. 69

 1-24A Office Visit 

 Case 1-25 p. 69

 1-25A	Office Visit 

 Case 1-26 p. 70

 1-26A Office Visit 

 Chapter 1 Auditing Review 

 Audit Report 1.1 Hospital Services p. 71

 Audit Report 1.2 Consultation p. 71

 Audit Report 1.3 Neurology Consultation p. 72

 Audit Report 1.4 Emergency Department Services p. 73

 Audit Report 1.5 Progress Note Services p. 73

 Audit Report 1.6 Consultation p. 74
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The most often reported codes in the CPT manual are those in the Evaluation and Management (E/M) section. These codes can also be the most troublesome for the new coder to assign because there are so many variables; but once you learn all the intricacies of E/M coding, you will be able to assign E/M codes with complete confidence that you have assigned the correct code. The first step is to review some of the basics of E/M code assignment. If you are comfortable with the basics of E/M code assignment and are familiar with an audit form, go right to Case 1-1 and begin applying E/M codes to physician services.

Within this text, the Centers for Medicare and Medicaid Services (CMS) 1995 Documentation Guidelines (DGs) for Evaluation and Management Services have been referenced when coding E/M services. A copy of the guidelines is located in Appendix C of this text. The discussion that follows about documentation of E/M services has been developed based on these guidelines.

The audit form, located in Appendix A, is only one of many ways a facility could choose to assess the physician’s E/M services provided to the patients of the facility. Third-party payers may have their own documentation requirements and audit forms. As such, they may differ from the information, requirements, and audit form in this text. For the purposes of this text, the audit form that you are going to learn about is how E/M services are to be assessed throughout this text. Let us begin with some basics.




 E/M review—the basics

 Three factors of E/M code

The codes in the E/M section are based on three factors:


 1.  Place of service

 2.  Type of service

 3.  Patient status



 Place of service

The first step in choosing the correct E/M code is to identify the place or setting in which the service was provided. Codes vary based on the place of service. For example, there are different codes for outpatient and inpatient settings.


 Type of service

The second step in choosing the correct E/M code is to identify the type of service. The type of service is the kind of service. Examples of types of service are consultation, hospital admission, or an office visit. Codes are divided based on the type of service.


 Patient status

The third step in choosing the correct E/M code is to identify the patient status correctly. There are four types of patient status:


 1.  New patient—has not received professional service from the physician or another physician of the exact same specialty and subspeciality in the same group practice within the past 3 years.

 2.  Established patient—has received professional service from the physician or another physician of the exact same specialty and subspeciality in the same group practice within the past 3 years.

 3.  Outpatient—has not been formally admitted to a health care facility.

 4.  Inpatient—has been formally admitted to a health care facility.





 Key components

Once you have identified the place of service, type of service, and patient status, you are ready to locate the information in the medical record that identifies the key components of the service. The three key components are the history, examination, and medical decision-making complexity.

 History

The history is the subjective (patient-provided) information that the physician elicits regarding the chief complaint. There are four elements of a history:


■  Chief Complaint (CC)

■  History of Present Illness (HPI)

■  Review of Systems (ROS)

■  Past, Family, and Social History (PFSH)



 Chief complaint. 

The CC is a concise statement describing the symptom, problem, condition, diagnosis, physician-recommended return, or other factor that is the reason for the encounter/visit, usually in the patient’s words.

All encounters have a CC or reason for the visit. The patient’s medical record will state the CC, most often at the beginning of the report with a title, such as CC, indications, reason for consultation, reason for admission, or similar wording. Sometimes the physician will simply place the CC within the report with no title. For example, in the medical record it stated: “This 6-year-old child is seen in the office today complaining of a sore throat.” Although this is the CC, the statement is not labeled as such.


 History of present illness. 

The HPI is a chronological description of the development of the patient’s present illness from the first sign and/or symptom or from the previous encounter to the present. The HPI may include the following:


■  Location (site on the body)

■  Quality (characteristics, such as throbbing, sharp)

■  Severity (how intense or on a scale of 1/10)

■  Duration (how long for this problem or episode) (Not listed in CPT as an HPI element)

■  Timing (when does it occur)

■  Context (under what circumstances does it occur)

■  Modifying factors (what makes it better or worse)

■  Associated signs and symptoms (what else is happening when it occurs)



The physician documents the HPI in the medical record. The following is an example of an HPI containing each of the elements:



The patient presents with a radiating (quality) pain in the right arm (location). He states that the pain is a 5 on a scale of 1/10 (severity). He states that the pain began last Monday (duration) when he was bending over (context) shoeing his horse in the barn, and he has experienced the same pain several times throughout the week (timing). He tried icing the area on his arm several times, and that did provide him with a bit of relief (modifying factors). There has been some dizziness during these episodes (associated signs and symptoms).



Often the coder has a copy of the encounter report to use when coding services, so the coder can write directly on the copy to identify elements in the report. For example, here is the HPI as it would appear on the coder’s copy of the report, with eight elements of the HPI marked by the coder:





The patient presents with a radiating1 pain in the right arm2. He states that the pain is a 5 on a scale of 1/103. He states that the pain began last Monday4 when he was bending over5 shoeing his horse in the barn, and he has experienced the same pain several times throughout the week6. He tried icing the area on his arm several times, and that did provide him with a bit of relief7. There has been some dizziness during these episodes8.



The coder might also use an audit form to check off the information if the facility policy does not allow for an additional copy of the report. The coder must work directly from the original report in these circumstances and place check marks on the audit form rather than on the record. Health care facilities record each report that is accessed or printed due to privacy standards, so never access or print a report for which you are not authorized.

The HPI area of the audit form is illustrated in Figure 1-1.
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FIGURE 1–1History of Present Illness (HPI) section on an audit form.




The extent of the HPI as problem focused, expanded problem focused, detailed, or comprehensive is based on the physician’s professional judgment, depending on the needs of the patient. The two levels of HPI are brief (1–3 elements) and extended (4 or more elements). The problem-focused and expanded problem-focused levels of history contain a brief (1–3) review of the problems surrounding why the patient is being seen that day. The detailed and comprehensive levels of history contain an extended (4 or more) review of the HPI elements. HPI levels are illustrated in Figure 1-2.
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FIGURE 1–2History of Present Illness (HPI) levels.





 Review of systems (ROS). 

The ROS is an inventory of the body systems obtained through a series of questions seeking to identify signs or symptoms that the patient may be experiencing or has experienced. The ROS may be asked by the physician, nurse, or by means of a questionnaire filled out by the patient or ancillary personnel. Regardless of how the information is obtained, before the information can qualify as an ROS, the physician must review the information and document the review in the medical record. The documentation includes both positive responses and pertinent negative responses related to the HPI. The ROS may include the following information or elements:


■  Constitutional (e.g., weight loss, fever)

■  Ophthalmologic (eyes)

■  Otolaryngologic (ears, nose, mouth, throat)

■  Cardiovascular

■  Respiratory

■  Gastrointestinal

■  Genitourinary

■  Musculoskeletal

■  Integumentary (skin and/or breasts)

■  Neurological

■  Psychiatric

■  Endocrine

■  Hematologic/Lymphatic

■  Allergic/Immunologic



An ROS example from a medical record is as follows:

 Review of systems





Eyes: Blurred double vision (ophthalmologic). Ears: Hearing is okay (otolaryngologic). GI: As noted above (gastrointestinal). GU: Negative (genitourinary). Chest: No complaints of dyspnea (respiratory). Neurological: Negative (neurologic). Psychiatric: Negative. Sleep pattern has been off in the past, and he has been treated with amitriptyline. This has not been such a significant problem as of late (psychiatric).



The coder may identify each of these seven ROS elements directly on the copy of the report as follows:


 Review of systems





Eyes: Blurred double vision1. Ears: Hearing is okay2. GI: As noted above3. GU: Negative4. Chest: No complaints of dyspnea5. Neurologic: Negative6. Psychiatric: Negative. Sleep pattern has been off in the past, and he has been treated with amitriptyline. This has not been such a significant problem as of late.7



If an audit form were used, the ROS area of the audit form would be as illustrated in Figure 1-3.
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FIGURE 1–3Review of Systems (ROS) section on an audit form.




Since a problem-focused history does not require an ROS, there are only three levels that require an ROS: problem pertinent (expanded problem focused = 1 system), extended (detailed = 2–9 systems), and complete (comprehensive = 10 or more systems). There are times that an ROS is not necessary, such as during a simple recheck of ears. The problem pertinent ROS is a review that is focused on the organ system (OS) involved in the chief complaint, such as a fractured finger in which the musculoskeletal system is the center of the review. The extended ROS includes a review of the system directly involved in the chief complaint, plus related (up to nine) other systems. For example, a complaint of left-sided chest pain would focus primarily on the cardiovascular system but could also include the respiratory system and gastrointestinal system. The complete ROS includes at least 10 of the 14 OSs. The coder counts the number of systems reviewed as documented in the medical record and enters that number on the audit form.




According to Huffman’s Health Information Management, * the following systems are recognized for the ROS:


■  Constitutional symptoms


 Usual weight, recent weight changes, fever, weakness, fatigue



■  Eyes (Ophthalmologic)


 Glasses or contact lenses, last eye examination, visual glaucoma, cataracts, eyestrain, pain, diplopia, redness, lacrimation, inflammation, blurring



■  Ears, Nose, Mouth, Throat (Otolaryngologic)


 Ears: hearing, discharge, tinnitus, dizziness, pain

 Nose: head colds, epistaxis, discharges, obstruction, postnasal drip, sinus pain

 Mouth and Throat: condition of teeth and gums, last dental examination, soreness, redness, hoarseness, difficulty in swallowing



■  Cardiovascular


 Chest pain, rheumatic fever, tachycardia, palpitation, high blood pressure, edema, vertigo, faintness, varicose veins, thrombophlebitis



■  Respiratory


 Chest pain, wheezing, cough, dyspnea, sputum (color and quantity), hemoptysis, asthma, bronchitis, emphysema, pneumonia, tuberculosis, pleurisy, last chest radiograph



■  Gastrointestinal


 Appetite, thirst, nausea, vomiting, hematemesis, rectal bleeding, change in bowel habits, diarrhea, constipation, indigestion, food intolerance, flatus, hemorrhoids, jaundice



■  Genitourinary

■  Urinary: frequent or painful urination, nocturia, pyuria, hematuria, incontinence, urinary infection

■  Genitoreproductive


 Male—venereal disease, sores, discharge from penis, hernias, testicular pain or masses

 Female—age at menstruation (frequency, type, duration, dysmenorrhea, menorrhagia; symptoms of menopause), contraception, pregnancies, deliveries, abortions, last Papanicolaou smear



■  Musculoskeletal


 Joint pain or stiffness, arthritis, gout, backache, muscle pain, cramps, swelling, redness, limitation in motor activity



■  Integumentary (skin or breast)


 Rashes, eruptions, dryness, cyanosis, jaundice, changes in skin, hair, or nails



■  Neurologic (Neurological)


 Faintness, blackouts, seizures, paralysis, tingling, tremors, memory loss



■  Psychiatric


 Personality type, nervousness, mood, insomnia, headache, nightmares, depression



■  Endocrine


 Thyroid trouble, heat or cold intolerance, excessive sweating, thirst, hunger, or urination



■  Hematologic/Lymphatic


 Anemia, easy bruising or bleeding, past transfusions



■  Allergic/Immunologic


 Sneezing, itching eyes, rhinorrhea, nasal obstruction, or recurrent infections

 Environmental allergies, such as dust, mold, or latex





*Definitions from Huffman E: Health Information Management, ed 10. Revised by the American Medical Records Association. Berwyn, IL, Physician’s Record Company, 1994, pp. 57-62.








According to the CPT manual, * the following are the items that indicate a past, family, or social history:


■  Past History: A review of the patient’s past experience with illnesses, injuries, and treatments that includes significant information about:


 Prior major illnesses and injuries

 Prior operations

 Prior hospitalizations

 Current medications

 Allergies (e.g., drug, food)

 Age-appropriate immunization status

 Age-appropriate feeding/dietary status



■  Family History: A review of medical events in the patient’s family that includes significant information about:


 The health status or cause of death of parents, siblings, and children

 Specific diseases related to problems identified in the CC or HPI and/or ROS

 Diseases of family members that may be hereditary or place the patient at risk



■  Social History: An age-appropriate review of past and/or current activities that includes significant information about:


 Marital status and/or living arrangements

 Current employment

 Occupational history

 Military history

 Use of drugs, alcohol, and tobacco

 Level of education

 Sexual history

 Other relevant social factors





Three of the elements of a history (HPI, ROS, and PFSH) are included to varying degrees in all patient encounters. The degree or level of HPI, ROS, and PFSH is determined by the CC or presenting problem of the patient.

*Definitions from 2012 CPT, Evaluation and Management Guidelines, pp. 5-7. CPT codes, descriptions, and materials only are © 2011 American Medical Association.





Not all physicians indicate the OS being reviewed with “Neurological” or “Gastrointestinal,” which makes it necessary for the coder to be able to identify the OS by the terminology used in the report. For example, rather than labeling the section “psychiatric,” the physician may state, “Sleep pattern has been off in the past, and he has been treated with amitriptyline. This has not been such a significant problem of late.” As the coder, you must know that the sleep pattern would be part of a psychiatric ROS.

The ROS area on an audit form is illustrated in Figure 1-4.
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FIGURE 1–4Review of Systems (ROS) area on an audit form.




The following is an example of the PFSH from a medical record:



 Past, family, social history. 

The PFSH is a review of the past, family, and social history of the patient. Some encounters do not include any PFSH elements, whereas other encounters contain an extensive review of all elements. The physician decides the extent of the PFSH based on the needs of the patient. For example, see the following PFSH:

 Past medical history




1.  Diabetes mellitus

 2.  Sinusitis

 3.  Asthma




 Medications




 1.  Humalog 7 units in the morning, noon, and q.h.s.

 2.  Ultralente 14 units q.a.m. and 14 units q.p.m.

 3.  Elavil 100 mg p.o. q.h.s.




 Family history


Neither of her parents has diabetes mellitus; however, there is a history of diabetes in that her brothers and an uncle all have it. There is also a history of CVAs, myocardial infarctions, and cancer.




 Social history

 
The patient states she consumed alcohol in the past. She smokes three to five cigarettes daily. She is otherwise a normal, healthy high school senior.



The coder would enter each of these elements onto an audit form as documented in the medical record and illustrated in Figure 1-5.



[image: Image]


FIGURE 1–5Past, Family, and Social History (PFSH) section on an audit form.




The two levels of PFSH are pertinent (1) and complete (2–3). The problem-focused and expanded problem-focused history do not require any PFSH elements. The detailed history requires one element of the PFSH. For example, if the patient’s CC is an allergic rash, the physician would certainly inquire about the patient’s past history of allergies—drug, food, and inhaled allergies. The complete PFSH includes at least two of the three elements. For example, if the patient had intermittent chest pains, the physician would want to know the family history to identify family members with a history of heart disease and the social history to identify the relevant factors that would contribute to heart disease, such as use of tobacco and diet. The audit form indicates the PFSH, as illustrated in Figure 1-6.
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FIGURE 1–6Past, Family, and Social History (PFSH) levels on an audit form.




There are four levels of history; the level is based on the extent of the history during the history-taking portion of the physician/patient encounter.




 History levels

The level is based on the extent of the history. The following are the four levels of history:


 1.  Problem focused

 2.  Expanded problem focused

 3.  Detailed

 4.  Comprehensive



 Problem focused. 

The physician focuses on the CC and a brief history of the present problem of a patient.


■  A brief history includes a review of the history regarding pertinent information about the present problem or CC. Brief history information centers on the severity, duration, and symptoms of the problem or complaint. The brief history does not have to include the PFSH or ROS.




 Expanded problem focused. 

The physician focuses on a CC, obtains a brief history of the present problem, and also performs a problem-pertinent review of systems. The expanded problem-focused history does not have to include the PFSH.


■  This history would center on specific questions regarding the system involved in the presenting problem or CC. The ROS for this history would review the ROS most closely related to the CC or presenting problem. It requires one to three HPI elements, one ROS, and no PSFH. For example, if the presenting problem or CC is a red, swollen knee, the system reviewed would include the musculoskeletal system.




 Detailed. 

The physician focuses on a CC and obtains an extended history of the present problem, an extended ROS, and a pertinent PFSH directly related to the patient’s problem.


■  The system review is “extended,” which means that it includes a review of the system related to the CC plus additional related systems. The level of history requires at least 4 HPI elements, 2–9 ROS, and at least 1 PFSH element.




 Comprehensive. 

This is the most complex of the history types. The physician documents the CC, obtains an extended history of the present problem, does a complete ROS, and obtains a complete PFSH.


■  Some third-party payers have established standards for the number of elements that must be documented in the medical record to qualify for a given level of service. For example, a third-party payer may state that to qualify as a comprehensive history, the medical record must document an extended HPI and include four of the eight elements (e.g., location, quality, severity, duration), a complete ROS that included a review of at least 10 of the 14 OSs, and a complete review of all three areas of the PFSH.



The four elements (CC, HPI, ROS, and PFSH) are the basis of the history portion of the E/M service. Figure 1-7 illustrates a completed audit form for a level 3 or detailed history.
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FIGURE 1–7History section on an audit form.




To assign a given history level, all three history elements must be at that given level or higher. For example, if the documentation supports an HPI that was extended (at least 4 HPI elements), it would qualify for the comprehensive level history (level 4). If the ROS was extended (2–9 systems), it would qualify for the detailed level history (level 3). If the PFSH was complete (2 or 3 history areas), it would qualify for the comprehensive level history (level 4). This history supports a detailed history (level 3). The history level can be a level 4 only if the HPI was 4 or comprehensive, the ROS was 10+ or comprehensive, and the PFSH was 2 or 3 or comprehensive.



 Examination

The history is the subjective information the patient provides the physician, and the examination is the objective information the physician gathers. The examination is the findings that the physician observes during the encounter. The physician documents the examination in the medical record, and the coder uses this documentation to report the service.

The CPT manual recognizes the BAs and OSs listed below, with the exception of constitutional. CMS’s 1995 Documentation Guidelines (DG) identify the elements of the examination to include various body areas (BA) and organ systems (OS), as well as an assessment of a patient’s constitutional elements, indicated by such items as the patient’s general appearance, vital signs, or level of distress. The three elements—general (constitutional [OS]), BAs, and OSs—are as follows.



 General (constitutional) (OS)




■  Blood pressure, sitting*

■  Blood pressure, lying*

■  Pulse

■  Respiration

■  Temperature†

■  Height

■  Weight

■  General appearance




 Body areas




■  Head (including face)

■  Neck

■  Chest (including breasts and axillae)

■  Abdomen

■  Genitalia, groin, buttocks

■  Back

■  Each extremity




 Organ systems




■  Ophthalmologic (eyes)

■  Otolaryngologic (ears, nose, mouth, throat)

■  Cardiovascular

■  Respiratory

■  Gastrointestinal

■  Genitourinary

■  Musculoskeletal

■  Integumentary (skin)

■  Neurologic

■  Psychiatric

■  Hematologic/Lymphatic/Immunologic



Note: The endocrine system is not listed in either the CPT manual or the 1995 DG as an examination element, although the endocrine system is listed as an OS in the history (ROS).

The examination elements may be placed on an audit form. An example of an examination with 4 constitutional, 2 BAs, and 9 OSs is as follows:



 Physical examination





The patient is very sluggish,(general appearance/constitutional) although he does answer questions. Blood pressure 96/76,(constitutional) pulse 130, and regular(constitutional) respirations 22.(constitutional) Eyes: Sunken significantly. Fundi are not visualized.(OS/ophthalmologic) Ears: Negative.(OS/otolaryngologic) Carotids are 4/4 without bruits.(OS/cardiovascular) Neck: supple,(BA/neck) nodes are negative. Thyroid is normal to palpation. Axillary nodes negative.(OS/lymphatic) Chest: Clear to auscultation.(OS/respiratory) Heart: Tachycardic but no extra heart sounds heard. No murmur is appreciated.(OS/cardiovascular) Abdomen: Some minimal tenderness in the right mid abdomen and left upper abdomen.(BA/abdomen) Genital/Rectal: Not performed. Peripheral extremities reveal good pulses in the legs with no edema.(OS/also cardiovascular) Respiratory: Negative.(OS/respiratory) GI: Negative.(OS/gastrointestinal)



There are 3 OSs that are duplicates—cardiovascular has 3 occurrences and respiratory has 2 occurrences. There is only 1 check placed on the audit form for cardiovascular and 1 check for respiratory, even though there are multiple occurrences on the documentation.
 
One element in the constitutional area equals 1 OS, whether all 8 constitutional elements are checked or only 1 element is checked.
 
References to extremities that indicate a visual assessment, such as “no clubbing,” “digits intact,” or “arthritic changes,” or references to the abdomen, such as “no masses,” “nontender,” or “soft,” are recorded as a BA. References to extremity pulses, such as “pedal” or “peripheral,” are recorded as the cardiovascular system. If there is more than 1 part of the BA or OS checked in the BA/OS area (such as otolaryngologic, ears, nose, mouth, throat), there is still only 1 check placed on that line on the audit form. For example, the documentation indicates that the ears, nose, and mouth are examined. Only 1 check is placed on the “Otolaryngologic” line on the audit form. An exception to this is the extremities, in which case when all the extremities are referenced, 4 checks are placed on the extremity line on the form (unless a specific number of extremities is specified).

Figure 1-8 illustrates the audit form with examination elements recorded.
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FIGURE 1–8Examination elements on an audit form.




The reports in the medical record are transcribed in a variety of locations by many transcriptionists. Although most facilities have an established report format, not all facilities have the same report format, and even if they have a format, not every physician or transcriptionist follows the format completely. As such, you need to be able to work with a variety of report formats, and you will not like all of them equally. For example, you will learn to appreciate a report in which the examination elements are in capital letters, but remember that format is no substitution for reading the entire report. Within this text, you will see an assortment of report formats that represent real-world medical reports.

The following are the four levels of examination based on the extent of the examination:


 1.  Problem focused: Examination is limited to the affected BA or OS identified by the CC. It involves 1 OS or BA.

 2.  Expanded problem focused: A limited examination of the affected BA or OS and other related BAs or OSs. It involves a limited examination of 2–7 BAs or OSs.

 3.  Detailed: An extended examination of the affected BAs or related OSs. It involves an extended examination of 2–7 BAs or OSs.

 4.  Comprehensive: This is the most extensive examination; it encompasses at least 8 OSs. For the purposes of this text, body areas will be counted for a comprehensive examination, although many coders only count organ systems.



The elements required for each level of examination are illustrated in Figure 1-9.
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FIGURE 1–9Examination levels.




The levels of examination include both body areas (BA) and organ systems (OS), with the exception of the comprehensive examination. The comprehensive examination requires a minimum of 8 OSs without counting body areas. When abstracting a medical record, count both the BA and OS. If the level of the examination rises to a comprehensive level, recount, and this time only count the OSs. If there are at least 8 OSs, the examination remains at a comprehensive level. If, upon recount, there are not 8 OSs in the examination, the examination does not qualify as a comprehensive level examination. For example, a medical report indicated 12 BAs/OSs, of which 7 were BAs and 5 OSs. If you counted both BAs and OSs, the examination would be a comprehensive level examination; but following the rule regarding counting only OSs for the comprehensive level, the examination included only 5 OSs and would not qualify as comprehensive. There are many coders who interpret the comprehensive level in the 1995 DG as allowing the counting of BA, and if that method is consistent across all services to all patients in the practice, the method is not incorrect. For this text, the approach is to not count BA for a comprehensive level examination. Also remember that constitutional on the examination counts as 1 OS and that OS counts when calculating the examination. For example, there was 1 element of the constitutional (1 OS), 5 BAs, and 7 OSs indicated in the report for a total of 14 BAs/OSs, which would ordinarily be a comprehensive examination. Recounting without including the BAs, there are 1 constitutional (1 OS) and 7 OSs for a total of 8 OSs, which is still a comprehensive examination.

Within this text, when a comprehensive examination is being reported and the recount excludes the BAs from the count, the OSs will be listed after the total BAs/OSs. For example, if there were 14 BAs/OSs identified in the examination and a recount determined that only 7 of the 14 were OSs, this would be displayed on the audit form as “14 (7)”, indicating there were only 7 OSs. See Figure 1-10 for an example.



[image: Image]


FIGURE 1–10Organ Systems (OSs) section of an audit form.




The expanded and detailed examinations contain 2 to 7 BAs or OSs. The difference is that the expanded problem focused examination is limited and is focused on the BA/OS of the CC and other directly related BAs/OSs, whereas the detailed examination is more expansive and covers not only the BAs/OSs of the CC but also other BAs/OSs not directly related to the CC.




 Medical decision making complexity

The key component of MDM is based on the complexity of the decision the physician must make regarding the patient’s diagnosis and care. Complexity of decision making is based on three elements:


 1.  Number of diagnoses or management options. The options can be minimal, limited, multiple, or extensive.



From the Trenches
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“The benefits of working in medical coding are really endless. Not only do you associate with a wonderful team of health care professionals, the opportunities for advancement are tremendous.”

JUDY





 2.  Amount and/or complexity of data to review. The data can be minimal or none, limited, moderate, or extensive.

 3.  Risk of complication and/or death if the condition goes untreated. Risk can be minimal, low, moderate, or high.



Although the level of the MDM is the most subjective element in establishing the level of E/M services, characteristics of the MDM can indicate complexity. The information that follows will provide you with foundational information regarding the MDM.

 Number of diagnoses or management options. 

Some basic guidelines for documentation of management options in the medical record are as follows:


 1.  For each encounter, an assessment, clinical impression, or diagnosis should be documented. It may be explicitly stated or implied in documented decisions regarding management plans or further evaluation.


■  For a presenting problem with an established diagnosis, the record should reflect whether the problem is (a) improved, well controlled, resolving, or resolved; or (b) inadequately controlled, worsening, or failing to respond as expected.

■  For a presenting problem without an established diagnosis, the assessment or clinical impression may be stated in the form of differential diagnoses or as a “possible,” “probable,” or “rule out” (R/O) diagnosis.



 2.  The initiation of, or changes in, treatment should be documented. Treatment includes a wide range of management options, including patient instructions, nursing instructions, therapies, and medications.

 3.  If referrals are made, consultations requested, or advice sought, the record should indicate to whom or where the referral or consultation is made or from whom the advice is requested.




 Data to be reviewed. 

The following are some basic documentation guidelines for the amount and complexity of data to be reviewed:


 1.  If a diagnostic service (test or procedure) is ordered, planned, scheduled, or performed at the time of the E/M encounter, the type of service (e.g., laboratory or radiology) should be documented.

 2.  The review of laboratory, radiology, or other diagnostic tests should be documented. An entry in a progress note such as “WBC elevated” or “chest x-ray unremarkable” is acceptable. Alternatively, the review may be documented by initializing and dating the report containing the test results.

 3.  A decision to obtain old records or to obtain additional history from the family, caregiver, or other source to supplement that obtained from the patient should be documented.

 4.  Relevant findings from the review of old records or the receipt of additional history from the family, caregiver, or other source should be documented. If there is no relevant information beyond that already obtained, that fact should be documented. A notation of “old records reviewed” or “additional history obtained from family” without elaboration is insufficient.

 5.  The results of discussion of laboratory, radiology, or other diagnostic tests with the physician who performed or interpreted the study should be documented.

 6.  The direct visualization and independent interpretation of an image, tracing, or specimen previously interpreted by another physician should be documented.




 Risk. 

Some basic documentation guidelines for risk of significant complications, morbidity, or mortality include the following:


 1.  Comorbidities, underlying diseases, or other factors that increase the complexity of MDM by increasing the risk of complications, morbidity, or mortality should be documented.

 2.  If a surgical or invasive diagnostic procedure is ordered, planned, or scheduled at the time of the E/M encounter, the type of procedure (e.g., laparoscopy) should be documented.

 3.  If a surgical or invasive diagnostic procedure is performed at the time of the E/M encounter, the specific procedure should be documented.

 4.  The referral for or decision to perform a surgical or invasive diagnostic procedure on an urgent basis should be documented or implied.



Examples of the levels of risk are found in Table 1-1.


TABLE 1–1

EXAMPLES OF LEVELS OF RISK


	Levels of Risk	Presenting Problem or Problems
	Minimal

(Level 1)


	One self-limited or minor problem (e.g., insect bite, tinea corporis)
	Low	Two or more self-limited or minor problems
	(Level 2)	One stable, chronic illness (e.g., well-controlled hypertension or non–insulin-dependent diabetes, cataract, benign prostatic hypertrophy)

Acute, uncomplicated illness or injury (e.g., cystitis, allergic rhinitis, simple sprain)



	Moderate

(Level 3)


	One or more chronic illnesses with mild exacerbation, progression, or side effects of treatment

Two or more stable chronic illnesses

Undiagnosed new problem with uncertain prognosis (e.g., lump in breast)

Acute illness with systemic symptoms (e.g., pyelonephritis, pneumonitis, colitis)

Acute complicated injury (e.g., head injury with brief loss of consciousness)



	High

(Level 4)


	One or more chronic illnesses with severe exacerbation, progression, or side effects of treatment

Acute or chronic illnesses or injuries that pose a threat to life or body function (e.g., multiple trauma, acute myocardial infarction, pulmonary embolus, severe respiratory distress, progressive severe rheumatoid arthritis, psychiatric illness with potential threat to self or others, peritonitis, acute renal failure)

An abrupt change in neurologic status (e.g., seizure, transient ischemic attack, weakness, or sensory loss)








The extent to which each of these elements is considered determines the levels of MDM complexity:


 1.  Straightforward: Minimal diagnosis and/or management options, minimal or none for the amount and complexity of data to be reviewed, and minimal risk to the patient of complications or death if untreated.

 2.  Low complexity: Limited number of diagnoses and/or management options, limited data to be reviewed, and low risk to the patient of complications or death if untreated.

 3.  Moderate complexity: Multiple diagnoses and/or management options, moderate amount and complexity of data to be reviewed, and moderate risk to the patient of complications or death if untreated.

 4.  High complexity: Extensive diagnoses and/or management options, extensive amount and complexity of data to be reviewed, and high risk to the patient for complications or death if the problem is untreated.



When you select one of the four types of MDM complexity—straightforward, low, moderate, or high—the documentation in the medical record must support the selection in terms of the number of diagnoses or management options, amount or complexity of data to be reviewed, and risks.

Given the information in the medical record, you would consider the information in the context of the complexity of the diagnosis and management options, data to be reviewed, and risks to the patient to choose the complexity of MDM. The MDM portion of an audit report would be as illustrated in Figure 1-11. To qualify for a given level of MDM complexity, two or three elements must be met or exceeded. This differs from the history where all three elements must be of the same or greater level.
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FIGURE 1–11Medical Decision Making (MDM) section on an audit form.




Figure 1-12 illustrates the levels of MDM complexity on the audit form and the MDM location.
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FIGURE 1–12Medical Decision Making (MDM) levels of complexity and location.






 Audit form with all key components

Figure 1-13 illustrates a completed audit form. With this information, you can correctly identify the code, depending on the place, type of service, and patient status. For example, if a detailed history, detailed examination, and a moderate complexity of MDM were provided in an office consultation, the correct code would be 99243, Office or Other Outpatient Consultation. If the same level of service were provided to an inpatient at the initial service, the code would be 99253, Inpatient Consultation.
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FIGURE 1–13Completed audit form.




You also need to know about the contributory factors that could affect the correct code selection.



 Contributory factors

The three contributory factors are counseling, coordination of care, and the nature of the presenting problem. Contributory factors are those conditions that help the physician to determine the extent of history, examination, and decision making (key components) necessary to treat the patient. The contributory factors may or may not be considered in every patient case and are the following:


■  Counseling

■  Coordination of care

■  Nature of the presenting problem



 Counseling

Counseling is a service that physicians provide to patients and their families. It involves discussion of diagnostic results, impressions, and recommended diagnostic studies; prognosis; risks and benefits of treatment; instructions for treatment; importance of compliance with treatment; risk factor reduction; and patient and family education. Some form of counseling usually takes place in all physician and patient encounters, and this was factored into the codes when they were developed by the American Medical Association (AMA). Only when counseling is the reason for the encounter or consumes most of the visit time (more than 50% of the total time) is counseling considered the controlling factor in the code assignment. The following statement is made often within the codes in the E/M section:





Counseling and/or coordination of care with other physicians, other qualified health care professionals or agencies are provided consistent with the nature of the problem(s) and the patient’s and/or family’s needs.



You will know when to factor in the counseling because the physician must indicate in the medical record the total time spent with the patient and the amount of time spent providing counseling/coordination of care. The level of service would then be based on the total time spent taking care of the patient.


 Coordination of care

Coordination of care with other health care providers or agencies may be necessary for the care of a patient. In coordination of care, a physician might arrange for other services to be provided to the patient, such as arrangements for admittance to a long-term nursing facility.


 Nature of presenting problem

The presenting problem is the patient’s CC or the situation that leads the physician into determining the level of care necessary to diagnose and treat the patient. The CPT describes the presenting problem as “a disease, condition, illness, injury, symptom, sign, finding, complaint, or other reason for the encounter, with or without a diagnosis being established at the time of the encounter.” There are five types of presenting problems:


 1.  Minimal: A problem may not require the presence of the physician, but service is provided under the physician’s supervision. A minimal problem is a blood pressure reading, a dressing change, or another service that can be performed without the physician being immediately present.

 2.  Self-limited: Also called a minor presenting problem, a self-limited problem runs a definite and prescribed course, is transient (it comes and goes), and is not likely to alter health status permanently, or the presenting problem has a good prognosis with management and compliance.

 3.  Low severity: The risk of complete sickness (morbidity) without treatment is low, there is little or no risk of death without treatment, and full recovery without impairment is expected.

 4.  Moderate severity: The risk of complete sickness (morbidity) without treatment is moderate, there is moderate risk of death without treatment, and an uncertain prognosis or increased probability of impairment exists.

 5.  High severity: The risk of complete sickness (morbidity) without treatment is high to extreme, there is a moderate to high risk of death without treatment, or there is a strong probability of severe, prolonged functional impairment.



The patient’s medical record should contain the physician’s observation of the complexity of the presenting problem(s).


 Time

Time was not included in the CPT manual before 1992 but was incorporated to assist with selection of the most appropriate level of E/M services. The times indicated with the codes are only averages and represent simple estimates of the possible duration of a service.

Face-to-face time and unit/floor time are two measures of time. Outpatient visits are measured as face-to-face time. Face-to-face time is the time a physician spends directly with a patient during an office visit obtaining the history, performing an examination, and discussing results. Inpatient time is measured as unit/floor time and is used to describe the time a physician spends in the hospital setting dealing with the patient’s care. Unit/floor time includes care given to the patient at the bedside face-to-face as well as the physician working on behalf of the patient within other settings on the unit or floor (e.g., the nursing station). It is often said that physicians get paid a great deal of money just for stopping in to visit a hospitalized patient quickly; however, what is not realized is that the physician spends additional time reviewing the patient’s records, writing orders for the patient’s care, and directing the care of the patient.

Time in the E/M section is referred to in statements such as this one, which is located with code 99203:





Usually, the presenting problem(s) are of moderate severity. Typically, 30 minutes are spent face-to-face with the patient and/or family.



These statements concerning time are used when counseling or coordination of care represents more than 50% of the time spent with a patient. The times referred to in these statements are then considered a controlling factor in the selection of the correct E/M code. This means that instead of assigning the code level based on the key components, you can assign it based on the total time. For example, an established patient returns for an office visit to get results of previous tests. The physician spends 25 minutes with the patient, with 20 minutes of the time spent in counseling regarding the unfavorable results of the tests. The physician discusses various treatment options, the prognosis, and the risks of treatment and of treatment refusal. The code for the service is 99214, in which the time statement is, “Typically, 30 minutes are spent face-to-face with the patient and/or family.”

It is important to note that the physician’s documentation must verify that more than 50% of the visit was spent in counseling or coordination of care. For example, the physician may state, “I spent 25 minutes with this patient and 20 minutes of that was counseling regarding pain management options,” or “The greatest majority of the 25 minutes of the visit was spent discussing his diabetic nutrition management.” An example of coordination of care documentation is, “I spent 25 minutes coordinating care for this patient with her visiting nurse agency, physical therapist, and social worker. This included medication and treatment orders, as well as options for living arrangements.”

You can assign a code based on the time the physician spends if the medical documentation supports the exact time the physician spent face-to-face or time on the floor/inpatient unit, counseling or coordinating care with or on behalf of the patient. For example, if the physician provided a problem-focused interval history and/or a problem focused examination, during a subsequent service in which the MDM was low, you would assign 99231. If, however, the physician notes in the medical record that rather than the 15 minutes usually spent in this service, the physician spent 25 minutes dominated by counseling, you could move the case to 99232. Usually, for the 99232 level, the physician would have to provide an expanded problem-focused interval history and an expanded problem-focused examination with an MDM of moderate complexity. However, because the counseling time was more than 50% of the stated time, you can assign 99232. Watch for reports that indicate the time the physician spent with the patient. However, just because time is documented, it does not mean that the time is in excess of any given code. Some physicians always document the time spent with a patient in the medical record, so you cannot assume the indication of time calls for an increase in code assignment. You need to check the time statements in the codes to ensure that it is appropriate to assign a higher-level code.

Having reviewed the key components and the contributory factors used to assess the level of E/M services, it is time to review Hospital Inpatient Services and then put the information into practice by coding and auditing reports.




 Hospital inpatient services

Hospital Inpatient Services codes (99221-99239) are reported to indicate a patient’s status as an inpatient in a hospital or partial hospital setting; therefore, these codes are reported to identify the hospital setting as the place where the physician renders service to the patient. An inpatient is one who has been formally admitted to an acute health care facility.

Note that within the subsection Hospital Inpatient Services, all the subheadings except Hospital Discharge Services are divided primarily on the basis of the 3 key components of history, examination, and MDM complexity. Discharge services are based on time. The Initial Hospital Care codes require 3 of the 3 key components, and the Subsequent Hospital Care codes require 2 of the 3 key components to be at the level described in the code. For example, the key components for code 99222 are a comprehensive history, a comprehensive examination, and a moderate level of MDM complexity. If the case you are coding has a comprehensive history and a comprehensive examination but a low MDM complexity, you cannot assign code 99222; instead, you would assign the lower-level code 99221.

The subsection of Hospital Inpatient Services is divided into:


 1.  Initial Hospital Care

 2.  Subsequent Hospital Care


 Within Subsequent Hospital Care are: 


■  Observation or Inpatient Care Services (Including Admission and Discharge Services)

■  Hospital Discharge Services





 3.  Subsequent Observation Care



 Initial hospital care

Initial Hospital Care codes (99221-99223) report the initial service of admission to the hospital by the admitting physician. Only the admitting physician can use the Initial Hospital Care codes. These codes reflect not only the admission but also the services in any setting (office, emergency department, nursing home) provided in conjunction with the admission. For example, if the patient is seen in the office and is immediately admitted to the hospital, the office visit is bundled into the initial hospital care service and not reported separately. These services provided in the office may be taken into account when selecting the appropriate code for the hospital admission. The hospital admission includes the patient’s admitting diagnosis, history, physical, and orders directing the nursing and ancillary staff regarding the patient’s care.


 Subsequent hospital care

Subsequent Hospital Care (99231-99239) is the second subheading of codes in the Hospital Inpatient Services subsection. The Subsequent Hospital Care (99231-99233) codes are used by physicians to report daily hospital visits while the patient is hospitalized. These codes indicate the status of the patient, such as stable/unstable or recovering/unresponsive.

The first Subsequent Hospital Care code is 99231, and it typically implies that the patient is in stable condition and responding well to treatment.





Usually, the patient is stable, recovering, or improving. Typically, 15 minutes are spent at the bedside and on the patient’s hospital floor or unit.



More than one physician can use the subsequent care codes on the same day. This is called concurrent care. Concurrent care is being provided when more than one physician provides service to a patient on the same day for different conditions. An example of concurrent care is a circumstance in which physician A, a cardiologist, treats a patient for a heart condition, and at the same time physician B, an oncologist, treats the patient for a lung neoplasm. The patient’s attending physician maintains the primary responsibility for the overall care of the patient, no matter how many other physicians are providing services to the patient, unless a formal transfer of care has occurred.

An attending physician is a physician who, on the basis of education, training, and experience, is granted medical staff membership and clinical privileges by a health care organization to perform diagnostic or therapeutic procedures. An attending physician is legally responsible for the care and treatment provided to a patient. The attending physician may be a patient’s personal physician or may be a physician assigned to a patient who has been admitted to a hospital through the emergency department or by another physician who assumed responsibility for the patient. The attending physician is usually a provider of primary care, such as a family practitioner, internist, or pediatrician, but may also be a surgeon or other type of specialist. In an academic medical center, the attending physician may be a member of the academic or medical school staff who is responsible for the supervision of medical residents, interns, and students and oversees the care these individuals provide to patients.

There is no comprehensive history or comprehensive examination level in the codes in the Subsequent Hospital Care subheading because the comprehensive level of service would have been provided at the time of admission.

 Observation or inpatient care services (including admission and discharge services) (99234-99236)

These codes are reported for either observation status or inpatients who are admitted and discharged on the same day. In these cases, the admit and discharge codes are not separately reported. Subsequent observation services are reported with codes 99224-99226.



 Hospital discharge services

Inpatient Hospital Discharge Services (99238, 99239) are reported on the final day of services for a multiple-day stay in a hospital setting. The service reflects the final examination of the patient as appropriate, follow-up instructions to the patient, and arrangements for discharge, including completion of discharge records. The Hospital Discharge Services codes are based on the time spent by the physician in handling the final discharge of the patient as 99238 for 30 minutes or less and 99239 for more than 30 minutes.

The Hospital Discharge Services codes are not reported if the physician is a consultant. If a consulting physician is seeing the patient for a separate condition, those services would require a subsequent hospital care code. Only the attending physician is responsible for completion of the final examination, follow-up instructions, and arrangements for discharge and discharge records, and therefore only the attending physician can report services using the discharge codes.



 Diagnosis coding

The ICD-10-CM Official Guidelines for Coding and Reporting are displayed on the Evolve website. See Appendix C for instructions. These Guidelines assist the coder in assignment of ICD-10-CM codes. Review the Guidelines if you need a refresher on code assignment and to ensure that you are up-to-date on the changes that have taken place within the Guidelines. Updates to the Guidelines are located at www.cdc.gov/nchs/icd.htm.

As with all diagnosis coding, the coder is to report the most definitive diagnosis available at the time of the report. However, before assigning a code, the coder must identify the correct diagnosis to ensure coding the correct diagnostic statement. It is always tempting to report what you know about the patient from previous documentation in the medical record, but it is important to remember that you must not use information from any other area of the chart except the report you are coding (except in operative reports, for which the pathology report is considered). In the first case in this text you are going to code the CC of the patient, which is recurrent nausea and vomiting, reported with R11.0. On reading the report, however, you find that the physician indicated the patient has nausea and vomiting due to early diabetic ketoacidosis. The first-listed (primary) diagnosis would not then be the symptoms of nausea and vomiting but would be the diabetic ketoacidosis because it is the most definitive diagnosis.




The following are excerpts from the Program Memorandum of the CMS: 1

The ICD-9-CM Coding Guidelines for Outpatient Services (hospital-based and physician office) have instructed physicians to report diagnoses based on test results. The Coding Clinic for ICD-9-CM confirms this long-standing coding guideline. CMS agrees with these long-standing official coding and reporting guidelines.

“Following are instructions for contractors, physicians, hospitals, and other health care providers to use in determining the use of ICD-9-CM codes for coding diagnostic test results. The instructions below provide guidance on the appropriate assignment of ICD-9-CM diagnoses codes to simplify coding for diagnostic tests consistent with the ICD-9-CM Guidelines for Outpatient Services (hospital-based and physician office). Note that physicians are responsible for the accuracy of the information submitted on the bill.

A. Determining the Appropriate Primary ICD-9-CM Diagnosis Code for Diagnostic Tests Ordered Due to Signs and/or Symptoms.


 1.  If the physician has confirmed a diagnosis based on the results of the diagnostic test, the physician interpreting the test should report that diagnosis. The signs and/or symptoms that prompted ordering the test may be reported as additional diagnoses if they are not fully explained or related to the confirmed diagnosis.


 Example 1: A surgical specimen is sent to a pathologist with a diagnosis of “mole.” The pathologist personally reviews the slides made from the specimen and makes a diagnosis of “malignant melanoma.” The pathologist should report a diagnosis of “malignant melanoma” as the primary diagnosis.

 Example 2: A patient is referred to a radiologist for an abdominal CT scan with a diagnosis of abdominal pain. The CT scan reveals the presence of an abscess. The radiologist should report a diagnosis of “intra-abdominal abscess.”

 Example 3: A patient is referred to a radiologist for a chest x-ray with a diagnosis of “cough.” The chest x-ray reveals a 3-cm peripheral pulmonary nodule. The radiologist should report a diagnosis of “pulmonary nodule” and may sequence “cough” as an additional diagnosis.



 2.  If the diagnostic test did not provide a diagnosis or was normal, the interpreting physician should report the sign(s) or symptom(s) that prompted the treating physician to order the study.


 Example 1: A patient is referred to a radiologist for a spine x-ray due to complaints of “back pain.” The radiologist performs the x-ray, and the results are normal. The radiologist should report a diagnosis of “back pain” since this was the reason for performing the spine study.

 Example 2: A patient is seen in the ER for chest pain. EKG is normal, and the final diagnosis is chest pain due suspected gastroesophageal reflux disease (GERD). The patient was told to follow up with his primary care physician for further evaluation of the suspected GERD. The primary diagnosis code for the EKG should be chest pain. Although the EKG was normal, a definitive cause for the chest pain was not determined.



 3.  If the results of the diagnostic test are normal or nondiagnostic, and the referring physician records a diagnosis preceded by words that indicate uncertainty (e.g., probable, suspected, questionable, rule out, or working), the interpreting physician should not report the referring diagnosis. Rather, the interpreting physician should report the signs(s) or symptom(s) that prompted the study. Diagnoses labeled as uncertain are considered by the ICD-9-CM Coding Guidelines as unconfirmed and should not be reported. This is consistent with the requirement to report the diagnosis to the highest degree of certainty.


 Example: A patient is referred to a radiologist for a chest x-ray with a diagnosis of “rule out pneumonia.” The radiologist performs a chest x-ray, and the results are normal. The radiologist should report the sign(s) or symptom(s) that prompted the test (e.g., cough).





A copy of the full program memorandum is included as Appendix B.

1Although this memorandum is for ICD-9-CM and there is currently no such memorandum for ICD-10-CM, the content is applicable to ICD-10-CM.





Another area of challenge is the coding of diagnostic tests. The Program Memorandum from the Centers for Medicare and Medicaid Services (CMS) dated September 26, 2001, (AB-01-144) addressed the issue of diagnostic testing and diagnosis (see box on p. 18).

The reason for the diagnostic test is to be documented in the patient’s medical record by the physician ordering the test. This order is then faxed, mailed, delivered, e-mailed, or telephoned to the testing facility. This order would include the diagnostic information that indicates the reason the test was requested. This establishes medical necessity and is a very important concept for justification of the test.
 
Incidental findings are findings that were not the reason for the test. For example, a patient is sent to a radiologist for a chest x-ray because of wheezing. The chest x-ray is negative, but a degenerative joint disease of the spine is visualized on the examination. The radiologist would report the wheezing (symptom) as the primary diagnosis and may then list the degenerative joint disease as a secondary diagnosis. This incidental finding is unrelated to the reason the test was ordered.

If a test is ordered for screening (no signs or symptom exists), an ICD-10-CM screening code, such as Z11-Z13.9, would be assigned as the reason for the test.

The coder is directed to report the diagnosis code that most precisely explains the reason the test was ordered. This is often referred to as the greatest level of specificity. What this means is that the diagnosis code should match the reason the test was ordered as closely as possible. For example, if you are reporting a chest x-ray for malignancy of the left lower lobe of the lung, C34.32 most closely matches the diagnosis or the reason for the test. It would be incorrect to assign C34.00 for other parts of the bronchus or lung or C34.90 for unspecified bronchus or lung. The greatest level of specificity also means that all available characters/digits must be assigned for the code to be complete.
 
Any report that has been prepared or interpreted by a physician can be the basis of a diagnosis. This would include a radiology report and a pathology report because both are written and interpreted by physicians. A routine laboratory report is prepared by a laboratory technician and is not to be used for the diagnostic statement until a physician has interpreted the report. For example, the surgical specimen is sent to the pathology department for analysis. The diagnosis statement on the operative report indicates skin lesion. The pathology report is available at the time of code assignment with a diagnosis of basal cell carcinoma. The code assigned would indicate basal cell carcinoma, not skin lesion, because the pathologist is a physician and as such is qualified to make the assessment. If, however, a patient is sent to the laboratory for a urine analysis based on the CC of frequent urination and the analysis indicated a bacterial infection, the diagnosis of bacterial infection is not reported until a physician has interpreted the report, even if the report is available at the time of code assignment. This is because a laboratory technician, not a physician, performed the laboratory analysis.

 Inpatient and outpatient coders

There is a difference between the medical record documentation available to the inpatient and outpatient coder at the time of code assignment. The inpatient coder reports the services provided to the patient at the end of the hospital stay and has all of the medical documentation for that stay available at the time of code assignment. The diagnoses are based on all information compiled during the stay. The outpatient coder has only the latest service available at the time of code assignment. The services to that patient may or may not be concluded at the time of code assignment. For example, a patient presents to the physician’s office with the symptom of wheezing. The physician examines the patient and orders a chest x-ray for the clinical indication of “wheezing.” The results probably will not have been returned when the coder assigns a code for the physician’s office visit service, and as such the diagnosis would be reported as “wheezing” (R06.2). On a later date, the x-ray report for the patient comes back with the radiologist’s diagnosis of “pneumonia” (J18.9) based on the results of the x-ray. When the coder reports the radiologist’s services, the diagnosis of pneumonia (J18.9) would be reported. Upon reviewing the radiologist’s report, the patient’s physician orders a pathology examination of the patient’s sputum to determine the organism responsible for the pneumonia. The results are returned from the pathologist with a diagnosis of “streptococcus, type B” (J15.3, pneumonia due to streptococcus, Group B). The coder would report the pathologist’s services using J15.3, streptococcus Group B pneumonia. At each step in the process, the diagnosis for the patient became more definitive, and the coder reported the most definitive diagnosis available at the time based on the documentation available in the report being coded. Had this wheezing patient been an inpatient, the inpatient coder would have had the final definitive diagnosis of pneumonia due to streptococcus, Group B, and would have assigned J15.3 as the diagnosis when reporting the services for that inpatient stay.

The medical coder employed by a hospital to assign codes to services provided in its outpatient departments, such as the ambulatory or same-day surgery center, reports those outpatient services provided by the facility. For example, a patient presents to the ambulatory surgery center at the hospital for a surgical procedure that is performed by a clinic-employed general surgeon. The clinic outpatient coder would report the service provided by the surgeon. The hospital outpatient coder would report the facility portion of the same service. Both coders report outpatient services, one employed by the clinic and the other employed by the hospital. The clinic coder reports the physician (professional) portion of the service on the CMS-1500 Universal Claim Form, and the hospital (facility) coder reports the facility portion of the service on the CMS-1450 (UB-04). Both coders assign codes based on the documentation available at the time of code assignment.
 
All tissue removed during an operative procedure requires pathological examination and becomes a specimen. The pathologist analyzes the tissue and prepares a written report of the findings. To ensure reporting of the most definitive diagnosis, the operative report service is not usually reported until the results of the pathological examination are known.

If you are a hospital coder and the hospital employs a physician, you report the physician’s professional services on the CMS-1500.
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FIGURE 6-3 Coronary artery bypass.
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