Basics of Diagnostic Coding

· Define and spell all of the terms listed the vocabu!lary.

· Identify three purposes of ICD-9-CM.

· Explain the proper utilization of ICD-9-CM.

· Understand and apply the basic coding rules in the tlse'of the ICD-9-CM,

· Recognize that theTabular ist contains the most specific coding information.

· Comprehend and utilize instructional terms and symbols as defined in ICD-9​ CM.

· Understand the use of V and E codes.

· Properly perform basic diagnostic coding.

Vocabulary

1. ancillary diagnostic services:  Services that support patient diagnoses (e.g., laboratory or radiology services). 
2. ancillary therapeutic services: Services that support patient treatment (specialists or surgery).

3. coding:  Converting verbal or written descriptions into 
numerical and alphanumerical designations.

4. comorbidity:  Preexisting conditions that will, because of their presence with a specific principal diagnosis, cause an increase in length of an inpatient hospital stay by at least 1 day in approximately 75% of cases.

5. Complications: With respect to coding, conditions that arise during a hospital stay that prolong the length of stay by at least 1 day in approximately 75% of cases.

6. diagnosis:   The determination of the nature of a disease, injury, or congenital defect.

7. etiology:   The cause of the disorder; a claim may be classified according to etiology.

8. International Classification  of Diseases - Ninth Revision - Clinical Modification (lCD-9-CM) System for classifying disease to facilitate collection of uniform and comparable health information, for statistical purposes and indexing medical records for data storage and retrieval.

9. mandated:  Required by an authority or law.

10. preexisting condition:  Physical condition of an insured person that existed before the issuance of the insurance policy.

11. ​primary diagnosis:  Initial identification of the condition or complaint that the patient expresses in the outpatient medical setting.

12. principal diagnosis:  That condition that after study is determined to be chiefly responsible for the patient's admission to the hospital.

13. superbill:  A form on which to list procedures and ICD-9​CM codes most frequently used in a specific practice. The encounter is marked off on this form at the time of patient check out and utilized for billing purposes. This is usually called an encounter form.

To facilitate accurate medical record-keeping and the processing of claims, it is essential to identify appropriate services and descriptions of diseases, injuries,  and procedures. The International Classification of Diseases, Ninth Revision, Clinical Modification (ICO-9​CM) statistically classifies elements of a subject according to diseases, injuries, and operations.
For coding and reporting clinical information, the ICD-9-CM is used by healthcare providers, as required for participation in Medicare and Medicaid programs, in addition to its uses for tracking health care statistics. Practice management software and third party payers also recognize these codes.

Medical assistants are expected to adhere to ethical standards, only assigning and reporting codes that are clearly supported by concise documentation in the patient chart When in doubt, a medical assistant should consult the attending healthcare provider for clarification. Maintaining and continually enhancing coding skills and keeping informed of changes in codes, guidelines, and regulations are necessary responsibilities for a coding professional.

The medical assistant, because of his or her involve​ment in both clinical and administrative aspects of the health care setting, is a key person in transitioning the verbal and written reasons for an encounter into the universally accepted numerical codes (lCD-9-CM).
The Evolution of ICD Coding

The systematic classification of disease dates back to seventeenth century England. The classification of disease has progressed from the International List of Causes of Death in 1937, changing over the years to the Inter​national Classification of Causes of Death. In 1948, the list was revised yet again to become the first Inter​national Classification of Disease (lCD), published by the World Health Organization (WHO).

In 1979, the ICD-9-CM was published by the Depart​ment of Health and Human Services in the United States. The intention was to describe the clinical picture of the patient more precisely. Rather than just basic health statis​tical analysis, the term clinical emphasizes the modifica​tion's intent to better define morbidity data for indexing medical records, medical and ambulatory care, and review.

Since the passage of the Medicare Catastrophic Cover​age Act of 1988, physicians have been required by law to submit diagnosis codes for Medicare reimbursement. The appropriate diagnosis is required when billing for services to Medicare beneficiaries.

Centers for Medicare and Medicaid Services (CMS), formerly known as the Health Care Financing Admin​istration (HCFA), designated the coding system ICD-9​CM to be used by physicians.
Updates to the ICD-9-CM

The new ICD-9-CM numbers are published yearly; the responsibility for maintenance of the classification system is shared between the National Center for Health Statistics (NCHS) and CMS. The ICD-9-CM Coordination and Maintenance Committee is co-chaired by these organ​izations. The committee, meeting twice a year, was formed in 1985 to provide a public forum to discuss possible updates and revisions. The committee plays an advisory role, addressing suggestions. The public is welcome and encouraged to share their comments both before and at the meetings. The Director of NCHS and the Administrator for CMS make the final decisions after the December meeting, and the resultant revisions become effective October 1 of the following year.

Each year, before the October 1 effective date, the offi​cial code revisions (referred to as addenda) are published and made available to the public. The new codes and code extensions are published in the Federal Register.

Getting to Know ICD-9-CM

ICD10CM. The International Statistical Classifica​tion of Diseases and Related Health Problems, Tenth Revision (ICD-10), used to code and classify mortality data from death certificates, replaced the ICD-9-CM in 1999. The NCHS is the federal agency responsible for use of the lCD-lOin the United States. The NCHS has developed a clinical modification of the classification for morbidity purposes. The current draft of ICD-l0-CM contains a significant increase in codes over those in ICD-9-CM.

The Health Insurance Portability and Accountability Act of 1996 (HIPAA), also known as the Kennedy-Kassebaum Act, includes "Standards for Electronic Transactions and Code Sets." HIPAA Transactions and Code Sets regulations were implemented to improve efficiency in healthcare delivery by standardizing electronic data interchange (EDI). Although there is currently no indication of when it will be released, ICD-10-CM is planned as the replacement for ICD-9-CM, Volumes 1 and 2. According to the Centers for Disease Control and Prevention (CDC):
There is not yet an  anticipated implementation date for the ICD-l O-CM. Implementation will be based on the process for adoption of standards under the Health Insurance Porta​bility and Accountability Act of 1996. There will be a two year implementation window once the final notice to implement has been published in the Federal Register.
Why Use ICD Codes?

In addition to the logical layout of a standard system used in billing, some pertinent reasoning behind the utilization of ICD-9-CM codes would include the following: 
· For data storage and retrieval

· To maximize reimbursement by accurate coding . 
· To shorten claims processing time

· To facilitate measurement of compliance with clinical guidelines


.

Compiling health care data also helps to measure the appropriateness and timeliness of medical care, enabling third party payers and providers to analyze payments for health services.

Format and Conventions of ICD-9-CM

The lCD-9-CM is published in various media, including book, CD, and downloadable file. It is ideal to have a print​ed book because of the limitations that an electronic format may present. This set comprises Volumes 1,2, and 3.

Volume 1, Tabular List

Volume 1, containing 5 appendices and 1 7 chapters, is referred to as the Tabular List. This Volume classifies diseases and  injuries according to etiology and organ system, dividing them into groups:

· Anatomical system type of condition

· Related groups of codes

· Three-digit codes (category codes)

· Fourth digit (subcategory codes)

· Fifth digit (subclassification codes)

Classifications of Sections and Structure of Chapters 1 Through  17. 

Each of the 1 7 chapters in Volume 1 is subdivided as follows:

· Section:  A group of three-digit code numbers describing a general disease category

· Category:  A three-digit code representing a specific disease within the section

· Subcategory:  A further breakdown of the category, assigning a fourth digit

· Subclassification:  Five-digit code giving the highest level of specificity to the disease state

EXAMPLE OF THE CHAPTER STRUCTURE

Chapter:  Diseases of the Circulatory System - Chapter Seven (390-459)

Section:   Hypertensive Disease (400 -405) 
Category:  Hypertensive Heart Disease (402) 
Subcategory:  Malignant (402.0) 
Subclassification:  Without heart failure (402.00)

Volume 2, Alphabetic Index

Volume 2 contains an Alphabetic Index of disease and injury. This Volume contains more information than is contained in the Tabular List and is divided into three sections:

· Index of diseases

· Poison and external causes of adverse affects of drugs and other chemical substances

· Alphabetic Index of external cause of injury and poisoning

Volume 3, Procedures: Tabular List and Alphabetic Index

Volume 3 contains a tabular and alphabetic index of procedures. Unlike Volumes 1 and 2, it is not used in a physician's office but is primarily used in hospitals and other facilities to code the procedures performed in those settings. The procedure codes are two digits followed by a decimal and one or two additional digits.

Symbols, Abbreviations, Punctuations, and Notations

Symbols, abbreviations, punctuations, and notations appear in the listings to serve as instructional notes. Understanding their meaning and using their guidance is crucial to accurate coding. Many different publishers offer the ICD-9-CM, and there may be some differences in the symbols, notations, colors, or other reference marks used for convenience or to convey specific meaning. The med​ical assistant should be familiar with the manual in use in his or her office. Several examples are listed below.

Symbols

The lozenge symbol precedes a disease code when indicating that the content of a four-digit category has been moved or modified.

The section mark symbol is only used in the Tabular List of diseases and precedes a code denoting a footnote on the page. 
The bullet symbol indicates a new entry. 
▲  The triangle symbol indicates a revision in the Tabular List and a code change in the Alphabetic Index.

These symbols mark both the beginning and ending of new or revised text.

♀
Female diagnosis only.

♂
Male diagnosis only.

4th
Code requires a fourth digit.

 5th
Code requires a fifth digit.
Abbreviations

NEC 
Not elsewhere classifiable. The category number for the term including NEC is to be used only when the coder lacks the information necessary to code the term to a more specific category.

NOS
Not otherwise specified. This abbreviation is the equivalent of "unspecified."

Steps in ICD Coding
As in other administrative duties, developing good coding habits starts in the beginning. Practicing coding as outlined below will assist the medical assistant to develop good coding habits and become an asset to the physician.

The following steps are always necessary to assign the appropriate ICO-9-CM code:

1. Identify the key terms in the diagnostic statement, determining the main reason for the encounter. Keep in mind that the definitive diagnosis should be coded first. Some important points to remember:

a. Check documentation regarding a preexisting condition. Be sure this condition is currently being treated and not part of the past medical history.
b. Never code conditions described as "rule out," "suspected," "probable." or "questionable." (You do not want to give a- patient a disease he or she does not have!)
c. If a patient requests that a different diagnosis be used that is not the correct or appropriate diag​nosis for the visit, stating that his or her insurance company will not reimburse, you have a legal and ethical responsibility to code the diagnosis as documented in the patient's medical record.
d. If no definitive diagnosis is made, code the reason for the encounter.

2. Locate the diagnosis in the Alphabetic Index (Volume 2).

3. Read and understand any footnotes, symbols or 
instructions, following any cross-references, such as "code also."

4. Locate the diagnosis in the Tabular List.

5. Read and understand the inclusions and exclusions. 6. Make certain you include fourth and fifth digits when


available, assigning to the highest level of specificity.

7. Assign the code, until all diagnosis elements are 
identified.

8. After assigning the code, double check to ensure accurate transfer from the book to the patient form and subsequent data entry.

9. Use the same process for secondary diagnoses and other conditions addressed during the encounter.

Special  Codes
In addition to the 17 chapters in Volume 1, two supple​mentary classifications are provided in ICO-9-CM. When

recording a code from these classifications, always write the alpha character first to distinguish the V or E code from a diagnosis code that has the same number of digits but no alphabetical character.

V Codes

The V code is used on occasions when the patient is not currently ill or to explain problems that influence his or her current illness or injury. The Supplementary Classifi​cation of Factors Influencing Health Status and Contact with Health Service (V Code, V0I-V82) is used in cases such as preventive vaccination or chronic disease states such as dialysis for renal disease.

Example: Exposure to rabies by rabid skunk Code as: Rabies V01.5

E Codes

The E code is used to classify environmental causes of injury, poisoning, or other adverse effects on the body. Supplemental Classification of External Causes of Injuries and Poisoning (E Code, E800-E999).

Example: Injury from butane explosion Code as: Accident caused by explosive material, explosive gases, Butane E923.2

Appendices

The five appendices included in Volume 1, Tabular List, serve as a reference to the coder to provide additional information to futher define a diagnosis, classifying new drugs and to provide a quick reference for three-digit categories. The five appendices are as follows:

Morphology oj Neoplasms:  The WHO established an adaptation of the ICD for Oncology (lCD-O). The morphology code numbers consist of five digits The first four digits identify the histological type of neoplasm and the fifth digit indicates its behavior. M codes are used for statistical data only and are not used in physician billing. This section of the appendix is usually utilized by inpatient coders.

.

Glossary oj Mental Disorders:  This glossary is an alphabetical listing of the psychiatric terminology that appears in Chapter 5, "Mental Disorders."

Classification oj Drugs by AHFS List:  The adverse effect of drugs is coded according to the American Hospital Formulary Service (AHFS) list. The list is continuously revised and published under the direction of the American Society of Hospital Pharmacists (ASHP). This section is usually used by pharmacies.

Classification oj Industrial Accidents According to Agency:  This appendix concerns the Statistics of Employment Injuries categorized by industrial agency. This section is usually used by government organizations, such as OSHA.

List of Three-Digit Categories:  This appendix is a breakdown of the chapters' categories; includes V and E codes.

Maximizing Third Party Reimbursement

The most important aspect to remember with ICD-9-CM is to code the diagnosis to the highest level of specificity, link​ing the lCD-9-CM code to the Current Procedural Termi​nology (CPT) code. 

Obtaining the correct reimbursement is important to the practice cash flow and depends on proper coding and billing techniques. Some other crucial points to remember when submitting diagnostic codes for claims are as follows:

· Use the current ICD-9-CM manual, staying informed of changes.

· Code accurately from documented information 

· Be sure diagnosis corresponds with symptoms and treatment.

· Review data entry to ensure no transposition of digits.

· Know insurance carriers' rules for submitting claims; for example, some insurance carriers allow only one or two codes per claim.

· Incomplete or inaccurate codes may result in insur​ance denial because of a lack of medical necessity.

CODING TIPS AND HINTS

· Always have a good medical dictionary.

· Use the most recent ICD manual and have your own copy.

· Make notes in your books.

· Do not code from the Alphabetic Index alone.

· Diagnoses are listed by first word, by a key word in a phrase, or by anatomical site Iinvolved.

· Avoid nonspecific codes.

· Be very careful when coding preexisting ! conditions.

· Make certain the documentation supports !the diagnosis.

· Remember inaccurate coding can lead to accusations of fraud and abuse.

Closing Comments

The medical assistant's knowledge of accurate diagnostic coding contributes to the legal and financial health of the practice. In most cases, ICD-9-CM codes are found on the provider's encounter form (or superbill) and/or in the practice management software. However, with literally thousands of current diagnostic codes, it may be necessary to code from the lCD-9-CM manual. Because the medical assistant realizes these codes are updated yearly, this makes them an asset in coding compliance.

Legal and Ethical Issues

Medical assistants are entrusted by the physician and practice that employs them. To this extent, a medical assistant must be responsible and knowledgeable to ensure that no fraud takes place in the coding and claims submission process.  The coding professional should not change codes or narratives in patient chart documentation to accommo​date insurance reimbursement or policy coverage require​ments. Deliberate misrepresentation may carry criminal and/or civil penalties.

